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Every day emergency providers encounter violent or agitated patients, from the
cocaine-intoxicated teenager to the belligerent chronic alcoholic, from the actively
psychotic schizophrenic to the combative trauma victim to the encephalopathic liver
patient. The emergency department (ED) is a unique health care setting in that federal
law, by way of emergency medicine treatment and active labor act (EMTALA),
mandates the medical evaluation of every patient who presents to the ED. In addition,
violent and agitated patients are often escorted to the ED against their will. Behavioral
emergencies account for about 1 in 20 ED visits, and violence or agitation, regardless
of the etiology, constitutes most of these presentations.1 Despite efforts to maintain
order, emergencies are frequently emotional and sometimes chaotic. These stressful
situations are compounded by long wait times, the noise of the ED, and sometimes by
family and friends who may also be agitated or intoxicated. All these factors can
trigger or exacerbate violent tendencies and agitation in patients.

Agitated or altered patients are high risk because they may pose a physical threat to
the staff, may harm themselves, and may have dangerous comorbidities and illnesses
causing their violent behavior. The emergency physician must quickly limit these
behaviors and identify and treat their etiology, while simultaneously protecting
patients’ rights and reducing the risks of injury to other patients and medical staff.
Appropriate disposition must also be determined. This article guides physicians
through these essential aspects of caring for this high-risk patient population.

CLINICAL VIGNETTE ONE

A 47-year-old homeless man presents to the ED complaining of low back pain. He is
disheveled and unbathed. After a long wait, he is brought back to the clinical area and
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placed on a bed. None of the staff is in a rush to assess this patient and he remains
clothed. After a period of time, he becomes quite angry and pulls a knife from his
waistband.

Prevention of Violence in the ED

High-risk work environment: protect thyself
Violence toward staff members is all too common; the ED has the highest rate of
employee assault in the hospital, with nurses the most common victims.2,3 A frequently
quoted survey of ED directors from 170 teaching hospitals reported approximately one
quarter used restraints daily, one fifth had at least one verbal threat per day, and one
sixth had at least one threat with a weapon each month.4 Furthermore, 17 respondents
reported a significant patient injury during restraint within the last 5 years, including one
death, and 20 institutions reported involvement with litigation pertaining to restraint.
Despite these statistics, only 51 institutions provided ED nurses with formal training
in recognition and management of aggression and violence.4 A survey of 171 randomly
selected attending emergency physicians in Michigan found that 75% experienced at
least one verbal threat in the previous year, 28% reported being physically assaulted,
12% were confronted outside the ED, and 3.5% were stalked.5

Formal security plans can decrease assaults against hospital employees. There are
three levels of such management, as summarized in Table 1.6 The California Hospital
Safety and Security Act (Assembly Bill 508) mandates that hospitals in this state have
a comprehensive security plan including environmental modifications of the physical
layout, employee education and training, use of security and law enforcement,
and surveillance of violent events. Besides California, only Washington State has
passed a similar initiative. Available data indicate that such plans work: pre-enactment
and postenactment employee assault rates in California EDs decreased 48%
compared with rates in New Jersey, where state-based government workplace
violence initiatives do not exist.7

High risk: concealed weapons and dangerous examination room environment
Prevention of violence starts outside the emergency facility’s door and continues to
the gurney. Departments should control access by protected entrances, metal detec-
tors, and secured doors. This checkpoint can serve to prevent concealed weapons
brought in by patients and visitors, and by persons with criminal intent, such as assail-
ants searching to ‘‘finish off’’ a victim brought to the ED after a physical attack. Guards
should enact standardized methods of removing concealed weapons from patients
and visitors. Notably, however, although metal detectors and cameras decrease the
number of weapons eventually confiscated in the clinical area, they have not been
consistently shown to decrease the rate of assaults on physicians.8 In addition,
patients suffering major trauma usually arrive by ambulance and are usually not es-
corted through detector systems. In one large urban ED, over one quarter of these
victims harbored a lethal weapon.9
Table 1
Steps to violence management

Primary Control Factors Leading to Violence

Secondary Identify and respond to previolent and escalating behavior

Tertiary Limit injury once violence is present

Data from Lavoie FW. Violence in emergency facilities. Acad Emerg Med 1994;1(2):166–8.
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Other factors that may help reduce violent incidents include systems to alert staff
when patients with a history of violence register at triage. When possible, rooming
these patients quickly may limit frustration with long waiting times and can protect
bystanders and decrease interaction with others in the waiting room that may incite
aggression. Frequent updates on clinical course and anticipated length of stay and
comfortable waiting rooms may help diffuse tension.

