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ABSTRACT
Urgent mental health presentations in United States emergency 

departments are rising in number and are a significant percentage 

of all emergency department visits. As federal law requires these 

cases to be evaluated and stabilized, or admitted for inpatient care, 

they can present a considerable challenge to emergency care facili-

ties with limited resources. In response to this demand, emergency 

psychiatry has evolved into a subspecialty in which practitioners seek 

to rapidly stabilize those in psychiatric crisis in a non-coercive and 

collaborative manner, and ensure appropriate and safe dispositions. 

This article discusses different emergency care settings and models 

as well as the types of interventions used with patients suffering from 

acute symptoms of suicidal ideation, agitation, psychosis, mania, 

intoxication, anxiety, and other presentations. 

INTRODUCTION
Whether due to the long-term effects of deinstitutionaliza-

tion, inadequate community resources, the large numbers of 
uninsured individuals, or other causes, it is inarguable that 
emergency department presentations of psychiatric problems 
are on the rise.1 As a result, the treatment of psychiatric emer-
gencies—acute disturbances of thought, mood, or behavior 
that require immediate intervention2—has progressed to a sub-
specialty in its own right. Practitioners of emergency psychiatry 
can help resolve suicidal feelings, quell agitation, lessen the 
severity of psychosis and mania, and assist in the stabilization 
of the troublesome symptoms of many mental health crises.

Psychiatric emergencies, while perhaps not as obvious to lay 
people as trauma or cardiac arrest situations, are nevertheless 
appropriate for emergency department treatment. The most 
severe psychiatric conditions that are dealt with in emergency 
settings—those in which patients are acutely dangerous to 
themselves or others—are considered “emergency medical con-
ditions” per the Emergency Medical Treatment and Labor Act, 
and thus must either be stabilized or admitted for inpatient 
hospitalization. Such patients are not considered stable until 
they are both protected and prevented from harming them-
selves and/or others.3

Along with the increasing numbers of psychiatric “crises” 
(another term describing a psychiatric emergency), many 
different treatment approaches have evolved. This article 
briefly reviews prevalence data on psychiatric emergencies, 
and discusses the varied models of delivering urgent psychi-
atric interventions, the major treatment goals for emergency 
psychiatric conditions, and the most prominent types of crisis 
psychiatric presentations. 
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FOCUS POINTS
•  The number of psychiatric emergencies in the United States 

is rising, and multiple approaches have evolved for their 
assessment and treatment.

•  Emergency psychiatry treatment goals include rapid sta-
bilization and caring for patients in a non-coercive thera-
peutic alliance.

•  Emergency psychiatry clinicians can intervene successfully 
and promptly in patients with suicidal ideation, acute agi-
tation, psychosis, mania, anxiety, and other presentations.

CLINICAL FOCUS
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PREVALENCE OF PSYCHIATRIC 
EMERGENCIES

Between 1992 and 2001 there were 53 million mental 
health-related emergency department contacts in the United 
States, an increase from 4.9% to 6.3% of all emergency depart-
ment visits, and an upswing from 17.1–23.6 visits per 1,000 of 
the US population during this period.4 One study5 estimated 
that 135,000 emergency psychiatric assessments are made each 
year in New York State hospitals alone. Due to frequently inad-
equate alternatives, emergency departments and psychiatric 
emergency services (PESs) have become the primary acute care 
settings where patients seek mental health care in the US. 

MODELS OF EMERGENCY 
PSYCHIATRIC DELIVERY

As demands for urgent mental health care have increased, 
varied emergency psychiatry service delivery models have devel-
oped to meet regional needs. Such factors as the total numbers 
of psychiatric patients seen, the geographic catchment area of 
the emergency setting, the availability of psychiatrists and other 
mental health professionals, local philosophy of mental health 
treatment and mental health laws, and economic constraints 
all play a role in determining which model is implemented. 
Frequently, as the quantity of patient contacts change, a system 
may convert from one model into another. 

Though there are numerous hybrid or idiosyncratic versions, 
there are three basic models of emergency psychiatry delivery in 
fixed settings: the psychiatric consultant seeing patients in the 
medical emergency department; a separate section of the medi-
cal emergency department dedicated to mental health patients, 
with specially-trained and dedicated staff; and the stand-alone 
PES, a facility separate from a medical emergency department 
that is solely for treatment of acute mental health patients.

