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Chapter 28: Psychiatric Emergencies

Chapter 28
Psychiatric Emergencies
Unit Summary
Upon completion of this chapter and related course assignments, students should be able to recognize behaviors that are associated with risk to providers, the patient, or others. They should be able to discuss medicolegal concerns of the treatment and transport of the patient having a pyschiatric emeregncy. Students should be able to identify situations when restraints may be justified and whether chemical or physical restraint is the preferred method. They should be able to discuss potential causes of behavioral emergencies and medications that may be used in the treatment of psychiatric disorders. Students should be able to describe the assessment process and safe management of the patient having a psychiatric emergency.
National EMS Education Standard Competencies

Medicine

Integrates assessment findings with principles of epidemiology and pathophysiology to formulate a field impression and implement a comprehensive treatment/disposition plan for a patient with a medical complaint.

Psychiatric

Recognition of

• Behaviors that pose a risk to the EMS provider, patient, or others (pp 1369-1370)

Assessment and management of

• Basic principles of the mental health system (pp 1369-1370)
• Suicidal/risk (p 1384)

Anatomy, physiology, epidemiology, pathophysiology, psychosocial impact, presentations, assessment, prognosis, and management of

• Acute psychosis (pp 1382-1383)

• Agitated delirium (pp 1383-1384)

• Cognitive disorders (pp 1383-1384)

• Thought disorders (pp 1382, 1383, 1387-1388)

• Mood disorders (p 1386)

• Neurotic disorders (pp 1388-1389)

• Substance-related disorders/addictive behavior (pp 1389-1390)
• Somatoform disorders (p 1390)
• Factitious disorders (p 1390)

• Personality disorders (p 1391)

• Patterns of violence/abuse/neglect (pp 1385-1386)

• Organic psychoses (p 1371)
Knowledge Objectives

1. Discuss the potential causes of behavioral emergencies, including organic and environmental causes. (p 1371)

2. Define normal, abnormal, overt, and covert behavior. (p 1369)
3. Discuss medicolegal considerations and their relevance in psychiatric emergencies. (p 1370)
4. Describe the assessment process for patients with psychiatric emergencies, including safety guidelines and specific questions to ask. (pp 1372-1376) 

5. Discuss the importance of history taking when assessing a patient with a psychiatric emergency. (p 1375)

6. Discuss general management of a patient with a psychiatric emergency. (pp 1376-1377)

7. Describe situations where restraint may be justified. (pp 1379-1382)

8. Describe methods used to restrain patients. (pp 1379-1382)

9. Compare physical restraint with chemical restraint, and provide examples of when each may be the preferred option, should restraint be necessary. (pp 1379-1382)

10. Describe the care for a psychotic patient. (pp 1382-1383)

11. Define agitated delirium, and describe the care for a patient with agitated delirium.        (pp 1383-1384)

12. Explain how to recognize the behavior of a patient at risk of suicide, and discuss the management of such a patient. (pp 1384-1385)

13. Discuss risk factors that help indicate whether a patient may become violent. (pp 1385-1386)

14. Explain the safe management of a potentially violent patient. (pp 1385-1386)

15. List specific psychiatric disorders that can play a role when a patient experiences acute psychosis or agitated delirium. (pp 1386-1391)

16. Discuss assessment and management of specific psychiatric emergencies. (pp 1386-1391)

17. Discuss medications used in the treatment of psychiatric disorders. (pp 1391-1393)

Skills Objectives

1. Demonstrate the techniques used to mechanically restrain a patient. (pp 1380-1381)
Readings and Preparation

• Review all instructional materials including Chapter 28 of Nancy Caroline’s Emergency Care in the Streets, Seventh Edition, and all related presentation support materials.
• Review local protocols related to the treatment and transport of patients presenting with psychiatric emergencies, use of both chemical and physical restraints, and legal mandates that may apply.
• Identify types of physical restraints locally approved for use to have on hand during skill practice of restraining a patient.
• Develop patient scenario cards for use in group exercises later in the course. Incorporate a variety of psychiatric emergencies, signs/symptoms, age groups, and underlying causes.
Support Materials

• Lecture PowerPoint presentation

• Case Study PowerPoint presentation
• Skill Drill PowerPoint presentations

· Skill Drill 28-1, Restraining a Patient

• Skill Evaluation Sheets

· Skill Drill 28-1, Restraining a Patient

• Various restraints for practicing physical restraint of a patient, at least one per six students
• Ambulance stretcher and backboard for practicing movement of the restrained patient and restraint during transport
Enhancements

• Direct students to visit the companion website to Nancy Caroline’s Emergency Care in the Streets, Seventh Edition, at http://www.paramedic.emszone.com for online activities.
• If available, consider using the supplemental text, Prehospital Behavioral Emergencies and Crisis Response. This text offers more in-depth information about effectively handling a variety of behavioral emergencies for EMS professionals. Available from http://www.jblearning.com, the ISBN for this product is 978-0-7637-5120-3.
• Contact a local law enforcement agency to identify a guest speaker to discuss law enforcement roles for assisting EMS with transporting the psychiatric emergency patient, particularly those who are violent.

• Contact a local mental health or psychiatric treatment facility to identify a guest speaker to discuss diffusion techniques when dealing with the psychiatric emergency patient and provide additional information about various types of psychiatric disorders including chronic management and recognition of the patient having a psychiatric emergency.
• Provide copies of the local protocols related to the treatment and transport of psychiatric emergencies and restraining patients.

Content connections: Remind students of the importance of documentation when completing patient care reports for the treatment and transport of the psychiatric patient. Refer students to the chapter on Documentation to review documentation recommendations. Discuss the significance of awareness of the potential medical, legal, and ethical issues involved when dealing with the patient having a psychiatric emergency. Refer students to the chapter on Medical, Legal, and Ethical Issues to review this material. Communicating with patients who may have an altered sense of reality or who may potentially become violent can be challenging. Encourage students to read the chapter on EMS Communications to review communication techniques that may assist them while managing a patient having a psychiatric emergency. Patients exhibiting violent behavior or exhibiting behavior that suggests there may be risk to the providers should be monitored closely. Remind students to avoid placing themselves in potentially dangerous situations and to maintain a route of egress when working with these patients. Students should be reminded that some psychiatric emergencies may mask underlying medical conditions. They should be encouraged to complete a comprehensive history and assessment to avoid missing other signs and symptoms that would impact patient management. Encourage students to review material covered in the chapter on Toxicological Emergencies, particularly the content relevant to psychiatric medications. Remind students that both intentional and unintentional overdoses are important to recognize in patients treated for psychiatric disorders.
Cultural considerations: Pediatric patients may also present with psychiatric emergencies. Students should be reminded to be receptive to caregivers on how best to approach the child. Aggressive behavior may be a symptom of an underlying medical or psychological condition. Assessment techniques should still be age-appropriate. The geriatric patient may exhibit behavioral or psychiatric behaviors that include dementia, depression, or delirium. Mental status changes are relevant to the baseline for the patient, and caregivers should be consulted for the presence of preexisting psychiatric conditions. These symptoms may also be the result of an underlying medical problem so students should be reminded to complete a comprehensive assessment and consider psychosocial aspects of the patient’s history when treating these patients. Application of restraints for the patient having a psychiatric emergency should only be used according to local protocol, in conjunction with medical direction, and to prevent injury or harm to the patient or others.
Teaching Tips

Remind students that they must have empathy and support for patients having psychiatric emergencies. Discuss the effects their body language and attitude can have on different scenarios, as well as ways to prevent tense situations from escalating.

Unit Activities

Writing activities: Assign students a psychiatric disorder to research and write about. Have them include diagnostic methods for identification of the disorder, common treatment, medications taken for this disorder, and signs and symptoms of medication noncompliance or an acute episode.
Student presentations: Have students present findings from the writing assignment. Encourage distribution of any educational materials identified for recognition of these disorders in the undiagnosed patient.
Group activities: Divide students into groups of three to four. Provide each group with the scenario cards developed prior to the class. Have students role play the scenarios, and discuss assessment and management techniques appropriate to the emergency.
Visual thinking: Assign students a movie depicting a patient with a psychiatric emergency or dealing with psychiatric conditions. Have them assess the character for consistency with the realistic condition and share their findings with the class. Alternate assignment: Identify clips of individuals displaying psychiatric emergencies from movies and films. Show these in class, and have students discuss appropriate assessment and management techniques.
Medical terminology: Have students complete crossword puzzles or other games to review medical terms relevant to psychiatric conditions and medications commonly prescribed for these patients. Alternate Assignment: Have students create flash cards for common psychiatric conditions and medications commony prescribed for these patients and swap them among assigned groups for review.
Pre-Lecture 

You are the Medic
 “You are the Medic” is a progressive case study that encourages critical-thinking skills.
Instructor Directions

Direct students to read the “You are the Medic” scenario found throughout Chapter 28.
•
You may wish to assign students to a partner or a group. Direct them to review the discussion questions at the end of the scenario and prepare a response to each question. Facilitate a class dialogue centered on the discussion questions and the Patient Care Report.

•
You may also use this as an individual activity and ask students to turn in their comments on a separate piece of paper.

Lecture 
I. Introduction

A.
The mind and body are inseparable parts of a whole human being.

1.
Illness affects a person’s behavior.
a.
Often makes them anxious or depressed

2.
Changes in mental state influence physical health.

a.
A depressed person may lose appetite or become more susceptible to bodily disease.

3.
Whenever you examine a patient:

a.
Try to understand both the physical and mental factors contributing to the patient’s distress.
II. Definition of Behavioral Emergency

A.
Most experts define behavior as the way people act or perform.

1.
Behavior includes:

a.
All the things people do

b.
The reasons why they do those things

2.
Overt behavior is open and generally understood by those around the person.
3.
Covert behaviors are those that have hidden meanings or intentions that only the person understands.