Fully clothed patients, such as the man in the first vignette, should not languish in the
hallway. Once in the ED, patients should be instructed to change into a hospital gown.
This action is crucial: (1) it allows for further search and removal of weapons; (2)
patients are less likely to leave before evaluation is complete; and (3) it allows for
a complete physical examination that uncovers sites of infections, trauma, and other
clues to behavior. As personal belongings are tucked away, providing physical
comforts, such as warm clothes, a blanket, and food, are simple acts that convey
caring and help build patient-physician trust.

The setup of the examination room itself may facilitate safety. The perception of
entrapment can fuel agitation. When possible, patients who are at high risk of violence
should be placed in rooms with two exits so that both staff and the patient have unob-
structed routes of exit. If there is only one exit, then the provider should position them-
selves so that neither their own nor the patient’s exit is obstructed. Although
a secluded area ensures sufficient privacy to conduct an interview and may also
decrease stimuli and resulting tension, these needs must be balanced with the need
for observation of patients who may pose a threat to themselves or others.

Provider personal safety is paramount. Any secluded space should not isolate the
examiner from assistance. Providers should always remain in earshot of help and
know the location of alarms or panic buttons when present in the clinical area.
When the risk of patient violence outweighs the principle of patient privacy, station
the assistance of others or security outside the door or at the bedside. Avoid arguing,
turning one’s back on the patient, crossing arms, or standing too close to patients at
risk of violent behavior in the ED. Remove personal effects that may be used as
a weapon. All dangling earrings, neckties, badge holders, and necklaces should be
removed, and trauma shears, scalpels, and needles emptied from pockets before ap-
proaching the potentially violent individual.

Causes and Evaluation of Violence

High risk: not identifying organic and treatable causes of violence and agitation
The etiology of acute undifferentiated agitation is frequently unclear on presentation
and complicates management. A thorough evaluation of each patient, every time
they present to the ED, is essential to avoid missing a reversible organic cause of
delirium manifesting as violence and agitation. Such diagnostic errors are all too
common; almost 80% of patients found to have medical disease causing their agitated
behavior were ‘‘medically cleared’’ by an emergency physician before discharge to
a psychiatric facility.10 The causes of violence and aggression can be roughly divided
into organic (deriving from medical disorders, including substance abuse and other
toxidromes); psychotic (schizophrenic, manic, delusional); and nonorganic nonpsy-
chotic (personality disorders, impulse control disorders).

As with all critical patients, the first steps are to assess and secure hemodynamic
and respiratory function and obtain vital signs (including temperature and blood
glucose finger stick), monitoring equipment and an initial examination focused on
airway, breathing, circulation, and neurologic status and level of consciousness.
When intubation is necessary, a neurologic examination, with special attention to focal
deficits and language function, should be attempted before paralysis and sedation.
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When feasible, this may be done by one practitioner while a second prepares for intu-
bation. Even in an uncooperative patient, testing of gross motor function, reflexes
(including Babinski), and withdrawal to pain can be performed. To prevent cata-
strophic disability, if a head injury is in question, a cervical collar should be placed until
a spinal injury is ruled out.