Consultant in Medical Emergency Department
The first method, where a mental health professional con-

sults on patients in a medical emergency department, is the 
most common model in the US. Though optimally a psychia-
trist consulting, in many systems the consultants are psycholo-
gists, advanced registered nurse practitioners, social workers, 
or licensed marriage/family therapists. Some facilities even 
employ psychiatric technicians or others with less than master’s 
level training, although this has been described as an “insuf-
ficient” level of care for those in psychiatric crisis.6 

This model’s advantages are that it is the lowest-cost and 
easiest to implement in a medical emergency department; 
all patients are primarily treated and given a medical screen-
ing exam by an emergency medicine physician, so physical 

concerns are evaluated and organic causes of psychiatric symp-
toms can be ruled out prior to consultation; and mental health 
patients are treated in the same setting as all patients in the 
emergency department, with less opportunity for stigma and 
delays in treatment than segregation might cause. 

However, there are potentially many disadvantages to the 
model as well. Diagnosis and interventions must usually 
await the consultant’s arrival, which may take several hours, 
during which time the patient may be receiving little or no 
treatment. Once present, the consultant’s decision is usually 
restricted to the choice either to admit for psychiatric hos-
pitalization or to discharge, with little chance to observe a 
patient sufficiently to see if improvement or decline in status 
might change the disposition; the emergency department set-
ting is likely not conducive to extended psychiatric treatment 
and observation. 

The physical setting of the emergency department—with its 
noise, bustle, and possibility of surrounding patients agonizing 
in severe pain or needing life-saving interventions—may not be 
the most supportive or healing environment for those in men-
tal health crisis. Emergency department environments with 
easy access to instruments and various equipment may not be 
a safe environment for suicidal patients. Additionally, suicidal 
patients in general emergency departments are often placed in 
restraints if 1:1 observation is not available. 

Further, many emergency department staff may be under-
trained in mental illness, with some even disdainful of the men-
tally ill (whom some do not see as “real” emergencies). This can 
lead, in busy emergency departments, to staff callousness and 
disregard for psychiatric patients, resulting in poorer care and 
pressure to move them out quickly to open up bed space.

While advancing a more multidisciplinary approach to 
treatment, the use of non-psychiatrist consultants restricts the 
ability to recommend medications or to comfortably diagnose 
conditions such as delirium. Situations may also arise in which 
such consultants are seen as lesser authorities by emergency 
medicine physicians, and may thus have difficulty challenging 
the physician’s decisions. This can even happen with the com-
mon practice of using psychiatry residents to do emergency 
department psychiatric consults, as the physicians-in-training 
may be justifiably anxious about countermanding an emer-
gency department attending’s opinion.

Some emergency departments’ mental health consultation is 
provided by a visiting team from an area inpatient psychiatric 
facility. As such teams’ employers stand to benefit financially by 
increased admissions, the impartiality of dispositions by such 
teams may come into question. 

Dedicated Mental Health Wing of Medical 
Emergency Department

This model improves on the mere consultant in the emer-
gency department model by providing a separate, often more 
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nurturing and calming environment. Frequently staffed by 
nurses or others with extra training in mental health, this unit 
may allow for more focused and appropriate care for individu-
als in crisis, and thus avoid some of the pitfalls that may con-
front the psychiatric patient in the general emergency room. 
Since its location is within a medical emergency department, 
patients can receive full medical history and physicals as part of 
their evaluation. Additionally, because of the separate setting, 
there may be less urgency to move patients out and therefore 
permit time for medications and interventions to have effect 
prior to disposition decisions. 

However, this model has its drawbacks. The distribution of 
patients to a separate space permits their marginalization and 
potential stigma as “different” or crazy”; some facilities have 
even been known to dress crisis patients in different colored 
gowns (eg, bright red) to identify them as psychiatric. Given 
the limited space of the physical plant of many emergency 
departments, on especially busy days there may be demands 
to overflow non-psychiatric patients into the mental health 
wing, or float staff away from the mental health section. 
Too often these sections are little more than holding areas or 
“dumping” sites with little actual psychiatric treatment, and 
seen as a way of taking the patients out of the main part of the 
emergency department until placements are made. 

The PES Model
The PES is typically a stand-alone program dedicated solely 

to the treatment of individuals in mental health crisis. Such 
facilities can either be locked, unlocked, or a combination of 
the two, and located in-hospital or community based. The 
former would ideally be situated near a medical emergency 
department.7 

A typical PES is staffed around the clock with psychiatric 
nurses and other mental health professionals, with psychiatrists 
either onsite or readily available. With such staffing, diagnosis 
and treatment can proceed far more promptly than in the 
models which await a consultant’s arrival. Once in a PES, a 
patient’s psychiatric treatment can begin without delay, with 
the potential for patients to stabilize quickly. 