4.
Almost all disordered behavior represents the person’s effort to adapt to stress. 

a.
In most cases the disruptive behavior abates when the person mobilizes their psychological defense mechanisms. 

5.
Behavioral emergencies: Situations in which the patient’s problem is some disorder of mood, thought, or behavior that interferes with activities of daily living (ADLs)

a.
ADLs: Normal, everyday activities
6.
Psychiatric emergency: Abnormal behavior that threatens a person’s health or safety and the health and safety of another person

a.
Most extreme examples are when a person becomes:

i.
Suicidal

ii.
Homicidal

iii.
Psychotic

b.
In a psychotic episode, a person often experiences:
i.
Delusions (false beliefs)

ii.
Hallucinations and illusions (errors in perception)

c.
Psychotic episodes can have dangerous consequences because of violent behavior.
7.
The operative definition of a behavioral or psychiatric emergency is provided by the person who dials 9-1-1.

8.
It can be difficult to perform when you are trying to understand the patient’s confused and frayed feelings.

a.
Prehospital intervention is possible and often critical in these emergencies. 

III. Prevalence

A.
According to the Centers for Disease Control and Prevention (CDC), the average number of mentally unhealthy days for Americans has increased. 

1.
Americans reported an average of:

a.
2.9 mentally unhealthy days per month in 1993
b. 
3.5 mentally unhealthy days per month today
B.
According to the 2009 National Survey on Drug Use and Health: Mental Health Findings, there were an estimated 45.1 million adults in the United States with any mental illness in the past year.

1.
11 million adults are estimated to have had a serious mental illness within the last year.

2.
21.8 million Americans aged 12 years and older are considered illicit drug users.
a.
A compounding factor in many mental illnesses

IV. Medicolegal Considerations

A.
When a patient’s behavior, speech, and thoughts are erratic, it can be difficult for you to communicate clearly.
1.
Be prepared to spend time with the patient.
2.
Obtain consent when possible.

a.
If the patient refuses:

i.
Continue to talk with him or her about the situation.
ii.
Explain your responsibilities. 

b.
If a patient refuses transportation:

i.
Follow your local guidelines and standing orders. 

ii.
You will often need assistance from law enforcement personnel.
3.
Be clear in your explanations about administering treatments and medications.

a.
Don’t assume the patient is unable to understand what you are trying to do.
4.
Take extra time to make a thorough and complete record of the call.
a.
Be objective and factual.
b.
Include comments made by the patient.
V. Pathophysiology

A.
Causes of abnormal behavior

1.
Abnormal behavior typically results from a complex interaction of:

a.
Biologic or organic causes

b.
Developmental factors

c.
Psychological stressors

d.
Emotional stimuli

e.
Sociocultural influences

2.
These causes can be classified into four broad categories:

a.
Causes that are biologic or organic in nature

b.
Causes resulting from the person’s environment

c.
Causes resulting from acute injury or illness

d.
Causes that are substance-related

3.
Biologic or organic causes

a.
Patients are generally classified as having organic brain syndrome.
b.
Examples of these types of causes include:

i.
Chronic hypoxia

ii.
Seizure

iii.
Traumatic brain injury

iv.
Chronic alcohol and drug abuse

v.
Brain tumors

c.
These conditions alter the normal functioning of the brain.
i.
May cause derangements in behavior

4.
Environmental causes

a.
May include both psychosocial and sociocultural influences

b.
When people are consistently exposed to stressful psychosocial events or developmental influences, they may develop abnormal reactions.
i.
When a person’s basic needs are threatened, that person faces a crisis and may:
(a)
Cope with it.
(b)
Attempt to alleviate the discomfort by escaping from the stress.
(1)
Alcohol

(2)
Drugs

(3)
Psychiatric symptoms

(4)
Suicide

c.
Sociological factors directly affect biology, behavior, and responses to the stress of emergencies.
i.
Assault, rape, racial attacks, or the death of a loved one may produce significant changes in behavior.
5.
Injury and illness as causes

a.
Acute illness results in stress on coping mechanisms and can cause abnormal behavior.
b.
An acute traumatic situation creates stress for the person and those around them.
i.
Post-traumatic stress disorder (PTSD): Severe form of anxiety stemming from a traumatic experience

(a)
Characterized by the individual reliving the stress of the original situation

6.
Substance-related causes

a.
Substance-related disorders include the use of:

i.
Alcohol

ii.
Cigarettes

iii.
Illicit drugs 

iv.
Other substances that change the way a person feels, behaves, or thinks

B.
Psychiatric signs and symptoms

1.
When a person’s mental health is challenged, psychological mechanisms or behaviors mobilize to return the mental state to homeostasis.

a.
Present as various types of psychiatric signs and symptoms or behaviors 

2.
Can be grouped according to “systems” affected
a.
Psychological functions involved:

i.
Consciousness

ii.
Motor activity

iii.
Speech

iv.
Thought

v.
Affect

vi.
Memory

vii.
Orientation

viii.
Perception

3.
Can affect:

a.
Consciousness

b.
Motor activity

c.
Speech

d.
Thinking

e.
Mood and affect

f.
Memory

g.
Orientation

h.
Perception

i.
Intelligence 

VI. Patient Assessment

A.
Assessment of the patient with a behavioral emergency differs from other methods of patient assessment.

1.
In assessing the disturbed patient, you are the diagnostic instrument.
a.
You must use your: 
i.
Thinking processes 
ii.
Perceptions 
iii.
Feelings 

2.
The assessment of a patient with a behavior emergency is part of the treatment.

a.
As soon as you speak to the patient, your voice and manner will influence his or her condition.
b.
Listening to the patient describe the issue can also mitigate the problem.
c.
Assess the patient wherever the emergency occurs.

i.
Let the patient attempt to recover their bearings in familiar surroundings.
B.
Scene size-up
1.
Situations that have a strong behavioral component will most likely have the most sudden and unexpected turn of events of any type of call.
2.
Observe the situation to determine whether it is dangerous to you and your partner.

a.
If so, immediately summon law enforcement personnel.
3.
The environment can help give clues to the patient’s condition or the cause of the emergency.
a.
Look for potential clues from the patient’s:

i.
Social history

ii.
General living conditions

iii.
Availability of social and family support

iv.
Activity level

v.
Medications

vi.
Overall appearance with respect to:

(a)
Nutrition

(b)
General health

(c)
Cleanliness

(d)
Personal hygiene

vii.
Attitude and well-being
4.
Consider the mechanism of injury and/or nature of illness.
C.
Primary assessment

1.
Identify yourself clearly.

a.
Tell the patient who you are and what you are trying to do.

i.
You may have to frequently repeat this.
ii.
Use a nonargumentative, emotionally neutral tone of voice.
2.
Form a general impression.

a.
How much of the assessment you are able to perform will be determined by:

i.
The patient’s overall condition

ii.
The nature of their psychiatric problem

b.
You should at least be able to assess the patient’s general appearance.
c.
Observe the patient’s posture. 

i.
Frustrated?

ii.
Angry?

iii.
Sobbing?

iv.
Catatonic (lacking expression or appearing rigid)?

d.
Assess the pupils carefully.

e.
Limit the number of people around the patient during your assessment.

f.
Stay alert to potential danger.
i.
Watch for signs of agitation or aggression.

ii.
Separate the patient from bystanders or family members who seem to exacerbate the patient’s condition.
3.
Airway and breathing

a.
Attend to priority problems first.

i.
Airway

ii.
Breathing

iii.
Circulatory concerns

b.
Assess the airway to make sure it is patent and adequate.
c.
Evaluate the patient’s breathing.

d.
Provide interventions based on your findings.
4.
Circulation

a.
Assess the pulse rate, quality, and rhythm.

b.
Obtain the systolic and diastolic blood pressures when possible.

c.
Evaluate for the presence of shock and bleeding.

d.
Assess the patient’s perfusion level by evaluating skin:

i.
Color

ii.
Temperature

iii.
Condition

5.
Transport decision

a.
Seriously disturbed patients should be seen by a physician.
i.
Transporting against their will deprives the patient of their civil liberties.

(a)
Be familiar with the legal requirements in your community.

b.
A conscious adult must consent to be taken to the hospital.

c.
If a patient withholds consent, they may be taken against their will only at the request of:

i.
The police

ii.
The county mental health physician (in many jurisdictions)

d.
The same policy applies to the use of forcible restraint.

i.
Law enforcement officers should be summoned.
ii.
Every ambulance service should have clearly defined protocols. 

(a)
Consult medical command as necessary.
D.
History taking

1.
Mental status examination (MSE) is a key part of assessment for a patient experiencing an acute psychiatric problem.
2.
Check each of the “systems” of mental function using COASTMAP.

a.
Consciousness

i.
Determine the level of consciousness (alert, confused, responds to pain, unresponsive).
ii.
Note the ability to pay attention and to concentrate.
b.
Orientation

i.
Ask what the year or month is.

ii.
Ask where the patient is at the moment. 

c.
Activity

i.
Restless and agitated, pacing up and down?

ii.
Experiencing tremors?

iii.
Scarcely moving?

iv.
Making any strange or repetitive movements?

d.
Speech

i.
Note the rate, volume, flow, articulation, and intonation of speech.

ii.
Too fast or too slow?

iii.
Too loud of too soft?

iv.
Garbled or slurred?

v.
Stuttering or mumbling?

vi.
Using any strange words?

e.
Thought

i.
What is on their mind? Are they making sense?

ii.
Is there anything unusual about their reasoning?

iii.
Is the patient expressing delusions or hallucinations?

f.
Memory

i.
Recent, remote, and immediate

ii.
Some patients may confabulate (create memories in place of what they cannot recall).
g.
Affect and mood

i.
Is it euphoric or sad?

ii.
Is it labile?

iii.
Does the expression of inner feelings seem appropriate to the situation?

iv.
Is it animated, angry, flat, or withdrawn?

h.
Perception
i.
Ask the patient, “Do you ever hear things that other people cannot hear?”