Once the stability of the patient is ensured, a comprehensive evaluation for etiology
begins. It is a grave error to assume that all violent behavior is caused by intoxication
or psychiatric disease, even in intoxicated patients and those with a history of a psychi-
atric diagnosis. Acute violent or agitated behavior may result from myriad causes
including withdrawal, toxidromes, endocrinopathies, metabolic derangements,
substance abuse, infections, and neurologic illnesses. Many of these causes are
reversible. A number of reversible or potentially treatable conditions may present as
delirium and can be remembered by the mnemonic ‘‘GOT IVS’’ (Box 1). Rare organic
causes include brain tumors, brain infections, Wilson disease, Huntington disease,
sleep disorders, thyroid disorders, hyperparathyroidism, vitamin deficiencies, and
toxins. Less common substances implicated in violent tendencies include organo-
phosphate poisoning and manganese poisoning. Brain tumors of the limbic system
and hypothalamic areas of the brain can trigger personality changes and aggression
or frank psychosis. The rapidity of onset of these symptoms is linked to the speed
the tumor is growing. Associated symptoms included early morning headaches,
seizures, visual disturbances, and nausea and vomiting. A variety of infections,
most notably herpes simplex encephalitis, meningitis, and AIDS dementia, can cause
bizarre or agitated behavior.

The crux of evaluation is the patient (or collateral) history. There are several clues
that suggest that violent behavior is organic in origin: rapid in onset; no prior history
of psychiatric disease (especially if older than 40 years old); visual-olfactory-tactile
hallucinations; abnormal vital signs (ie, fever); cognitive deficits; slurred speech;
confusion; substance abuse; disorientation; history of trauma; and physical evidence
of trauma. Other key questions to consider include: What is the context of this violent
or agitated behavior? Is their agitation only present in medical settings, the streets, at
home, or all places? Is the violence directed outward at others or primarily in defense?
Are there specific targets or random victims?

Whenever possible the provider should obtain corroborating information, because
some patients may be unwilling or unable fully to answer. Even this information should
be scrutinized, however, because sometimes family and friends may also have incen-
tive not to reveal the truth. Authorities and prehospital care providers are additional
Box 1

GOT IVS diagnoses to be considered on presentation

G Glucose: hypoglycemia

O Oxygen: hypoxia

T Trauma: head injury, or bleeding

Temperature: hyperthermia, hypothermia

I Infection: meningitis or sepsis

V Vascular: stroke or subarachnoid hemorrhage

S Seizure: postictal or status epilepticus
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valuable sources and should be questioned thoroughly when they bring in an altered
patient.

Physical examination may reveal the cause of agitation. A gross assessment of the
mental status is performed concurrently with history-taking because patients may
display signs of confusion, disorientation, memory problems, and racing or paranoid
thoughts during basic questioning. Finer parts of the mental status examination can
then be obtained as possible. In addition to assessing vital signs and neurologic status
as discussed previously, providers should look for meningeal signs, marks of trauma,
foci of infection, and evidence of seizure or a postictal state. Laboratory testing
needed varies with each scenario, but all patients should have a blood glucose level
documented. If encephalopathy is high on the differential, an ammonia level may be
ordered. Other electrolytes that can alter mentation include sodium, blood-urea-
nitrogen, and magnesium. An elevated white blood count may suggest an underlying
infection or stress response. Chest radiographs should be obtained for patients sus-
pected of pneumonia. Head CT can reveal tumors, intracranial hemorrhage, and
subdural hematomas, all of which may cause agitation and violent behavior.

CLINICAL VIGNETTE TWO

A 21-year-old unrestrained passenger in a front-impact motor vehicle collision pres-
ents with mild headache, neck, and knee pain. Films are negative and the patient
vomits 90 minutes after receiving morphine. Zofran is given but the patient pulls out
the IV and demands to leave. A CT scan is ordered. How can this be accomplished
safely?