Where the first two models most often practice emergency 
psychiatry in a method described as the “Triage Model,” with 
“rapid evaluation, containment and referral,”8 a typical PES 
follows the “Treatment Model,” where in addition to Triage 
Model capability many patients can also be treated to the point 
of stabilization onsite.9 This is possible because many PESs 
have extended observation capability, allowing them to treat 
patients for up to 24 hours or even longer. This can often be 
sufficient time for many patients to stabilize and thus avoid 
inpatient hospitalization. 

Stabilization within a PES rather than an unnecessary inpa-
tient stay is beneficial to the patient, who has a path to recovery 
which is more timely and focused, and to the mental health 

system, by lowering costs while preserving inpatient bed avail-
ability. A PES with extended observation capacity can dramati-
cally lower inpatient admission rates over a program using the 
Triage Model; one study revealed a drop in admissions from 
52% to just 36%.10

A PES also can be very advantageous for area medical emer-
gency departments in decompression of overcrowding, allow-
ing psychiatric patients to be transferred for their evaluations 
and treatment rather than waiting for consultants to arrive at 
a facility or an inpatient bed to become available. Many PES 
programs can also accept ambulances, police deliveries, and 
self-referrals directly, allowing crisis patients to avoid medical 
emergency departments completely. In a time when concern 
about overcrowding in medical emergency facilities has been at 
the forefront,11 establishment of a regional PES is a potential 
outlet for diverting the urgent mental health population for 
appropriate care. 

Chief among the drawbacks of a PES is that it is more 
expensive than the other models, with the cost of 24/7 staffing 
and of maintaining its own physical plant. Because of this, a 
PES usually only makes fiscal sense to facilities or communities 
seeing large numbers of acute psychiatric patients per month. 
In systems of this size, however, a PES can more than justify 
its value by minimizing unnecessary inpatient admissions and 
shortening lengths of stay.

TREATMENT GOALS OF EMERGENCY 
PSYCHIATRY

Exclude Medical Etiologies for Symptoms
As many medical conditions can present with symptoms 

that appear similar to endogenous psychoses, mania, or other 
acute psychiatric states, it is essential that medical etiologies 
be ruled out prior to commencing psychiatric treatment 
(Table 1). Differentiating between delirium and psychosis is 
especially important; misdiagnosing delirium as a psychosis 
and treating it as such can be life threatening. 

TABLE 1

TREATMENT GOALS OF EMERGENCY PSYCHIATRY
• Exclude medical etiologies for symptoms

• Rapid stabilization of acute crisis

• Avoid coercion

• Treat in the least restrictive setting

• Form a therapeutic alliance

• Appropriate disposition and aftercare plan

Zeller SL. Primary Psychiatry. Vol 17, No 6. 2010.
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There is a considerable segment of patients presenting to 
medical emergency departments with psychiatric complaints 
who have co-existing medical illnesses or have an undiagnosed 
medical condition.12 Failure to recognize these conditions have 
led to serious morbidity,13,14 including encephalitis.15

A good history and visual evaluation by a qualified medical 
professional, along with vital signs, are frequently sufficient to 
make a determination that urgent medical rather than psychiat-
ric intervention is indicated. In patients with no known previous 
history or new-onset symptoms, head computerized tomography 
and laboratory data also might be indicated. Patients who appear 
medically unstable need to be treated and cleared by medical 
emergency physicians before psychiatric evaluation can proceed.

Rapid Stabilization of the Acute Crisis
Once a patient’s medical stability has been ensured, stabiliza-

tion of the acute crisis should proceed (Table 1). Frequently, 
this will involve medications. Prompt crisis counseling can also 
assist with stabilization. Those patients who are not able to be 
stabilized in the emergency setting will need inpatient admis-
sion to resolve the acute condition. A discussion of stabilization 
approaches to distinct crises will follow later in this article.

Avoid Coercion, Treat in the Least Restrictive 
Setting, Form a Therapeutic Alliance

Practitioners in the emergency setting are often the first 
contact a patient will have with mental health care (Table 1). A 
bad experience on this initial mental health contact may lead to 
long-term problems in which consumers might fear, distrust, 
or dislike psychiatrists and other providers. Such issues might 
interfere with their desire to obtain help, continue in treat-
ment, or take their medications. During the early phases of 
acute mental illness, even brief interactions can have enduring 
implications for a patient’s ability to function and recover.