E.
Secondary assessment

1.
Obtain vital signs. 

a.
Look for fever or indications of increased intracranial pressure.
2.
Examine skin temperature and moisture.
a.
Scars may indicate self-mutilation in borderline personality disorders.
3.
Inspect the head for evidence of trauma.
4.
Check the pupils for size, equality, and reaction to light.
a.
Pupillary abnormalities may indicate a toxic ingestion or an intracranial process.
5.
Note any unusual odors on the patient’s breath.
a.
Poisons

b.
Alcohol

c.
Ketones from diabetic ketoacidosis

6.
In examining the extremities, check for:

a.
Needle tracks

b.
Tremors

c.
Unilateral weakness or loss of sensation

F.
Reassessment

1.
Routinely performed during transport.
2.
Monitor patients for sudden changes in thought or behavior.
a.
Particularly as you near the hospital

i.
Patients may try to jump from the ambulance or hurt themselves before arrival.
ii.
They may even turn aggressive or impulsive behavior toward you.
3.
Your radio report to the hospital should include:
a.
Report of medical and mental health history

b.
Medications prescribed

c.
Assessment findings 

d.
Pertinent information from the mental status examination

4.
Discuss with the hospital the need for restraints or medications prior to instituting these interventions.
a.
If the patient is aggressive or potentially violent, provide advance notice to the emergency department staff. 

VII. Emergency Medical Care

A.
If the erratic behavior could be caused by a medical disorder, treat that disorder before presuming the behavior is due to an emotional or psychiatric cause.

1.
May include:

a.
Oxygen therapy

b.
Testing of the blood glucose level

c.
Administration of D50 
i.
50 grams of dextrose in every 100 mL

d.
General interventions for hypothermia or shock management

B. Communication techniques

1.
Virtually all of the diagnostic information comes from talking with the patient.
a.
Set ground rules for your interview.
b.
Let the patient know what you expect and what they may expect of you.
c.
Allow the patient to tell the story in their own way.
i.
Do not attempt to direct the conversation.
2.
Guidelines include:
a. Begin with an open-ended question.
i.
This allows the patient to give the answer.
ii.
“Tell me something about the kind of troubles you’ve been having.”

b.
Let the patient talk.
i.
Allows patient to gain some control over themselves and their situation

ii.
Allows you to assess the patient’s speech, affect, and thought processes

c.
Listen, and show that you are listening.

i.
The following can convey that you are paying close attention to what they are saying:

(a)
Facial expression

(b)
Posture

(c)
Eye contact

(d)
An occasional nod

d.
Do not be afraid of silences.
i.
Maintain an attentive and relaxed attitude until the patient resumes the story.
ii.
It is important to be silent when the patient stops speaking because of overwhelming emotion.
(a)
The patient will likely be better able to express his or herself after the release of intense emotion.
iii.
Your silence gives patients a chance to get control of themselves in their own way.
e.
Acknowledge and label the patient’s feelings.

i.
By naming the feelings you can help the patient gain control over them.
f.
Do not argue.

i.
If a misperception is frightening or distressing to the patient, try just once to provide a simple and factual statement.
ii.
Do not get into a dispute on the nature of reality.

g.
Facilitate communication.

i.
Encourage the patient to communicate by using gestures or noncommittal words.
ii.
Return the patient to a topic on which you would like elaboration.
h.
Direct the patient’s attention.
i.
Confrontation: Pointing out something of interest in the patient’s conversation or behavior

(a)
Makes the patient aware of it

(b)
Describes how the patient appears to the interviewer based on observations rather than judgments
ii.
Often elicits a freer expression of feelings from the patient

i.
Ask questions.

i.
Keep questions as nondirective as possible.

ii.
Avoid “yes-no” or leading questions.

iii.
Use “how” and “what” questions.

j.
Adjust your approach as needed.

C.
Crisis intervention skills

1.
Be as calm and direct as possible.

a.
Indicate that you have confidence the patient can maintain control.

b.
If you show anxiety or panic, you affirm the patient’s conviction that the situation is overwhelming.

2.
Exclude disruptive people.

a.
In most cases you should interview the patient alone.

b.
If another person has a calming effect, ask that person to stay.

3.
Sit down.

a.
Preferably interview the patient while sitting at a 45-degree angle.
i.
Prevents encroaching on “personal space”

4.
Maintain a nonjudgmental attitude.

5.
Provide honest reassurance.

a.
Avoid excessive reassurance.

i.
Such statements convince the patient you don’t understand how bad things are.

6.
Develop a plan of action.

a.
This gives the patient the feeling something is being done to help.
b.
Don’t present an array of decisions.

i.
State what you think is the best course of action.

c.
Once the plan is determined and you have begun to carry it out, allow the patient to make choices and exercise some control over the situation.

i.
Allows the patient to attain a measure of autonomy and self-respect

7.
Encourage some motor activity.

a.
Eases anxiety

b.
If the patient is going to the hospital, accompany them while they gather what they want to bring along.

8.
Stay with the patient at all times.

9.
Bring all of the patient’s medication to the hospital.

a.
Helps physicians identify the condition for which the patient has been treated

10.
Never assume that it is impossible to talk with any patient until you have tried to do so.

D.
Use of force and types of restraint

1.
Physical restraint

a.
Devices can be improvised from ambulance materials or commercially made.
b.
Commercial restraints may be applied:

i.
To the wrists and ankles 
ii. 
Around the waist 
iii. 
From the front of the patient and may include sleeves to restrain arms

c.
Be familiar with the restraints used by your agency.
d.
Make sure you have sufficient personnel before restraining a patient.

i.
You must have a minimum of four trained, able-bodied people.
(a)
One for each limb and for the head

(b)
Appoint one leader to direct the team.
e.
Before you begin, discuss the plan of action.

i.
Law enforcement should be included when physically restraining violent patients.

ii.
Use the minimum force necessary.

iii.
Don’t immediately move toward the patient.

(a)
Give them a chance to choose nonviolent behavior.

f.
If the show of force does not calm the patient, responders must move quickly to restrain.
i.
Remove any equipment or jewelry from yourself that could be used as a weapon.
ii.
Make sure you have adequate restraining devices immediately available.

iii.
At a signal from the leader, move in fast from the patient’s sides.

(a)
Grasp the patient at the elbows, knees, and head.
(b)
Apply restraints to all four extremities.

g.
The best position for securing the patient is supine.
i.
Both legs and arms secured to one side of the stretcher

ii.
Patient’s head turned to the side to prevent aspiration in case of vomiting

iii.
Never:

(a)
Tie the patient’s ankles and wrists together as one.

(b)
“Hobble tie” (tie just the feet together) a patient.
(c)
Place a patient face down in a Reeves stretcher.
h.
Throughout the process, you or your partner should talk with the patient.

i.
Treat the patient with dignity and respect at all times.

j.
Avoid being bitten during the restraining procedure.

k.
Once restraints are in place:

i.
Don’t remove them.

ii.
Don’t negotiate or make deals.

iii.
Place a surgical mask over the face if the patient is spitting.

l.
Continuously monitor the patient for:

i.
Airway and breathing

ii.
Vomiting

iii.
Airway obstruction

iv.
Cardiovascular activity

m.
Never place your patient face down.
i.
Impossible to adequately monitor the patient

ii.
May inhibit the breathing of an impaired or exhausted patient

n.
Check peripheral circulation every few minutes.
i.
Check radial pulses in the arms and dorsalis pedis pulses in the feet.
o.
Be careful if a combative patient suddenly becomes calm and cooperative.

i.
Remain vigilant.
p.
Document everything in the patient’s chart. 

i.
Reasons for using restraints

ii.
Examples of the patient’s behavior

iii.
Indications of the violence potential

iv.
Number of people used to subdue the patient

v.
Restraining devices used

vi.
Status of peripheral circulation after restraints were applied

q.
You may use reasonable force to defend yourself against an attack.
i.
Having witnesses in attendance can protect you against false accusations.
r.
To properly restrain a patient, refer to Skill Drill 28-1.

2. Chemical restraint

a.
The use of medication to subdue a patient

i.
Should only be used with approval from medical control and following clearly established local protocols and guidelines

b.
The most common drugs used include:

i.
Short-acting benzodiazepines

ii.
Haloperidol (Haldol)

iii.
Droperidol (Inapsine)

(a)
Associated with prolonged QT syndromes

(b)
Black box warning: Drug may have serious adverse effects.
c.
Haloperidol (Haldol)

i.
A traditional antipsychotic

ii.
May cause extrapyramidal symptoms or seizures

iii.
Administered either IM (5 to 10 mg) or IV (2 to 5 mg) 

iv.
Onset of action of 5 to 20 minutes 

v.
Should not be administered to: 
(a)
Patients younger than 14 years
(b)
Those with a suspected head injury
(c)
Those who may be pregnant

vi.
Elderly patients should begin with lower doses.
d.
Benzodiazepines 
i.
Usually safer and more effective than other medications

ii.
Shorter acting benzodiazepines may be given intranasally.
(a)
Provides easy preparation and quick administration

(b)
Poses less risk to providers than intramuscular or IV injections

(c)
Usual dose: 0.2 mg/kg, up to 10 mg of a 5-mg/mL solution

iii.
The only benzodiazepines that have reliable intramuscular absorption are midazolam and lorazepam (Ativan).
(a)
Midazolam IM: 0.2 mg/kg up to 10 mg IM

(b)
Midazolam IV: 0.1 mg/kg IV up to 5 mg

(c)
Lorazepam: 1 to 2 mg IM or IV
iv.
Side effects are usually mild and easily treated.