The Violent Head-injured Patient

Agitation in the form of emotional lability and angry outbursts is well described in the
recovery phase of traumatic brain injury (TBI), but agitation is also one of the earliest
signs of increased intracranial pressure in the acute setting. As TBI and the possibility
of increased intracranial pressure are recognized, the role of the emergency physician
shifts to prevention of secondary injury. The presence of hypoxia or decreased perfu-
sion causes significant additional insult to the injured brain in the hours or days after
the primary event. Maintaining adequate oxygenation is important in treating all brain
injuries, but the focus on maximizing the cerebral perfusion pressure by maintaining
mean arterial pressure is particularly important in the treatment of TBI patients. Deci-
sions about whether and how to sedate (and possibly paralyze and intubate) a poten-
tially head-injured patient to safely obtain a diagnostic CT scan must incorporate the
risks of respiratory depression and effect of hemodynamic status on an injured brain.
The use of benzodiazapines, such as midazolam, and opioids, such as fentanyl (with
caution for hypotension and decreased cerebral perfusion), is well-established, as is
the use of etomidate for sedation in the setting of intubation. There are limited data
on the use of atypical antipsychotics to control agitation in head-injured patients,
although these medications are increasingly used to control acute agitation in patients
with a history of psychotic spectrum disorders (see later). Finally, there has been some
recent attention to the use of subdissociative doses of ketamine, given previous
concern over potential increases in intracranial pressure in head-injured patients. A
review of the literature shows that ketamine’s deleterious effect on intracranial pres-
sure was in dissociative doses in patients with obstruction of cerebrospinal fluid
outflow. In patients with normal cerebrospinal fluid flow, there was minimal effect on
intracranial pressure, and an increase in cerebral blood flow with resulting decreased
ischemia may occur.11–15
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Most head-injured patients do not require deep chemical restraint, but rather anx-
iolysis or a discrete period of procedural sedation for the purpose of diagnostic
imaging and treatment. Mild sedation or anxiolysis is a drug-induced state that
preserves basic cognitive functions and does not affect respiratory functions. Deeper
or moderate sedation limits the patient’s level of consciousness. These individuals
may still have the ability to follow simple commands; however, their cardiopulmonary
functions are concurrently limited and must be closely monitored throughout the
medication’s duration of effect. An end-tidal capnography monitor enables detection
of subclinical respiratory depression and airway complications before the develop-
ment of frank hypoventilation sooner than pulse oximetry alone and should be used
in all circumstances possible.16,17 Sometimes, chemical sedation is not necessary,
as illustrated by the next vignette.

CLINICAL VIGNETTE THREE

The nurses come to ask for sedation orders for a 38-year-old helmeted mountain biker
with neck pain who is in cervical spine precautions awaiting imaging studies. It is
a busy day and the nurses note that his behavior has been escalating for the last 5
to 10 minutes.

Interview and De-escalation Techniques

This patient is at risk of a cervical spine injury and his agitation places him at risk of
further injury. In addition, because his behavior may itself be the result of traumatic
injury, providers must ensure that he is protected until further evaluation can be
completed. Whereas chemical sedation is a possible treatment, these medications
may mask the signs or symptoms of other developing injuries in the trauma patient.
Instead, the provider should begin by reassessing the patient and addressing his
concerns. Such de-escalation techniques can often calm rising agitation in patients,
limit harm they cause themselves or others, and avert the need for physical or chem-
ical restraints.

Providers should start the interview with a pleasant but firm introduction that
includes name and position. Throughout, they should convey empathy to the patient
through careful listening skills and positive language that indicates a sense of respect
and positive regard. This may include consolatory tones. In contrast, hostile language,
direct arguing, threatening, or ignoring the patient almost always exacerbate violent
tendencies in patients. Disruptive behaviors should not be accepted by ED staff,
but respect for the patient should be maintained. Small gestures, such as offering
food or drink (if allowed), or acknowledging and responding to their discomfort
develops the patient-provider relationship.

Concurrently, the provider must convey a sense of control and authority. Clear,
consistent behavioral expectations and boundaries should be discussed as soon as
a potential problem is identified. Box 2 includes some warning signs of violence.

