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Introduction  

 A psychiatric emergency is an acute disturbance of 

behavior, thought or mood of a patient which if 

untreated may lead to harm, either to the individual or to 

others in the environment.  



 

      Major emergencies : 

 

 Suicide 

 Agitated and violent patients.                           

                                                                       

 Medical emergencies in psychiatry:    

 Deliriums due to life threatening conditions. 

 Neuroleptic malignant syndrome. 

 Serotonin syndrome. 

 Over dosages of common psychiatric medications. 

 Over dosages and withdrawal from addicting substances 

 

 Minor emergencies  

 Grief 

 Panic attacks. 

 



 SUICIDE is a MAJOR public health problem in 
EVERY COUNTRY AND COMMUNITY 
WORLDWIDE. 

 

 

  TREATABLE , MODIFIABLE , PREVENTABLE 
CAUSE OF DEATH.  

 

 



 SUICIDE:   

 Death caused by selfdirected injurious behavior with an 
INTENT TO DIE as a result of the behavior. 

 SUICIDE ATTEMPT: 

 Self-injurious behaviour with a non fatal outcome 
accompanied by explicit or implicit evidence that the person 
is INTENDED TO DIE.  

 

 The American Center for Disease Control and 
Prevention (CDC) defines an attempt as follows: "A suicide 
attempt is when someone harms themselves with any intent 
to end their life, but they do not die as a result of their 
actions." 

 

https://en.wikipedia.org/wiki/Center_for_Disease_Control_and_Prevention
https://en.wikipedia.org/wiki/Center_for_Disease_Control_and_Prevention


 SUICIDAL INTENT:  
 Subjective expectation and desire for a self – 

destructive act to end in death.  

  LETHALITY OF SUICIDAL BEHAVIOUR:  
 Objective danger to life associated with a suicide 

method or action.  

  SUICIDAL IDEATION:  
 occurrence of passive thoughts about wanting to be 

dead or active thoughts about killing oneself.  



 



 Non-suicidal self-injurious behaviour 
(NSSI):  

  Is a ‘direct and deliberate destruction of one’s own   
body tissue in the ABSENCE OF SUICIDAL INTENT’  

 



 Worldwide, more than 800,000 people die due to 
suicide each year.  

  Suicide accounts for 1.4% of all deaths, and is the 15th 
leading cause of death globally . 

  In 15-29 years 2nd leading cause of death.  

  Suicide attempts occur 8-10 times more frequently 
than completed suicide. 

  The estimated global annual prevalence of self-reported 
suicide attempts is approximately 3 per 1,000 adults. • 

  It is estimated that about 1.5 million people will die due 
to suicide by the year 2020. 



 



Risk factors 

 













Treatment 
  INPATIENT: 

  indicated in case of high risk of suicide like after a suicide 
attempt if patient is 

 Psychotic 

 Attempt was lethal and violent 

 Persistent plan or still the intent is present 

 Current impulsive behavior ,poor judgement, or refusal of 
help is evident. 

 If patient has change in mental status which require further 
workup. 

 OUTPATIENT:  

 In low risk conditions like  

 Patient has chronic suicidal ideation/attempts without 
serious attempts 

 If safe and supporting living situations are avaiable. 

 

 

 







5 Myths and Facts About Suicide 

Myth #1: 

 People who talk about 
killing themselves rarely 
commit suicide. 

Fact: 

 Most people who 
commit suicide have 
given some verbal clues 
or warnings of their 
intentions 



5 Myths and Facts About Suicide 

Myth #2: 

 The suicidal person 
wants to die and feels 
there is no turning 
back. 

Fact: 

 Suicidal people are 
usually ambivalent 
about dying; they may 
desperately want to live 
but can not see 
alternatives to 
problems. 



5 Myths and Facts About Suicide 

Myth # 3: 

 If you ask someone 
about their suicidal 
intentions, you will only 
encourage them to kill 
themselves. 

Fact: 

 The opposite is true. 
Asking lowers their 
anxiety and helps deter 
suicidal behavior.  
Discussion of suicidal 
feelings allow for 
accurate risk 
assessment. 



5 Myths and Facts About Suicide 

Myth # 4: 

 All suicidal people are 
deeply depressed. 

Fact: 

 Although depression is 
usually associated with 
suicide, not all suicidal 
people are obviously 
depressed.  Once they make 
the decision, they may 
appear happier/carefree. 



5 Myths and Facts About Suicide 

Myths # 5: 

 Suicidal people rarely 
seek medical attention. 

Fact: 

 75% of suicidal 
individuals will visit a 
physician within the 
month before they kill 
themselves.  



SOMATIC TREATMENTS 

ECT Evidence for short-term reduction of 

suicide, but not long-term. 