(a)
Drowsiness

(b)
Decreased mental alertness

(c)
Sedation

(d)
Ataxia

(e)
Infrequent paradoxical responses, including insomnia and agitation, are more common in the elderly.
e.
Follow the direction of medical control and standing orders.

f.
Closely monitor the patient’s:

i.
Pulse rate

ii.
Blood pressure

iii.
Respiratory rate

g.
Be prepared to support ventilation as needed.
VIII. Pathophysiology, Assessment, and Management of Specific Emergencies

A.
Many factors contribute to disturbances of behavior.

1.
The causes, signs, symptoms, and management can be grouped into several common areas.

B.
Acute psychosis

1.
Pathophysiology

a.
State of delusion in which the person is out of touch with reality

i.
Affected people are tuned into their own internal reality of ideas and feelings.
ii.
Reality and fantasy are blurred.
b.
Psychoses or psychotic episodes occur for many reasons.
i.
Biologic or organic

ii.
Mental illness

iii.
Drug abuse

c.
Causes relating to the patient’s environment or mental illness include:

i.
Intense stress

ii.
Delusional disorders

iii.
Schizophrenia (more commonly)

d.
Psychotic episodes can be brief or last a lifetime.

e.
Disorganization and disorientation are ways in which various conditions may present themselves.
2.
Assessment

a.
The most characteristic feature is a profound thought disorder.
i.
Often accompanied by disturbances in mood and perception

ii.
Patients are usually incoherent or rambling.
b.
A thorough examination is rarely possible

c.
Your principal objective is to transport the patient to the hospital in an atraumatic fashion.
d.
COASTMAP outlines common signs and symptoms:

i.
Consciousness

(a)
Awake and alert, but may be easily distracted

(b)
If the level of consciousness fluctuates, suspect an organic brain syndrome.
ii.
Orientation

(a)
Disturbances in orientation are more common in organic disorders than in psychoses.
iii.
Activity

(a)
Most commonly accelerated, with agitation and hyperactivity

(b)
Bizarre, stereotyped movements are common.
iv.
Speech

(a)
May be pressured or sound strange because of unusual words the patient has invented (neologisms)

v.
Thought

(a)
Disturbed in progression and content

(b)
May show any of the following disorders

(1)
Flight of ideas, plunging from one thought to another

(2)
Loosening of associations: Logical connection between one idea and the next becomes obscure

(3)
Delusions, especially of persecution

(4)
Thought broadcasting: Belief that thoughts can be heard aloud by others

(5)
Thought insertion: Belief that thoughts are being thrust into the mind by another person

(6)
Thought withdrawal: Belief that thoughts are being removed

vi.
Memory

(a)
Can be relatively or entirely intact

vii.
Affect and mood

(a)
Mood is likely to be disturbed.
(b)
Affect may reflect those inner states or be flat.
viii.
Perception

(a)
Auditory hallucinations are common.
3.
Management

a.
Usual methods of reasoning may not work because the patient may have their own rules of logic.

b.
You are likely to feel uncomfortable in the presence of a psychotic person.

i.
Use these feelings to help make a tentative diagnosis of a psychotic problem.

c.
The disorganized patient needs structure.

i.
Explain in plain language what is being done and what the patient’s role will be.

ii.
Directions should be simple, consistent, and firm.

iii.
Keep orienting the patient to:

(a)
Time

(b)
Place

(c)
The people in the environment

(d)
Who you are

(e)
What you are doing

iv.
You may have to repeat the information several times.

d.
Before pharmacologic treatments, you should try:

i.
Maintaining an emotional distance

ii.
Explaining each step of the assessment

iii.
Involving people the patient trusts

e.
When these methods fail, it may be appropriate to:

i.
Safely restrain the patient.
ii.
Administer a medication to help the behavior.
(a)
Antianxiety drug such as a benzodiazepine given intranasally

(b)
Antipsychotic drug such as haloperidol given intramuscularly

f.
Follow medical control direction and standing orders when administering drugs.
C.
Agitated delirium

1.
Pathophysiology

a.
State of global cognitive impairment

i.
Acute in onset

ii.
Associated with: 
(a)
Fluctuations in mental status and behavior
(b)
Disorganized thinking
(c)
An altered level of consciousness

iii.
Usually caused by toxic and metabolic problems or infections

b.
Dementia: More chronic process that produces severe deficits in memory, abstract thinking, and judgment

c.
Patients may become agitated and violent when:

i.
Stressors overwhelm them.
ii.
They are unable to maintain homeostasis because of the disease process.
d.
Common risk factors that may preclude delirium include medical histories of:

i.
Hypertension

ii.
COPD

iii.
Alcohol abuse

iv.
Smoking

2.
Assessment

a.
First try to reorient patients to surroundings and circumstances.
b.
Perform a thorough assessment, including:
i.
Past medical history

ii.
Medications

3.
Management

a.
Identifying the stressor or metabolic problem can help determine treatments.
b.
Be cautious when administering morphine or antipsychotics to patients with a known history of dementia.
D.
Suicidal ideation

1.
Pathophysiology

a.
Suicide: Any willful act designed to end one’s life

i.
Third leading cause of death among 15- to 24-year-olds

ii.
Second leading cause of death in 25- to 34-year-olds

iii.
Fifth leading cause of death in 45- to 54-year-olds

iv.
More common among men

v.
Risk also high among alcoholics and depressed patients

vi.
More than half of all suicides have made a previous attempt.
b.
Attempts typically occur when a person:

i.
Feels that close emotional attachments are endangered

ii.
Has lost someone or something important in life

iii.
Has feelings characteristic of depression
(a)
Worthlessness
(b)
Lack of self-esteem
(c)
Sense of not being able to manage life

2.
Assessment

a.
The assessment of every depressed patient must include an evaluation of the suicide risk.
b.
Many paramedics are reluctant to ask directly about suicidal thoughts because they fear “putting the idea” in the patient’s head.
i.
Most depressed patients are actually relieved when the topic is brought up.
c.
Broach the subject in a stepwise fashion.
i.
“Have you ever thought that life wasn’t worth living?”

ii.
“Did you ever feel that you would be better off dead?” 

iii.
“Have you ever thought of harming yourself? Do you feel that way now?”

iv.
“Do you have a plan of how you would go about it? Do you have the things you need to carry out the plan?”

v.
“Has anyone in your family ever committed suicide? Have you ever tried to kill yourself before?”

d.
The following indicate higher-risk patients who must be evaluated at the hospital:

i.
Patients who have made previous attempts

ii.
Patients who have detailed, concrete plans

iii.
Patients who have a history of suicide among close relatives

e.
When a person phones to threaten suicide, someone should stay on the line until the rescue squad has reached the scene

i.
On arrival, survey the area for any instruments the patient might use for self-injury.
ii.
Talk with the patient, and encourage them to discuss feelings.
3.
Management

a.
Whenever you find a patient to be severely depressed or suspect a risk of suicide:
i.
Do not leave the patient alone. 

ii.
Collect implements of potential self-destruction and bring them with you to the hospital.
iii.
Acknowledge the patient’s feelings.
iv.
Encourage transport.
(a)
If the patient refuses, try to get the people who are close to the patient to help with cooperation.
(b)
It may be necessary to obtain law enforcement assistance.
b.
When a person has attempted suicide, medical treatment has priority.
i.
If the patient is conscious, try to establish communication, and ask the patient to talk about the situation.
E.
Patterns of violence, abuse, and neglect

1.
Abuse and neglect

a.
Victims and perpetrators of violence and abuse may themselves have a mental illness. 

b.
Assess the following for anything that suggests abuse, neglect, or patterns of violence:

i.
The patient

ii.
The environment

iii.
Other persons involved

c.
Document your findings, and report your concerns according to local protocols.
d.
Your priorities:

i.
Safety

ii.
Management of acute medical and trauma concerns

2.
Violence

a.
Aggressive behavior may be the patient’s way of dealing with feelings of helplessness.
b.
Most angry patients can be calmed by a trained person who conveys confidence the patient will behave well.
i.
It may help to ask the patient directly, “Can you explain why you’re so angry with me?”

c.
EMS personnel should prepare beforehand to deal with hostile or violent behavior.
d.
Preventive action is the best way to ensure no one is harmed.
i.
Assess the potential for violence in every call.
ii.
Take steps to prevent violence from happening.
3.
Identifying situations with the potential for violence

a.
Preventive action starts with being psychologically prepared for a possible violent encounter.
i.
Do not become paranoid or treat patients with distrust.
ii. 
Do develop “survival awareness.”
4.
Risk factors for violence

a.
Scenarios in which violence is more likely include:

i.
Any situation where alcohol or illicit drugs are being consumed

ii.
Crowd incidents

iii.
Incidents in which violence has already occurred

b.
People who are more likely to be violent include:

i.
Those intoxicated with alcohol or drugs

ii.
Those experiencing withdrawal from alcohol or drugs

iii.
Those who are psychotic

iv.
Those who are delirious from any cause

c.
Look for the following warning signs.

i.
Posture: Sitting tensely at the edge of a chair, gripping at the armrest

ii.
Speech: Loud, critical, threatening, full of profanity
iii.
Motor activity: Unable to sit still, pacing back and forth or in circles, easily startled

iv.
Other body language: Clenched fists, avoidance of eye contact, turning away when spoken to

v.
Your own feelings 
5.
Management of the violent patient

a.
Assess the whole situation.

i.
Are factors in the surroundings contributing to the escalation of violence?

ii.
Can those factors be removed?

iii.
Does evidence suggest drug use, alcohol use, head injury, or diabetes?

iv.
Can anyone present give you some background information?
b.
Observe your surroundings.

i.
Make sure you have an escape route.

ii.
Place yourself between the patient and the door.

iii.
Don’t turn your back on the patient, even for a moment.

iv.
Note any furniture or potential barriers.

v.
Note anything that could be used as a weapon (e.g., heavy or sharp objects).
vi.
If the patient is armed with a weapon, back off and notify law enforcement.

c.
Maintain a safe distance.

i.
Maintain a safety zone of two arm lengths.

ii.
If the patient backs away from you, you are too close.

iii.
Position yourself at a 45-degree angle to the patient with your escape route unobstructed.

d.
Try verbal interventions first.

i.
Take a moment to concentrate your own thoughts.

ii.
Identify yourselves as medical personnel who are there to try to help. 

iii.
Acknowledge the patient’s behavior, and restate your willingness to help.

iv.
Encourage the patient to talk about what is bothering them.