One overlooked ‘‘treatment’’ for escalating patients is pain control. Alleviating pain
is crucial in all patients, but even more so in those who are agitated. Pain is the most
common reason people come to the ED and is a factor in over half of all visits.18 Physi-
cians overall, however, notoriously undertreat pain.19 This is a deficiency in treatment
for any patient, and a big pitfall in patients already agitated or predisposed to violence.
As pain persists, it induces a negative effect in the sufferer. This in turn can incite
patients to become agitated, upset, and lash out at caregivers. Eliminating pain can
help establish a therapeutic bond, decrease patient discomfort, and help diffuse esca-
lating situations. For example, a trauma patient waiting for imaging is more apt to be
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cooperative if not in physical pain. Patients with florid psychosis, mania, delirium, or
severe intoxication, however, are less likely to improve with pain control.
CLINICAL VIGNETTE FOUR

A 26-year-old man is brought in by police after he is found smashing car windows
while running in the street. Four police officers were required to subdue the patient.
His heart rate is 150 beats per minute, blood pressure is 184/96, and he is diaphoretic
and agitated. He is yelling, ‘‘They are trying to kill me.’’

Substance abuse can directly cause and exacerbate violence in patients. Box 2
summarizes the clues and risk factors for substance-related violence. Alcohol,
cocaine, and amphetamines are common intoxications seen in the ED that are linked
to violent behaviors.

Amphetamines are neuroexcitatory, primarily through increased neuronal dopami-
nergic activity. They inhibit dopamine reuptake and displace dopamine from storage
vesicles in the terminal neuron resulting in increased dopamine in the synaptic cleft.
This upregulation of dopamine in the brain can lead to agitation, aggression, violence,
and psychoses. This is greatest in chronic abusers because of the long-term elevated
dopamine levels. Amphetamines are linked to aggression because of three factors: (1)
the disinhibition in the frontal cortex and impairment of executive functions, such as
self-control; (2) neurotoxic effects triggering destruction of the dopaminergic and
serotonergic pathways in the brain; and (3) the positive symptoms of psychosis, which
increases fear and hostility toward others in their environment.20 Of importance,
chronic users are predisposed to violence regardless of whether they are currently in-
toxicated because of the long-term elevated dopamine levels. Methamphetamine
users have a nine times greater risk of committing homicide than the rest of the pop-
ulation, even after controlling for concomitant substance abuse.21

Cocaine use also predisposes users to committing violent acts. Cocaine is a sympa-
thomimetic agent that inhibits the reuptake of epinephrine and norepinephrine in the
peripheral nervous system and augments the presynaptic release of norepinephrine.
Box 2

Risk factors for substance-related violence

Younger age

Male gender

Lower income

History of violence

Past juvenile detention

History of physical abuse by parent

Substance dependence only

Comorbid mental health and substance disorders

Victimization in past year

Unemployed and looking for work in the past

Data from Elbogen EB, Johnson SC. The intricate link between violence and mental disorder:
results from the national epidemiologic survey on alcohol and related conditions. Arch Gen
Psychiatry 2009;66:152–61.
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The symptoms of acute cocaine intoxication include tachycardia, hypertension, and
agitation.

Restraints: A High-risk Procedure for Both Patients and Staff

Indications and legal issues
Patients, such as the one in the vignette four, are unlikely to respond to verbal de-
escalation techniques and require restraints. Physical and chemical restraints should
be applied in situations when there is imminent risk that patients may harm others or
may put themselves at risk of physical injury or delayed diagnosis and treatment. It is
inappropriate and illegal to use restraints for punishment, retribution, coercion, or
convenience.22 The emergency physician must approach the decision to use
restraints in a manner similar to that used with other therapeutics and carefully weigh
the risks and benefits.

The 1982 Supreme Court case of Youngberg v Romero set the precedent that
a physician may legally place a patient in restraints, imposing on their civil liberties,
if that patient poses a risk to themselves or others. The Joint Commission published
clear guidelines regarding the monitoring, documentation, and application of
restraint.23 The protection of the patient’s rights, dignity, and well-being is of utmost
importance. Practitioners must know their individual institution’s policies.