Benzodiazepines  May reduce risk by treating anxiety 

Antidepressants A mainstay treatment of suicidal patients 

with depressive illness / symptoms.  No 

conclusive evidence of suicide reduction 

Lithium and  

Anti-convulsants 

Lithium has a demonstrated anti-suicide 

effect; anticonvulsants do not 

Antipsychotics Evidence for Clozapine reducing suicidality 

in schizophrenia and schizo-affective 

disorders 



Myths about ECT 

 1. It is a barbaric treatment. 
 2. It causes brain damage.  
 3. It causes permanent memory loss. 
 4. It is a treatment of last resort. 
 5. It only works for depression. 
 6. It is not safe. 
 7. It cannot be given to patients with 

epilepsy. 
 8. It will change one’s personality. 
 9. Its success rate is low. 
 10.It is a permanent cure. 



 Myth: ECT is given to make people forget everything. 

 Fact: Temporary forgetfulness is a side-effect of ECT which 
is mostly mild, reversible and limited to recent events. The 
ability to remember will remain intact after ECT course is 
completed. 

 Myth: If someone gets admitted in a psychiatric 
hospital, they would be given ECT without their 
knowledge. 

 Fact: ECT is always given after the doctor discusses with the 
patient and the family and only when they agree to it. 

 Myth: ECT experience is painful and horrifying. 

 Fact: ECT is given under anaesthesia and so the patient does 
not feel pain or electric shock. 

 



 Myth: ECT causes brain damage and may reduce the 
intelligence or change the personality. 

 Fact: ECT does not cause brain damage. It may cause 
temporary memory lapse of events around the course of 
ECT. ECT does not affect personality or overall intelligence. 

 Myth: ECT is given as a punishment. 

 Fact: ECT not a punishment. It is a medical procedure 
administered to treat a person's psychiatric condition. 
Moreover, it is not a painful procedure. 

 Myth: If ECT has been suggested by the doctor, it 
means that other treatments are not working and 
the condition is hopeless. 

 Fact: ECT is generally suggested by the doctors as, among 
the available options, it is the best for that patient at that 
moment. If one does not wish to receive ECT, doctors would 
suggest the next best option. 

 





 Crisis intervention centres and helplines are 
available in most cities all over the world. They 
provide an avenue for the person contemplating 
suicide to ventilate his problems and enable the 
counsellor to persuade the patient to seek 
professional help.  



Psychiatric disorders associated with violent 

behavior 

 Schizophrenia especially paranoid. 

 Mania. 

 Personality disorder especially antisocial type. 

 Alcohol intoxication or withdrawal. 

 Substance intoxication with cocaine, amphetamines, 

anabolic steroids, phencyclidine. 

 Substance withdrawal. 

 Post traumatic stress disorder 



Medical disorders associated with violent 
behaviour 

 Neurologic illnesses: 
 Brain infections such as encephalitis, meningo 

encephalitis  
 Head injury with intracerebral, subarachnoid or 

subdural haematoma 
 Cerebral infarction  
 Seizure disorders (interictal, post ictal or 

temporal lobe epilepsy)  
 Hepatic encephalopathy  
 Huntington's disease  
 Parkinson's disease due to levodopa toxicity  
 Wilson's disease 



 

 Endocrinopathies  

 Thyrotoxicosis  

 Hypothyroidism  

 Cushing's syndrome  

 Hyper parathyroidism. 

 

 Metabolic disorders  

 Hypoglycemia  

 Hypoxia  

 Electrolyte imbalance  



 Infections  

 AIDS  

 Syphilis  

 Tuberculosis 

 

 Vitamin deficiencies  

 Folic acid  

 Niacin  

 Pyridoxine  

 Vitamin B 12 



 Medications : 

 Steroids. 

 Chloroquine 

 Quinine 

 Acyclovir. 

 Dopamine  

 Atropine  

 







Strategies to prevent assault 

 Answer all questions softly, simply and honestly  

 Be empathic and calm 

 Keep hands visible  

 Keep the door open  

 Stay at least an arm's length away from the patient  

 Stay to the side of the patient  

 Use non threatening body language  

 Use reflective statements rather than judgmental ones. 

 Donot confront, use simple language 



 Restrains 
 
 5 or minimum 4 persons are required 

 Leather restrains are safest 

 A staff member should  always be visible and give 
reassurance to the patient 

 Pt to be restrained with legs eagled and one arm restrained 
to one side and other arm restrained over patients head 

 Restrains should be placed so that iv fluids can be given. 

 After patient is under control, one restrain at a time should 
be removed at 5 minute interval until the patient has only 2 
restrains. 

 Both other restrains are removed at the same time because 
it is not advisable to keep on one restrain 

 

 





Overdose of prescribed psychoactive 

drugs:  
 It can also pose a threat to life apart from causing intoxication. Hence, the 

patient should be jointly managed by a physician and a psychiatrist.  