(a)
Show that you are listening by paraphrasing the words back to the patient. 

v.
Ask the patient specifically if they might lose control or are carrying a weapon.

vi.
Define your expectations of the patient’s behavior. .

vii.
If “verbal de-escalation” isn’t working, back off and get help.

F.
Specific psychiatric disorders

1.
Mood disorders

a.
Formally known as affective disorders

i.
Include:
(a)
Manic-depressive illness

(b)
Major depression

ii.
Changes in affect are accompanied by other symptoms.
iii.
Unipolar mood disorder: Mood remains at only one pole of the depression-mania continuum

iv.
Bipolar mood disorder: Mood alternates between mania and depression
b.
Manic behavior

i.
Patients typically have abnormally exaggerated happiness, joy, or euphoria with hyperactivity and insomnia.
ii.
Patients are typically awake and alert but easily distracted.
(a)
Almost all report a significantly decreased need for sleep.
(b)
Manic patients are talkative with pressured and rapid speech.

(1)
Their monologues may skip rapidly from one topic to another (“tangential thinking”).
iii.
Their ideas are often grandiose and unrealistic.
iv.
Memory is usually intact but may be distorted by delusions.
v.
Their affect is elated.
vi.
Patients have a high probability of getting in some sort of trouble.
vii.
Patients are unlikely to consider themselves ill and may not agree they need treatment.

(a)
Be calm, firm, and patient.
(b)
Minimize external stimulation.
viii.
If the patient refuses transport, consult medical control.

(a)
Obtain law enforcement assistance if your medical director indicates hospital evaluation is needed.
c.
Depression

i.
Leading cause of disability in people 15- to 44-years old

(a)
Affects women more frequently

ii.
Often identified by:

(a)
A sad expression

(b)
Bouts of crying

(c)
Listless or apathetic behavior

(d)
Expressions of worthlessness, guilt, and pessimism

(e)
Wanting to be left alone

(f)
Assertions that no one cares or understands

iii.
Can occur in episodes with sudden onset and limited duration

iv.
Onset can also be insidious and chronic (dysthymic disorder).
v.
For diagnostic features of depression use the mnemonic GAS PIPES.

(a)
Guilt and self-reproach

(b)
Appetite (abnormal)
(c)
Sleep disturbance

(d)
Paying attention

(1)
Impaired ability to concentrate

(e)
Interest

(1)
Loss of interest in things that were once important

(f)
Psychomotor abnormalities

(g)
Energy

(1)
Patients are tired all of the time. 

(h)
Suicidal thoughts

2.
Schizophrenia

a.
One in 100 people will be affected in their lifetimes.
b.
Typical onset occurs during early adulthood.
i.
Dysfunctional symptoms become more prominent over time.
c.
Contributing influences may include genetics and neurobiologic, psychological, and social influences.
d.
Schizophrenics may experience:

i.
Delusions

ii.
Hallucinations

iii.
Apathy

iv.
Mutism

v.
A flat affect

vi.
A lack of interest in pleasure

vii.
Erratic speech

viii.
Emotional responses

ix.
A lack of or excessive motor behavior

3.
Neurotic disorders

a.
A collection of psychiatric disorders without psychotic symptoms 

b.
Condition includes anxiety disorders

i.
Mental disorders in which dominant moods are fear and apprehension

ii.
Persistent, incapacitating anxiety in the absence of external threat

iii.
Almost 1/5 of adults will experience some form in any given year.
c.
Generalized anxiety disorder (GAD)

i.
Patient worries about everything for no particular reason or worrying prevents patient from deciding what to do about upcoming situations.
ii.
Symptoms must be present more days than not for a period of 6 months.
iii.
Worry must be difficult to turn off or control.
iv.
Often treated with both pharmacologic agents and counseling.
v.
When dealing with a patient with GAD:

(a)
Identify yourself in a calm, confident manner.
(b)
Listen attentively.
(c)
Talk with the person generally about their feelings.
d.
Phobias

i.
Phobic disorders involve an unreasonable fear, apprehension, or dread of a specific situation or thing.
ii.
Simple phobia focuses all anxieties onto one class of objects or situations.
(a)
Mice, spiders, dogs

(b)
High places, darkness, flying

iii.
Almost 1/10 of adults have social phobias or fear of everyday social situations.
iv.
When confronted with the feared object or situation, the phobic person experiences intolerable anxiety.
(a)
Patient usually realizes the fear is unreasonable.
v.
When managing a phobic patient, explain each step of treatment in detail before carrying it out.

e.
Panic disorder

i.
Characterized by sudden, usually unexpected, overwhelming feelings of fear and dread

ii.
Women more likely to be affected than men.
iii.
Tends to run in families

iv.
Attacks usually begin when patients are in their 20s.
(a)
Most persons can identify a stressful event that preceded their first attack.
v.
If allowed to continue, panic attacks can cause severe lifestyle restrictions.
(a)
Agoraphobia: Fear of going into public places

vi.
A large percentage of signs and symptoms are a consequence of autonomic nervous system discharge.
(a)
Usually peak in intensity within 10 minutes

(b)
Last around an hour altogether

vii.
When you arrive at the scene, take the following steps:
(a)
Separate the patient from panicky bystanders.

(b)
Provide a calm environment.

(c)
Be tolerant of the patient’s disability.

(d)
Reassure the patient that they are safe.

(e)
Give the patient’s symptoms a name.

(f)
Help the patient regain control. 

viii.
Panic attacks may mimic a range of physical disorders in their presentation. 

ix.
Patients should be fully evaluated at the hospital, especially if this is their first panic attack

x.
Hyperventilating patients should not be treated with “paper bag therapy.”

(a)
Coach patients to slow their breathing until they regain control.
4.
Substance-related disorders and addictive behavior

a.
Generally evolve over a relatively long period of time.

i.
EMS will typically be called when an acute exacerbation occurs.
ii.
Emergency management typically focuses on treating symptomatic complaints and presenting signs and symptoms.
b.
Substance-related disorders

i.
Include psychological disorders associated with the use of:

(a)
Alcohol

(b)
Cigarettes

(c)
Illicit drugs

(d)
Other substances affecting the way a person feels, behaves, or thinks.

ii.
Regarded on four levels: 

(a)
Substance use: Use of moderate amounts of substance without seriously affecting ADLs

(b)
Substance intoxication: Use of a substance that results in impaired thinking and motor function

(c)
Substance abuse: Use of a substance disrupts ADLs.
(d)
Substance dependence: An addiction to a substance

(1)
Physiologically dependent

(2)
Requires increasingly larger amounts to produce the same effect

iii.
Determining the most effective treatment requires an integrative approach by examining the following dimensions:

(a)
Social

(b)
Biologic

(c)
Cultural

(d)
Cognitive

(e)
Psychological 

iv.
Understanding the complex nature of substance-related disorders is the first step in providing care.
c.
Eating disorders

i.
Incidence began to increase rapidly in 1950s and 1960s

ii.
Persons most likely to be affected:

(a)
Young females

(b)
Socioeconomically upper-middle class or upper class

(c)
Living in socially competitive surroundings

iii.
Two major types of eating disorders

(a)
Bulimia nervosa

(b)
Anorexia nervosa

iv.
Persons may experience severe electrolyte imbalances leading to:

(a)
Cardiac problems

(b)
Seizures

(c)
Renal failure

(d)
Erosion of dental enamel

(e)
Salivary gland enlargement

v.
As many as two thirds report anxiety, depression, and substance abuse disorders.
vi.
Bulimia nervosa

(a)
Characterized by consumption of large amounts of food 

(b)
Patients compensate by using purging techniques.
(1)
Vomiting, laxatives, diuretics, excessive exercise

vii.
Anorexia nervosa

(a)
Unlike people with bulimia, people with anorexia are successful at losing weight.
(b)
Weight loss jeopardizes their health and lives.
(c)
Exerts extraordinary control over their eating

(d)
Typical patient:
(1)
Has decreased body weight based on age and height

(2)
Demonstrates intense fear of obesity 

(3)
Experience amenorrhea (absence of menstruation)

5.
Somatoform disorders

a.
A preoccupation with physical health and appearance that dominates a person’s life

b.
Hypochondriasis: A great deal of anxiety or fear that the person may have a serious disease

c.
Patients may have multiple complaints but are more concerned with the symptoms than their meaning.
d.
In conversion disorders, a physical problem has no identifiable pathophysiology but results from faking a physical disorder

6.
Factitious disorders (Münchausen syndrome)
a.
Patient intentionally produces or feigns physical or psychological signs or symptoms

i.
Various motives for such behavior

b.
Symptoms are under voluntary control.
i.
May be physical, psychological, or both

ii.
Usually quite dramatic

iii.
Indicate an immediate need for care

c.
Patients will typically present at night or on weekends.
d.
Factitious disorder by proxy: A parent intentionally makes a child sick to garner attention and pity.
i.
Atypical form of child abuse