High risk: Lack of Documentation Regarding the Initial and Continued Need
for Patient Restraint and Continuous Patient Assessment

Although physicians may legally restrain patients if the appropriate indications arise,
there are specific documentation and care requirements associated with restraint
use. Both nurses and physicians must document the use of restraints, similar to the
way they document other invasive procedures. A time-limited order for restraints
must be on the chart before or shortly after restraints are applied. Chart documenta-
tion should be specific about the patient’s presentation and reason for restraint,
including the potential danger to the patient or others, the plan of care, and an assess-
ment of the patient’s decision-making capacity. Competent patients have the right to
refuse restraints, as they may any medical treatment; the application of restraints is
limited to those who lack judgment.24 Standing orders or ‘‘as needed’’ PRN orders
must never be issued. The Joint Commission outlines these time limitations for
restraint orders: 4 hours for adults age 18 and over, 2 hours for adolescents ages 9
to 17, and 1 hour for children under age 9. They can be renewed, however, up to 24
hours.23

Nursing notes should indicate any injuries associated with the application of
restraint; frequent reassessment of the patient’s condition including vital signs,
medical, and behavioral status; and the readiness for discontinuation of the restraint.

Physical Restraints

Systematic, consistent, protocol-driven, and practiced techniques best achieve safe
application of physical restraints. Whenever possible, the physician should not partic-
ipate in restraint placement to preserve the physician-patient relationship. The
restraint team should ideally consist of at least five trained members, with an experi-
enced leader. After the team is assembled, they should enter the room in unison as
a show of force and tell the patient why restraints are to be placed. The leader should
move to the head of the bed, with the remaining four members each taking a limb. Fast
application is best. While the leader explains the process to the patient and oversees
the team, the limbs are immobilized.
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The selection of restraint type and position should be individualized; it is not neces-
sary to restrain an agitated elderly patient with dementia in the same manner as an
aggressive, muscular patient with cocaine intoxication. Only devices specifically de-
signed for restraining patients should be used. A variety of materials exist including
polyurethane, polypropylene, leather, and soft cloth; closure is with Velcro or buckles.
The type available is often institution specific. Leathers are sturdy and nearly impos-
sible for patients to remove, but the locked buckles preclude rapid release if needed.
For elderly patients, padded mitts prevent disruption of devices, such as intravenous
lines, and vest and waist posies anchor the patient and prevent wandering. Firm
cervical collars may protect thrashing patients from injuring their necks or biting staff
and spit masks limit staff exposure to bodily fluids. Avoid the use of makeshift ties out
of bedclothes; they have to be applied extremely tightly to function, may tighten further
as the patient writhes, and have associated increased risk of iatrogenic harm.

The recommended position for patient restraint has varied over the years. The
supine position is the preferred position in the restraint of agitated patients in the
ED. It facilitates access to the patient for medical interventions, such as neurologic
assessment, intubation, or central line placement, and is the position of choice
when cervical spine precautions must be maintained. Side position is useful if the
patient has an aspiration risk; consider administering such patients an antiemetic.
Two, three, or all four limbs may be immobilized at the major joints (ie, knees and
elbows). If only two limbs are tied down, they should be contralateral arms and
legs. Ideally, one arm should be tied upward and the other downward. This decreases
the amount of force and momentum struggling can generate.

Respiratory compromise in patients who are restrained has been an ongoing
concern. The use of hobble restraints (binding the ankles, binding or handcuffing
the wrists behind the back, and then attaching the wrists to the ankles) places the
patient in the prone position and is associated in rare cases with unexpected death
caused by positional asphyxia.25 One study measured the effect of restraint position
(hobble, prone, and supine) on oxygenation and vital signs after exercise to assess
their effects on the mechanics of the chest wall. Whereas mean arterial oxygen tension
and carbon dioxide tension were unaffected by position, with hobble restraint there
were significant decreases in forced vital capacity, forced expiratory volume, and
maximal voluntary ventilation when compared with prone and supine positions. All
restraints cause a restrictive pattern in pulmonary function tests; however, this differ-
ence did not significantly impact subjects’ oxygenation or ventilation.26 This indicates
that it is not primarily the patient’s position but their comorbidities and state of agitated
delirium that predispose to asphyxia and sudden death while restrained. Still, the posi-
tion used remains a concern. Hobble restraints, the prone position, and restraints that
compress the neck or chest wall should not be used.

Potential complications
Physical restraints may cause several complications. The most common is skin break-
down from the site of the restraint, which may have associated neurovascular
damage. This is significantly increased in makeshift restraints. Less commonly,
patients who continue to struggle may induce rhabdomyolysis, a condition that has
the potential to lead to acute renal failure and death.