In realizing this, it is very important that crisis professionals 
work with patients in a supportive, caring, and interpersonal 
manner, creating with the patient what is known as a thera-
peutic alliance. 

A therapeutic alliance might be most simply described as a 
collaborative relationship between a patient and the clinician. 
Rather than the mental health professional attempting to have 
a “higher rank” or ordering the patient what to do, a therapeu-
tic alliance instead means striving for bonding and empathy 
with patients, and treating them as partners. This can lead to 
working together with patients and sharing responsibility for 
achieving treatment goals in the acute setting, often resulting in 
better outcomes. One study16 showed the better the early thera-
peutic alliance, the lower the possibility of a patient becoming 
violent during psychiatric hospitalizations. 

Working with a therapeutic alliance mindset also means 
avoiding coercion, which is the use of force or threats to make 

patients do things against their will. In emergency psychiatry, 
this includes the use of oral medications with informed consent 
as opposed to forcible injections; verbal de-escalation of agitated 
individuals instead of physical restraints; and little or no infringe-
ment on a patient’s rights when possible. Treating in the least 
restrictive level of care is another means of avoiding coercion.

The more restrictive the level of care, the more there is pro-
pensity for a coercive experience and thus less opportunity for a 
therapeutic alliance. The most restrictive mental health levels of 
care are physical restraints and/or seclusion rooms; then invol-
untary inpatient units and locked clinical settings; followed by 
voluntary, unlocked inpatient care. The least restrictive settings 
are outpatient clinics where patients are free to come and go as 
they wish. As most patients will do best both in the short and 
long terms in the appropriate level of care which is least restric-
tive, the goal in emergency psychiatry of avoiding hospital 
admissions where possible is a worthy one. 

Appropriate Disposition and Aftercare Plan
In emergency psychiatry, the mental health professional’s 

duties are not complete merely with cessation of the present-
ing crisis (Table 1). It is essential that a patient be provided 
with an appropriate care plan for post-discharge, including 
appointments (when possible) with outpatient providers, refer-
ral to mental health clinics and/or substance abuse treatment 
programs, and instructions on what to do if crisis symptoms 
recur. Frequently, assistance with housing may be a part of the 
aftercare plan, as might coordination of arrangements with 
loved ones or caregivers.

Appropriate aftercare planning can be of great benefit to the 
long-term stability of patients and help prevent recidivism. 
Individuals who do not have an outpatient appointment after 
a discharge have been shown to be two times more likely to be 
psychiatrically hospitalized in a year than patients who went to 
at least one outpatient appointment.17 

TYPES OF PSYCHIATRIC EMERGENCIES
With millions of emergency psychiatric interventions in the 

US annually, there are countless types of crisis presentations; 
the most prevalent are highlighted in this section and Table 2. 
Insofar as diagnosis and treatment of each condition is worthy 
of extensive texts on their own, this article focuses only briefly 
on specific concepts relating to their interventions in the emer-
gency setting.

Suicide Attempt/Ideation
Perhaps the most commonly seen psychiatric emergency, 

and one unfortunately increasing in number, involves suicidal 
thoughts or behavior. In the period between 1992 and 2001, US 
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emergency room encounters for suicide attempt and self-injury 
increased by 47%, from 0.8–1.5 visits per 1,000 US residents.18 

Patients may arrive in emergency settings after surviving 
a suicide attempt, being stopped from making a suicide 
attempt, in the wake of suicidal threats, or after reporting 
suicidal ideation. 

Though suicidality in itself can be a justification for 
psychiatric hospitalization, inpatient care may be avoided 
when suicide risk is mitigated. According to the American 
Psychiatric Association Practice Guidelines for the Assessment 
and Treatment of Patients with Suicidal Behaviors,19 release 
from an emergency setting may be possible without inpatient 
admission after a suicide attempt or suicidal ideation when: 
the suicidality is a reaction to precipitating events (eg, exam 
failure, relationship problems) especially if the patient’s view 
of the situation has now changed; the plan and intent have 
low lethality; the patient has a stable and supportive living 
situation; and the patient is able to cooperate with follow-up 
recommendations.

These guidelines also suggest that in cases in which a patient 
has chronic suicidal ideation and/or self-injury without prior 
medically serious attempts, if a safe and supportive living situ-
ation is available then the individual may benefit more from 
outpatient treatment than hospitalization.19 

Other presentations—such as malingering or contingent 
suicidal ideation for secondary gain, and suicidal ideation in 
context of substance intoxication or withdrawal which dis-
sipates with detoxification—may frequently be dischargeable 
from the emergency setting.