7.
Impulse control disorders

a.
Lack of ability to resist a temptation

b.
Examples include:

i.
Intermittent explosive disorder: Acting on aggressive impulses involving destruction of property

ii.
Kleptomania: Acting on the urge to steal things

iii.
Pyromania: Acting on the urge to set fires

iv.
Pathologic gambling

c.
Typically associated with other disorders

d.
This group of disorders is rare.
i.
Only 4% of arsonists are diagnosed with pyromania.
e.
In-hospital treatment relies on cognitive and behavioral interventions.
8.
Personality disorders

a.
Inflexible and maladaptive patterns of perceiving, relating to, and thinking about the environment and one’s self 
i.
Cause significant functional impairment or subjective distress

ii.
Ways of thinking become dysfunctional or cause distress to other people.
b.
True personality disorders are rare.
i.
Another psychiatric illness is likely to be present at the same time.
ii.
These patients tend to do poorly during treatment.
c.
EMS providers have difficulty influencing personality disorders over the long term.
i.
Be calm and professional in your patient interactions.
IX. Medications for Psychiatric Disorders and Behavioral Emergencies

A.
Patients with psychiatric problems may be taking any of several types of psychotropic drugs.

1.
Drugs that affect mood, thought, or behavior

2.
During your assessment, determine:

a.
Which medications have been prescribed for the patient

b.
Whether they are being taken

3.
Psychotropic drugs are among the most widely prescribed medications in the United States.

a.
Most target the autonomic nervous system.
i.
Either inhibit or enhance the sympathetic or parasympathetic nervous systems

B.
Psychiatric medication types

1.
Antidepressants

a.
Prescribed to combat the symptoms of depressive illness

b.
The main types are:

i.
Serotonin reuptake inhibitors

ii.
Tricyclic antidepressants

iii.
Monoamine oxidase (MAO) inhibitors

c.
The mechanism of action lies within their ability to alter levels of neurotransmitters in the autonomic nervous system.
d.
Fluoxetine: The most commonly prescribed antidepressant in the United States.

i.
A selective serotonin reuptake inhibitor (SSRI)

(a)
Primarily used to treat major depressive episodes

(b)
Also useful in anxiety disorders

(c)
Side effects are minimal and may include:
(1)
Symptomatic bradycardia with fluoxetine

(2)
Headaches
(3)
Dizziness
(4)
Sexual dysfunction
(5)
Nausea, diarrhea
(6)
Insomnia
(7)
Agitation

e.
Heterocyclic (tricyclic and tetracyclic) antidepressants: Primarily used for major depression

i.
May also be effective for panic disorder, agoraphobia, obsessive-compulsive disorder, enuresis, and school phobia

ii.
Examples include amitriptyline, desipramine, imipramine, nortriptyline.
iii.
Side effects are common and include:
(a)
Anticholinergic effects (dry mouth, blurred vision, constipation, delirium) 
(b)
Cardiotoxic effects (nonspecific T-wave changes, prolonged QT interval, atrial and ventricular dysrhythmias)
f.
Monoamine oxidase inhibitors: Recommended for atypical major depressive episodes

i.
Occasionally useful in cases of heterocyclic-refractory major depression and panic disorder

ii.
Potential side effects include: 
(a)
Orthostatic hypotension

(b)
CNS irritability, including agitation, motor restlessness, insomnia

2.
Benzodiazepines

a.
May be prescribed for severe emotional distress

i.
Not a substitute for more formal therapy

ii.
Short-term medication therapy may be helpful. 

b.
Other uses include:

i.
Muscle relaxation

ii.
Controlling seizures

iii.
Treating alcohol, sedative, or hypnotic withdrawal

c.
Contraindicated in patients with:

i.
Known hypersensitivity to benzodiazepines

ii.
Acute, narrow-angle glaucoma

iii.
First-trimester pregnancy 

d.
Some benzodiazepines have long half-lives and gradually accumulate in the body.
i.
Have greater potential for causing sedation and confusion

3.
Antipsychotics

a.
First introduced in the 1950s to treat mental health illnesses such as schizophrenia

i.
Newer medications have less risk of adverse effects and are more effective.
(a)
Known as atypical antipsychotic (AAP) drugs

(b)
Older medications are known as “typical antipsychotic drugs.”

b.
AAP agents are often used as a first-line therapy.
i.
Relieve symptoms such as delusions and hallucinations.
ii.
Enhance the quality of life by improving affective symptoms of anxiety and depression.
iii.
May cause metabolic side effects 

c.
Cardiovascular effects depend on the specific medication.
i.
Directly affect the heart and blood vessels

ii.
Indirectly act through CNS and autonomic reflexes to produce other cardiovascular changes

iii.
Phenothiazines (subcategory of antipsychotics) may reduce contractility of the heart.
(a)
Haloperidol (Haldol) found in this class.
iv.
ECG changes may include:

(a)
Prolongation of the QT and PR intervals

(b)
Blunting of T waves

(c)
Depression of the ST segment

d.
May occasionally cause an acute dystonic reaction

i.
Patient develops muscle spasms of the neck, face, and back. 

ii.
Can be rapidly corrected by giving diphenhydramine (Benadryl), 25 to 50 mg IV

(a)
Muscle spasms are likely to recur after the diphenhydramine wears off.
e.
May also cause atropine-like effects (anticholinergic effects)

i.
Dry mouth

ii.
Blurred vision

iii.
Urinary retention

iv.
Cardiac dysrhythmias

4.
Amphetamines

a.
Powerful central nervous system (CNS) and parasympathetic nervous system (PNS) stimulants

b.
Prescribed to help with attention deficit disorder with hyperactivity 
c.
Also treats narcolepsy in adults

d.
Raise both systolic and diastolic blood pressure

i.
Pulse rate often is slowed.
ii.
With large doses, cardiac dysrhythmias may occur.
e.
Psychological effects depend on:

i.
Dose

ii.
Mental state

iii.
Personality of the patient

f.
Results are:

i.
Alertness

ii.
Reduced sense of fatigue

iii.
Elevated mood

iv.
Increased concentration

v.
Euphoria

vi.
Increased motor and speech activities

C.
Problems associated with medication noncompliance

1.
Common reasons patients choose to be noncompliant (not stay on their medications)

a.
Dulling of the senses

b.
Slowed thinking

c.
Cost of the medications

2.
Medication noncompliance often results in frequent confrontation with others when abnormal behaviors develop.
a.
Increases the likelihood that a person with severe mental illness will commit a violent act

3.
When you are obtaining medication history, always include:

a.
Previously prescribed medications

b.
Missed doses 

D.
Emergency use of medications

1.
Every call you respond to will have some behavioral component mixed in with the patient’s trauma or medical problem. 

2.
Situations that require emergency use of medications are often when the behavioral component gives rise to violence.

a.
The potential danger to the patient, bystanders, and health care professionals is too great not to intervene.
3.
Whether verbal, physical, or chemical intervention will be necessary is determined by:

a.
The intensity of the situation

b.
The patient’s response to you

4.
Before administering medications for chemical restraint, complete your assessment with:

a.
A thorough understanding of the chief complaint

b.
Attention to allergies

c.
Medical and medication history

X. Special Populations

A.
Pediatric behavioral problems

1.
50% of childhood mental illnesses will present by age 14 years.
a.
Many begin as simple complaints and are not easily recognized by health care providers.

b.
When not treated properly, such a problem will likely persist into adulthood.

2.
Children are more likely to have coexisting problems along with the more traditional mental health disorders.
3.
Mental problems in children are difficult to diagnose.
a.
Lines between normal and abnormal behavior are less clear in this population.
4.
Mental status assessment of the child is similar to that of an adult.
a.
Exception: Take the child’s developmental level into account.
b.
Abnormal findings are often related to adjustment disorders and stress.
5.
Your assessment must include an assessment of suicide risk in any child.

B.
Geriatric behavioral problems

1.
Exposure to new experiences and alterations to well-established routines can result in physical and psychological changes in the older adult.

a.
May produce psychological distress and physical pain that manifests as abnormal behavior

2.
An elderly person is less likely to be accurately diagnosed with a mental illness

a.
Anxiety and depression are too often considered a “normal part of aging.”

b.
Ageism is discrimination against older people because of their age.

3.
To avoid ageism and provide proper care for the geriatric population:

a.
Take stock of your own attitudes toward older people and the mentally ill.
XI. Summary

A.
Behavioral emergencies, such as overdoses, violent behavior, and mental illness can present unique challenges in patient management. Panic from the patient or surrounding parties may translate into a demand for action on your part. Focus on reducing the patient’s stress without exposing yourself to unnecessary risks.

B.
A behavioral or psychiatric emergency is any reaction to events that interferes with activities of daily living. A person who can’t respond appropriately to the environment and whose abnormal behavior threatens the health and safety of themselves or another may be having a true psychiatric emergency. 

C.
Behavioral emergencies don’t always involve a mental health problem, but they can also be a temporary response to a traumatic event.

D.
Calls for behavioral emergencies have special medical and legal considerations, including the need to obtain consent, to follow local guidelines and standing orders for transporting against the patient’s will, and to obtain law enforcement assistance when appropriate.

E.
You have limited legal authority to require a patient to undergo care in the absence of a life-threatening emergency. Most states allow law enforcement to place mentally impaired persons in custody so care can be provided. Always involve law enforcement personnel when you are called to assist a patient with a severe behavior or psychiatric crisis.

F.
If a patient poses an immediate threat, leave the area until law enforcement personnel secure the scene. Always consult medical control, and contact law enforcement for help.

G.
Underlying causes of behavioral emergencies fall into four categories: biologic (organic) causes, causes resulting from the person’s environment, causes resulting from acute injury or illness, and causes that are substance related.