 If the patient has taken a toxic dose and is awake, treatment consists of 
inducing emesis followed by administering activated charcoal. Overdose 
with tricyclic antidepressants or carbamazepine requires cardiac 
monitoring. 

  Overdose with barbiturates or benzodiazepines and alcohol may cause 
respiratory arrest.  

 Antipsychotic drugs, at therapeutic as well as toxic doses, can cause acute 
extrapyramidal adverse effects including dystonia, oculogyric crisis, 
torticollis, and akinesia.  

 Akathisia is a common adverse effect of high-potency antipsychotics, when 
severe, it is accompanied by extreme anxiety or terror. Acute onset of 
oculogyric or orofacial dystonia in an otherwise healthy person may 
suggest purposeful or inadvertent ingestion of an antipsychotic.  

 Immediate relief may be provided with a parenteral antihistaminic such as 
promethazine 25 mg IM. 



Anti psychotics  









CLINICAL VARIANTS 
1. Hyperactive 

◦ Restless/agitated -    Aggressive/hyper-
reactive 

◦ Autonomic arousal -    15-47% of cases 
2. Hypoactive 

◦ Lethargic/drowsy 
◦ Apathetic/inactive 
◦ Quiet/confused 
◦ Often escapes diagnosis 
◦ Often mistaken for depression 
◦ 19-71% of cases 

3. Mixed 

◦ 43-56% of cases 

 



NON-PHARMACOLOGICAL 
MANAGEMENT 

Assess safety 

◦ Prevent harm to self or others 

◦ Try to avoid physical restraints 

Establish physiological stability 

◦ Adequate oxygenation 

◦ Restore electrolyte balance 

◦ Restore hydration 

Address modifiable risk factors 

◦ Correct sensory deficits 

◦ Manage pain 

◦ Support normal sleep pattern 

 



NON-PHARMACOLOGICAL 
MANAGEMENT… 
       Optimize communication 
 
◦ Continuous monitoring of mental status 
 
◦ Calm, supportive approach 
 
◦ Avoid confrontation 
 
◦ Use re-orientation strategies 

Clock, calendars 
 
◦ Provide staff consistency 
 
◦ Involve friends/family 
 
◦ Promote meaningful activities 
 
◦ Provide education about delirium 
 



NON-PHARMACOLOGICAL 

MANAGEMENT… 
 
 Support routines 
 
 Encourage self care 
 
 Optimize environment 

 
Avoid sensory deprivation and overload 
Minimize noise to promote normal sleep 
pattern 
 
Provide appropriate lighting  

 
Provide familiar objects 
 

 Evaluate response to management 
 

 









 DSM-5 criterion: 

 Hyperthermia( oral temperature >38.0 on atleast 2 
occassions) 

 Rigidity 

 CPK>4 times the upper limit 

 Changes in mental status(delirium, altered consciousness) 

 Autonomic activation, including: tachycardia(>25% above 
baseline) 

 Diaphoresis 

 Bp elevation(systolic or diastolic >25%above baseline) 

 Urinary incontinence 

 Pallor 

 tachypnoea 







Pharmacological treatment 

 Dantrolene i.v at a dose of 1-10mg/kg. 

 

 Bromocriptine 2.2mg T.I.D and increased 2.5-7.5 mg 
max 45mg qd. 

 

 Benzodiazepines. 

 

 ECT 

 















 







 

 Management is usually with high doses of 
benzodiazepines, parenteral thiamine and 
maintenance of fluid and electrolyte balance. 

 







                      GRIEF 

 Grief is the subjective feeling 

              precipitated by the death  

              of a loved one. 

 

 The term grief is then used to describe 
emotional, cognitive, functional, and behavioral 
responses to the death. 

 
 Grief is also often used more broadly to refer to the 

response to other kinds of loss; people grieve the loss 

of their youth, opportunities, or functional abilities. 

 









 
 P.D. twice more common in women. 

 

 Life time prevalence is about 4%. 

 

 Onset usually between 20-40 yrs. 

 

 



 Co morbidity present in 90% of P.D. and 84% of 
agoraphobia patients. 

 

 10 -15% of P.D. patients have depression. 

 

 15 – 30% have social phobia. 

 

 15 – 30% have GAD. 

 

 30% have OCD. 

 



Differential Diagnosis 

 Cardiac problems like  MI, MVP etc. 

 Asthma, pulmonary embolism. 

 Hypoglycemia. 

 Seizures. 

 Meniere’s disease. 
 Drug intoxication- amphetamine, nicotine, cocaine, 

theophylline. 

 Drug withdrawal: alcohol, antihypertensives. 

 Pheochromocytoma 

 Carcinoid syndrome 

 

 



 
Treatment 
 Psychological: 

 

 Cognitive Behavior Therapy. 

 

 Cognitive restructuring. 

 

 Relaxation training and diaphragmatic breathing. 

 

 

 

 