Even in the most severe and demonstrative suicidal situa-
tions, the guidelines do not state that a patient “must always” 
be admitted, instead giving leeway to crisis clinicians with such 
categories as “admission generally indicated” and “admission 
may be necessary.”19 Here, a well-qualified and experienced cri-
sis clinician should be able to review information; obtain collat-
eral data from family, friends, caregivers, and other concerned 
parties; listen well; note stressors and risk factors; and work 
therapeutically with patients. Only after this should a clinician 
make a compassionate decision on a treatment plan, including 

whether a patient will need inpatient care. Again, the philoso-
phy of seeking the least-restrictive but most appropriate level of 
care is essential, while always ensuring patient safety first.

Agitation, Violent or Disruptive Behavior
Agitation might be best and most concisely described as 

“excessive verbal and/or motor behavior.”20 Agitation in psychi-
atric conditions can be a major concern in emergency settings, 
with the potential for violence and harm to the patient, staff, 
or others. Of psychiatric emergency visits in the US, it is esti-
mated that perhaps 20% to 50% might involve patients at risk 
for agitation.21 Up to 10% of patients seen in psychiatric emer-
gency settings may be agitated or violent during their evalua-
tion.22 As many as 1.7 million medical emergency department 
contacts per year might involve agitated patients.23 

Traditionally, many emergency settings’ response to seri-
ous agitation would be restraining such patients and forcibly 
sedating them with powerful medications. There are many 
drawbacks to this approach: it is very coercive to patients; 
oversedated patients cannot participate in treatment, nor can 
dispositions be determined for them while they are obtunded; 
and many of the medications used in these situations can 
have severe and/or unpleasant side effects which will be quite 
disturbing to patients, and interfere with opportunities for 
therapeutic alliance. 

The emergency psychiatry approach to this condition begins 
with training staff on the prevention and management of 
assaultive behavior and non-violent crisis intervention to avert 
severe agitation in the first place. When patients do become 
agitated, verbal de-escalation and calming techniques should 
always be attempted prior to resorting to restraint; when pos-
sible, medications should be offered voluntarily to patients 
rather than forcibly injected. 

Unlike the traditional medical approach of heavy sedation, 
emergency psychiatrists prefer merely calming the agitated 
patient. According to an Expert Consensus Guidelines survey 
of emergency psychiatrists, the goal of emergency interventions 
in agitation is calming the patient without sedation, or mild 
sedation to the point of drowsiness but not sleep.24 A patient 
who is calm rather than unconscious can participate in care and 
work together with the crisis clinician towards an appropriate 
treatment disposition, which is of benefit to the patient and 
also to the emergency setting. A sleeping patient may just be 
taking up space that can be used by others.

Psychosis Leading to Dangerous Behavior or 
Thoughts

Pronounced symptoms of psychosis such as auditory 
hallucinations, paranoia, and disorganization can be quite 
common in patients with diseases such as schizophrenia; for 
some, unfortunately, such symptoms are daily and unremit-

TABLE 2

TYPES OF PSYCHIATRIC EMERGENCIES
• Suicide attempt/ideation

• Agitation, violent or disruptive behavior

• Psychosis leading to dangerous behavior/thoughts

• Mania

• Intoxication states

• Anxiety

• Other presentations and exclusions

Zeller SL. Primary Psychiatry. Vol 17, No 6. 2010.
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ting. Such psychosis in and of itself may not be cause for 
emergency intervention. However, when the psychosis leads 
a patient to dangerous behavior or thoughts (eg, command 
auditory hallucinations telling a patient to harm others or 
self; confusion leading a patient to wander into busy traffic 
with no concern for his own safety), such symptoms are of 
major concern and are responsible for a large number of visits 
to emergency settings.25 

The importance of intervention in these situations cannot be 
understated. Suicide may account for as many as 13% of the 
deaths of people with schizophrenia.26 In a study27 of patients 
who reported having command hallucinations telling them to 
harm others in the previous year, 22% reported having acted 
on those commands. 

In acute psychosis where patients are dangerous to themselves 
or others, or unable to care for themselves, the primary goal is 
keeping patients safe while promptly lessening the disturbing 
symptoms. Timely administration of antipsychotics is indi-
cated, preferably oral versions given with informed consent. 