H.
Psychiatric signs and symptoms occur when mental health is challenged and psychological mechanisms or behaviors mobilize to return the person’s mental state to homeostasis. These signs and symptoms can be grouped according to the psychological (rather than physiologic) functioning systems they affect: consciousness, motor activity, speech, though, affect, memory, orientation, and perception.

I.
Assessment of a disturbed patient differs from other assessment methods in that you are the diagnostic instrument, using your thinking processes, perceptions, and feelings to evaluate the patient. Assessment is also part of the treatment because your voice and manner affect the patient’s response.

J.
When providing care, be direct, honest, and calm; have a definitive plan of action; stay with the patient at all times, but don’t get too close; and express interest in the patient’s story without judging their behavior. Always treat patients with respect.

K.
When sizing up the scene, pay special attention to potential dangers and objects that may be used as potential weapons, hazardous chemicals, etc. Remove potentially harmful objects. Situations with a strong behavioral component have great potential for unexpected turns of events, so it is essential to follow established safety guidelines when responding.

L.
Primary assessment includes clearly identifying yourself, forming a general impression of the patient’s overall condition and the nature of the psychiatric problem, assessing the ABCs, making a decision about transport, and taking a history via the mental status examination (MSE.) A useful mnemonic for the MSE is COASTMAP: consciousness, orientation, activity, speech, thought, memory, affect/mood, and perception.

M.
Secondary assessment involves looking for signs of an organic cause of the behavioral emergency. This includes inspecting the patient for head trauma, checking pupil size, noting any unusual odors on the patient’s breath, and examining the extremities for needle tracks, tremors, or unilateral weakness/loss of sensation.

N.
Management is focused on ensuring scene safety and maintaining awareness of life-threatening conditions, while treating the patient for any medical disorders before assuming an emotional or psychiatric cause.

O.
Effective communication techniques include beginning with an open-ended question, allowing the patient to talk, showing that you are listening, allowing silence when appropriate, acknowledging and labeling the patient’s feelings, avoiding argument, facilitating communication, directing the patient’s attention, asking questions, and adjusting your approach as needed. 

P.
Crisis intervention skills include staying calm and being as direct as possible, excluding any disruptive people from the scene, sitting down to interview the patient, maintaining a nonjudgmental attitude, providing honest reassurance, developing a plan of action, encouraging some motor activity, staying with the patient at all times, bringing all of the patient’s medications to the hospital, and assuming that the patient can hear and understand everything you say.

Q.
Use of chemical or physical restraints is reserved for times when verbal intervention fails to reduce severe agitation. It is important to be familiar with the type of restraints and medication used by your agency before encountering a situation in which they are needed. If restraints are required, use the minimum force necessary. Assess the airway, breathing, and circulation frequently while the patient is restrained, and maintain a constant dialogue with the patient throughout the restraining process. Maintain constant vigilance for safety and document everything that is done. 
R.
Pathophysiologic factors that contribute to behavioral disturbances include cognitive impairment (agitated delirium), thought disorders (including schizophrenia and psychosis), mood disorders (bipolar mood disorder, manic behavior, and depression), neurotic disorders (generalized anxiety disorder, phobias, and panic disorder), substance-related disorders and addictive behavior, somatoform disorders (hypochondriasis and conversion disorder), factitious disorders, impulse control disorders, and personality disorders. Each condition has its own unique pathophysiology and standards for assessment and management, so be familiar with each.

S.
You may encounter patients with psychosis, a thought disorder characterized by a statue of delusion in which the person is out of touch with reality. Patients may be belligerent and angry, or silent and withdrawn. The usual methods of reasoning are unlikely to be effective, so be sure to learn the guidelines in caring for a psychotic patients, including being calm, direct, straightforward, and nonconfrontational.

T.
You may encounter patients with agitated delirium. This is impairment of cognitive function that can present with disorientation, hallucinations, or delusions, and is characterized by restless and irregular physical activity. One of the most important factors when caring for these patients is your personal safety. Use careful interviewing techniques, and refrain from further upsetting the patient.

U.
The threat of suicide requires immediate intervention. Depression is the most significant risk factor for suicide. Other risk factors include personal or family history of suicide attempts, chronic debilitating illness, financial setback, and severe mental illness. Guidelines for management include never leaving the patient alone, collecting any implements of self-destruction, acknowledging the patient’s feelings, and providing transport.

V.
Situations involving violence, abuse, and neglect can have the potential for escalation and the possibility of evoking emotional responses in you. Violent patients make up only a small percentage of those undergoing a behavioral or psychiatric crisis, but it’s important for you to assess for risk factors for such a patient: history, posture, the scene, speech patterns and other vocal activity, agitation, depression, and physical activity can show clues as to the patient’s propensity for violence. Management of the violent patient includes assessing the whole situation, observing your surroundings, maintaining a safe distance, and trying verbal interventions first. Request law enforcement personnel if they’re not already present.

W.
Patients with psychiatric emergencies may be taking any of several types of psychotropic drugs. During assessment, determine which medications have been prescribed and whether the patient is actually taking them. Types of psychiatric medications include antidepressants, benzodiazepines, antipsychotics, and amphetamines. The patient’s medication noncompliance often results in abnormal behaviors and confrontational behavior toward others.
Post-Lecture 
This section contains various student-centered end-of-chapter activities designed as enhancements to the instructor’s presentation. As time permits, these activities may be presented in class. They are also designed to be used as homework activities.

Assessment in Action

This activity is designed to assist the student in gaining a further understanding of issues surrounding the provision of prehospital care. The activity incorporates both critical thinking and application of paramedic knowledge.

Instructor Directions

1.
Direct students to read the “Assessment in Action” scenario located in the Prep Kit at the end of Chapter 28.

2.
Direct students to read and individually answer the quiz questions at the end of the scenario. Allow approximately 10 minutes for this part of the activity. Facilitate a class review and dialogue of the answers, allowing students to correct responses as may be needed. Use the quiz question answers noted below to assist in building this review. Allow approximately 10 minutes for this part of the activity.

3.
You may wish to ask students to complete the activity on their own and turn in their answers on a separate piece of paper.

Answers to Assessment in Action Questions

1.
Answer: B.
Environment

Rationale: When a person has experienced a stressful psychosocial event, the person faces crisis. In the case of this patient, she has attempted to escape this stress by denying her husband has died, which is an environmental or situational trigger. This has produced a change in her behavior.
2.
Answer: C.
assess the scene carefully.

Rationale: Patients experiencing behavioral emergencies are frequently unpredictable. You must carefully assess the scene for potential threats or weapons that the patient may use. Patients exhibiting abnormal behavior may not only be a risk to themselves but also to you as the care provider.
3.
Answer: D.
Psychosis

Rationale: Persons who are in a psychotic state will tune into their perceived reality and apply this to current circumstances. Psychosis may result in various behaviors ranging from being angry to being withdrawn.
4.
Answer: B.
Benzodiazepines

Rationale: Because of the ease of administration compared with other types of medications, benzodiazepines may be the safer class of drugs to use for chemical restraints. They can be given quickly via the intranasal route without risk to you by having an exposed needle near a potentially aggressive patient.
5.
Answer: A.
Alzheimer disease

Rationale: Delirium is a state of global cognitive impairment that has an acute onset, resulting in fluctuations in mental status and behavior. This is different from dementia, which is a more chronic process.
6.
Answer: C.
Continue to attempt to reorient her to reality, and remind her that her husband is deceased while providing reassurance.

Rationale: It is important to keep orienting a patient who is experiencing disorientation to allow him or her to begin to reorient themselves to current circumstances.
7.
Answer: D.
Ask closed-ended questions.

Rationale: Most diagnostic information comes from the patient having the behavioral emergency. Closed-ended questions do not allow the patient to tell his or her story. Closed-ended questions also potentially provide possible answers that may not be accurate. This can result in misleading information or misdirection while you are trying to identify the cause of the emergency.
8.
Answer: C.
You should remove the patient from the environment as soon as possible to prevent the patient from becoming violent.

Rationale: Removing the patient immediately from the scene may exacerbate the patient’s condition. Allowing the patient opportunity to reorient in familiar surroundings, as long as it is safe, can help encourage communication with the patient.
Additional Questions
9.
Rationale: There are several reasons why a thorough physical assessment of the behavioral emergency patient is important. Persons with physical illnesses may have changes in behavior. Anxiety and depression are common in patients with acute and chronic physical illnesses. Patients may have abnormal behavior resulting from trauma or a medical cause. Substance abuse, traumatic brain injuries, metabolic disturbances, severe infections (sepsis), seizures, toxicity, and tumors are all examples of conditions that can result in derangements in behavior.
10.
Rationale: Older adults are exposed to alterations and disruptions of well-established routines. These can result in both physical and psychological changes. Significant concerns may be manifested as abnormal behavior. This patient recently lost her spouse; a significant and stressful disruption to her life. People often assume that psychological disorders such as anxiety and depression are common in the elderly and overlook acute changes. Older adults are also at risk for violent and suicidal behaviors. The situation and surroundings should be assessed thoroughly. You should attempt to determine what the patient’s normal baseline mental status should be.
11.
Rationale: You should always ensure there is adequate assistance to safely restrain a patient. Use of only reasonable force is important to minimize legal repercussions. You should consider the patient’s size, gender, strength, and mental status when determining the most appropriate restraint option. You should continue to communicate with the patient and move rapidly once the decision has been determined. Dignity and respect should be maintained to the best degree possible. The patient should be restrained in a supine position with care taken to avoid aspiration, prevent impairment of ventilation, and maintain circulation to all extremities.

Assignments 
A.
Review all materials from this lesson and be prepared for a lesson quiz to be administered (date to be determined by instructor).

B.
Read Chapter 29, Trauma Systems and Mechanism of Injury, for the next class session.

Unit Assessment Keyed for Instructors 
1.
Differentiate between the behavioral and psychiatric emergency. Provide examples of each.