The predominant view of antipsychotics has been that they 
typically take many days to weeks to be efficacious. Yet, emer-
gency psychiatrists have long spoken anecdotally about patients 
with disturbing, dangerous symptoms of psychosis frequently 
clearing quickly in the emergency setting. Newer research now 
supports this contention; recent studies28,29 note substantial 
improvement in psychosis in <24 hours, perhaps as soon as 2–4 
hours with antipsychotics. 

Mania
Patients with acute bipolar mania, with its symptoms of high 

energy, insomnia, impulsiveness, and grandiosity, often can 
display poor judgment which will lead to dangerous behavior 
or inability to care for themselves. Typically, patients with 
full-blown mania will need inpatient stabilization, but hypo-
manic symptoms may at times be lessened sufficiently with 
medications in the emergency setting to permit their discharge 
to lower levels of care. Since patients with bipolar disorder 
can frequently be high functioning with symptom resolution, 
therapeutic alliance is very important in the emergency setting, 
as long-term compliance with medication and treatment can 
assist in reaching a full recovery.30 

Intoxication States
Pure intoxication on alcohol or other substances reaching 

the level of emergency intervention may need only detoxifica-
tion by emergency medical personnel without the assistance 
of mental health clinicians. However, if intoxication leads an 
individual to make suicidal or homicidal threats, or exacer-
bates the symptoms of a chronic mental illness, crisis clinicians 
may become involved. This remains a large number, however; 
primary diagnosis of substance abuse was responsible for 27% 

of psychiatric-related emergency department visits in the US 
from 1992–2000.31 Further, patients with comorbid major 
psychiatric diagnoses and substance abuse diagnoses are over-
represented in those who are frequent recidivists to PES.32 

In patients with comorbid disorders, it can be difficult to 
discern which symptoms are caused by underlying psychiatric 
illness and which are due to the intoxication. When possible, 
allowing patients to detoxify sufficiently prior to making a full 
evaluation, diagnosis and disposition decision is preferred.

While most intoxication states are usually not difficult to 
diagnose, intoxications from cocaine, and amphetamines in 
particular, can mimic the delusions, paranoia, hallucinations 
and agitation from decompensated psychotic illnesses. In such 
cases, or in those cases which the cause of the acute symptoms 
of psychosis is unknown, the use of benzodiazepines to calm 
patients is indicated. Patients whose symptoms are due to 
stimulants will then have the opportunity to detoxify calmly 
without risking the side effects of antipsychotics; frequently, 
such patients will awaken clear and non-psychotic. 

Anxiety
Though rarely an emergency in the sense of dangerousness to 

self or others, severe anxiety is nonetheless a common present-
ing problem in emergency departments. It should be noted, 
however, that subjectively the suffering may be so intense that 
the patient feels it is a profound emergency. Anxiety-related 
presentations accounted for 16% of emergency department 
mental health visits from 1992–2001.33 

Often a mental health clinician can quell anxiety states with 
brief supportive psychological interventions and relaxation 
techniques.34 More pronounced cases may benefit from anti-
anxiety medications such as benzodiazepines. 

Other Common Presentations and Exclusions
Such situations as symptoms of dysphoria, family and life 

stresses, relationship difficulties, or housing issues usually do 
not rise to the crisis level but are nonetheless commonly seen 
in the emergency setting. Once individuals with these concerns 
are determined to not have an emergency medical condition—
which, as in all emergency setting mental health presentations, 
should include an assessment of suicide risk and dangerousness 
to others—they should be provided access to social services, 
counseling, or appropriate referrals to a less acute level of care. 

Cases of delirium and agitated dementias are at times 
referred to mental health clinicians. However, these are most 
often medical or neurologic conditions which should be treated 
by emergency medicine physicians, and likely would not ben-
efit from acute psychiatric interventions. 
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CONCLUSION
The number of people seeking mental health care in 

emergency settings continues to rise. As many of these cases 
involve patients who are a danger to themselves or others, 
these are legitimate emergency medical conditions which 
require urgent stabilization. 

This increasing demand has led the practice of emergency 
psychiatry to become a vital subspecialty in emergency settings. 
By combining the compassionate and interpersonal therapeu-
tics of psychiatry with the fast-paced assessment and treatment 
approach of emergency medicine, emergency psychiatry clini-
cians can make positive and prompt interventions for those 
individuals suffering from acute mental health disturbances. 

In communities where the numbers of behavioral emergen-
cies are elevated and growing, moving to a model of a stand-
alone psychiatric urgent care facility such as a PES may be 
cost effective, decreasing inpatient psychiatric bed utilization 
and helping to decompress overcrowded medical emergency 
departments. PP
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