Answer: A behavioral emergency is a situation where the patient’s presenting problem is some disorder of mood, thought, or behavior that interferes with activities of daily living. This may include depression, hallucinations, or delusions. A psychiatric emergency exists when the patient has abnormal behavior that threatens a person’s health or safety or the health and safety of another person. Extreme examples include suicidal, homicidal, or psychotic episodes. 

(p 1369)
2.
Describe four causes of abnormal behavior, and provide examples of patient conditions for each.

Answer: Organic or biologic causes of abnormal behavior include chronic hypoxia, seizure, traumatic brain injury (TBI), chronic alcohol or drug abuse, and brain tumors. These alter normal functioning of the brain and may cause derangements in behavior. Environmental causes of abnormal behavior include psychosocial and sociocultural influences. This may include stressful events such as childhood trauma and developmental influences such as being deprived of love by parents. Injury or illness that can cause abnormal behavior include acute medical problems such as sepsis, electrolyte abnormalities, or metabolic disorders. After an acute traumatic event, the person may experience acute stress from the trauma or develop post-traumatic stress disorder (PTSD). Substance-related causes of abnormal behavior includes the use of cigarettes, alcohol, illicit drugs, and other substances that change the way a person feels, behaves, or thinks.

(p 1371)
3.
Identify four disorder classifications and examples of psychiatric signs and symptoms.

Answer: Disorders of consciousness may present with distractability or inattention, confusion, delirium, or stupor and coma. Disorders of motor activity may present with restlessness, stereotyped movements, compulsions, and slow movements. Disorders of speech may present with slow or accelerated speech, neolgisms, echolalia, or mutism. Disorders of thinking may include disordered thought progression with flight of ideas, slowness of thought, perseveration, or circumstantial thinking. They may also present as disordered thought content including delusions, obsessions, or phobias. Disorders of mood and effect may present with anxiety, euphoria, depression, and inappropriate or flat effect. Disorders of memory may present with amnesia or confabulation. Patients with disorders of orientation may be disoriented to person, place, and/or time. Disorders of perception may present with hallucinations or illusions. Disorders of intelligence may result in difficulty learning.

(p  1373)
4.
Discuss guidelines the paramedic should follow to maintain safety with dealing with the patient having behavioral emergencies.

Answer: Maintaining safety for providers is essential when dealing with the patient having a behavioral emergency. The paramedic should complete a full scene assessment to identify whether the patient is armed or if there are potentially harmful objects in their possession. These types of patients require that the paramedic be prepared to spend additional time and to develop a definitive plan of action. This should be communicated with other responders and partner. Identify yourself calmly, and be direct in communicating with the patient. Stay with the patient at all times, and do not let the patient leave the area. If left alone, the patient may try to obtain weapons, lock themselves in another room, or take medications/pills. Encourage purposeful movement for the patient by having them gather belongings to take to the hospital. Express interest in the patient’s story, and allow the patient to tell what is going on in his or her own words. Maintain a safe distance from the patient to avoid intrusion on the patient’s personal space and to allow for quick movement should the patient become violent or try to flee. Avoid fighting with these patients because this may stimulate the patient’s inner forces. Try to gain the patient’s cooperation, but if it becomes necessary to use force, ensure you have adequate help to secure the patient. Be honest and reassuring when responding to the patient’s questions, and do not judge the patient. 

(p 1374)
5.
Discuss appropriate communication guidelines for evaluating the patient with a psychiatric problem.

Answer: When evaluating the patient with a psychiatric or behavioral emergency, it is important to begin with open-ended questions. Allow the patient to give answers to the questions in their own words. Continue to let the patient talk and provide their story in their own way even if this means it takes longer. Listent to the patient, and demonstrate you are listening by maintaining eye contact, nodding occasionally, and presenting an open posture and facial expression. Allow silences if the patient has stopped speaking, and maitain an attentive and relaxed attitude. This provides an opportunity for the patient to get control of themselves in their own way. Acknowledge and label the patients feelings by giving them a name. By identifying these feelings, you are assisting the patient with gaining control over them. Do not argue with the patient even if the patient misperceives reality. Facilitate the communication by encouraging the patient to communicate by using gestures or noncommittal words. Redirect the patient when they finish speaking on topics you are interested in hearing more about. Direct the patient’s attention by pointing out something of interest in their behavior or conversation. Ask questions when the patient completes the initial account of the problem. Adjust your approach as needed when patients are not responding to the open-ended approach.

(pp 1376-1377)
6.
When restraining a patient is indicated, describe considerations relevant to determining whether to use physical or chemical methods. 

Answer: Chemical or physical restraints should be considered when the patient is not responding to verbal interventions to reduce severe agitation. Physical restraints require that you have sufficient personnel available to overpower and restrain the patient. It requires a minimum of four trained and able-bodied personnel assigned to one per limb. Identify the leader who will direct the team, and discuss the plan of action before beginning. Use minimum force neccesary to restrain the patient, and have someone speak to the patient throughout the process. Treat the patient with dignity and respect at all times. Never place the patient face down or apply restraints that will restrict breathing. Check peripheral circulation every few minutes to ensure restraints are not too tight. Document everything, and provide the reasons for applying the restraints. Chemical restraint with approval from medical control and following established protocols may be an alternative to applying phsyical restraints. The most common drugs used in chemical restraint are short-acting benzodiazepines including haloperidol (Haldol) or droperidol (Inapsine). Benzodiazepines are a safer and more effective form of chemical restraint compared to other medications particularly in the patient exhibiting aggressive or dangerous behaviors caused by illicit drug use. Patients should be monitored for common side effects of the medication including drowsiness, decreased mental alertness, sedation, and ataxia. Monitor the patient’s vital signs closely, and be prepared to support ventilation as needed.

(pp 1379-1381)
7.
Identify risk factors and warning signals for violence, and describe the management of the violent patient. 

Answer: The paramedic should assess all scenes for the potential for violence or that a violent act has occurred such as the presence of abuse or neglect. Scenes where violence is more likely to occur may include situations where alcohol or illicit drugs are being used, in crowds, and incidents where violence has already occurred. The most inportant clues to indicate a patient’s potential for violence can be found by observing the patient’s behavior and body language. Warning signs may include tense body postures, loud or threatening speech, pacing or the inability to be still, clenching of fists, avoidance of eye contact, or turning away when being spoken to. Ultimately, the paramedic should respond to instincts that suggest there is the potential for violence by taking appropriate safety actions. Once the potential for violence has been determined to be present, assess the whole situation, and observe your surroundings. Attempt verbal interventions, but maintain a safe distance form the patient. If the patient is armed, back away, and notify law enforcement. Do not return until the scene has been secured.

(pp 1385-1386)
8.
Differentiate between generalized anxiety disorder (GAD) and panic disorder. 

Answer: In patients who suffer from generalized anxiety disorder (GAD), the person worries about everything with no particular reason or has unproductive worrying such that they are unable to make decisions about upcoming situations. These patients may present with anxiety or worry lasting more than a few days for a period of at least 6 months. It is a common anxiety disorder and is often treated with pharmacological agents and counseling. Patients with a panic disorder often present with sudden, unexpected, and overwhelming feelings of fear and dread with other symtpoms produced by activation of the autonomic nervous system such as palpitations and sweating. They may have chest discomfort or parasthesias as a result of hyperventilation. Separating these patients from bystanders or large groups and poviding a safe environment may help calm the patient. Because these may be a presenting complaint for other medical problems, the patient should be evaluated at the hospital, and a complete medical assessment performed.

(pp 1388-1389)
9.
Identify three types of psychiatric medications, and describe their indications and/or mechanisms of action.

Answer: Antidepressants combat the symptoms of depressive illness and include three types: serotonin reuptake inhibitors, tricyclic antidepressants, and monoamine oxidase (MAO) inhibitors. The primary mechanism of action is to alter levels of neurotransmitters in the antonomic nervous system such as serotonin, norepinephrine, or dopamine. Benzodiazepines are effective in the treatment of anxiety disorders. They may be helpful in the anxious patient who is experiencing crisis, having an acute panic reaction, or to relax muscles, control seizures, or treat withdrawal. Antipsychotics are useful in treating mental health illnesses such as schizophrenia or other psychoses. They are affective at treating the cognitive dysfunction associated with psychoses. They may relieve symptoms such as delusions and hallucinations. Amphetamines are power stimulants of both the central and parasymptathetic nervous systems. They are similar to other sympathomimetic drugs such as epinephrine. They may help with attention deficit disorder with hyperactivity and narcolepsy.

(pp 1391-1393)
10.
Explain problems associated with medication noncompliance in the psychiatric patient.

Answer: Medication noncompliance in the psychiatric patient can result in alterations in behavior or mood that are not the result of drug abuse. In patients who also have issues with substance abuse, the effects may include an increased likelihood of committing a violent act. 

(p 1393)
Unit Assessment 

1.
Differentiate between the behavioral and psychiatric emergency. Provide examples of each.
2.
Describe four causes of abnormal behavior, and provide examples of patient conditions for each.
3.
Identify four disorder classifications and examples of psychiatric signs and symptoms.
4.
Discuss guidelines the paramedic should follow to maintain safety with dealing with the patient having behavioral emergencies.
5.
Discuss appropriate communication guidelines for evaluating the patient with a psychiatric problem.
6.
When restraining a patient is indicated, describe considerations relevant to determining whether to use physical or chemical methods. 
7.
Identify risk factors and warning signals for violence, and describe the management of the violent patient. 
8.
Differentiate between generalized anxiety disorder (GAD) and panic disorder. 
9.
Identify three types of psychiatric medications, and describe their indications and/or mechanisms of action.
10.
Explain problems associated with medication noncompliance in the psychiatric patient.
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