Several sudden deaths have been reported in patients who are physically
restrained, although this is a rare occurrence.25,26 A review of coroner’s records in On-
tario from 1988 to 1995 found 21 cases of unexpected death of people with excited
delirium who were in physical restraints.27 Of these, 18 were prone and 3 had pressure
on their neck. Eight who were prone also had compression of their chests and two
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were in hobble restraints. Eight had cocaine-induced delirium but none had lethal
levels of cocaine in their system at the time of death. The Hartford Courant published
a five-part series investigating restraint-related deaths: from 1988 there were 142
fatalities of which 23 died in a prone position, and 20 died with inadequate reassess-
ment by the staff.28 One third of deaths were caused by asphyxia and one quarter from
cardiac-related causes. Disturbingly, over one quarter were children. In contrast, one
observational, prospective study in an adult ED demonstrated a low complication rate
of 20 (7%) of 298 with physical restraints.29 Half of these events were the patients
getting out of the restraints. The rest included vomiting, spitting, and increased agita-
tion. Three patients (approximately 1%) injured themselves or others. Nearly 30%
required a combination of chemical and physical restraint but this had no impact on
the complication rate.

Constant observation and reassessment of a restrained patient is crucial. Unwatched
patients have toppled gurneys, vomited and aspirated, and damaged nerves by fighting
the restraints. Training staff in signs of patient distress or positional asphyxia and how to
alleviate them may decrease these situations and limit patient harm.

Chemical restraints should supplant physical restraints when safety allows. At the
earliest safe time, remove restraints (regardless of the order’s scheduled expiration
time on the chart). Before freeing the patient, delineate the expectations and criteria
for keeping off the restraints. The restraints should be removed completely. Some
people advocate a stepwise approach of restraint release (eg, removing one arm,
then an opposing limb in 5-minute increments with the last two limbs freed concur-
rently). Patients must, however, never be left alone with incomplete restraints in place.

Psychotic illness
Psychiatric patients are brought to the ED during psychotic episodes. Historical clues
that agitation is from a psychiatric rather than organic etiology include a past psychi-
atric history, and oriented, logical (even if bizarre) thought content. People with severe
mental illness, particularly paranoid schizophrenia, mania, and the personality disor-
ders, are more likely to have a history of violence compared with people without
severe mental illness; past behavior increases the risk of violent acts in the ED. It is
important to recognize that it is the symptoms of mental illness, not the diagnosis it-
self, which confer the risk of violence. Although violence is elevated somewhat in
patients with mental illness, most of these persons do not commit violent acts and
when they do, it is often in association with substance abuse, environmental stressors,
or a history of violence.30 Schizophrenic patients can be violent particularly because of
paranoid delusions, in which they believe that others want to harm or have harmed
them; their psychosis causes them to misinterpret their social surroundings as a threat-
ening environment, and they respond inappropriately with hostile behavior. They may
experience command hallucinations. Manic patients are violent because of psychosis
or gross disorganization of behavior or thoughts. Their targets of violence are usually
random. Persons with antisocial personality disorder may use violence in a way to
seek revenge or bolster their images and are rarely remorseful after the attack. Border-
line persons can use violence as a form of manipulation or to lash out when they feel
they have been rejected or abandoned.

The management of these patients can be complicated if they are noncompliant
with treatment and refusing treatment in the ED.

CLINICAL VIGNETTE 5

A 28-year-old woman with a history of schizophrenia is brought in by her brother for
increasing paranoid behavior over the last week after stopping her medications 3
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weeks ago. She has responded very well to oral antipsychotic medication in the past.
Her psychiatrist is willing to admit her to the hospital, but a bed is not ready. She is
becoming more agitated but is refusing medication at this time. Her brother asks for
her to be medicated.

Is it appropriate to administer psychiatric medications to this patient against her
will? Regardless of family requests, the physician should only give such drugs if it is
medically warranted. Specific behaviors that are representative of clinically significant
agitation and for which intervention should be seriously considered are listed in Box 3.
If these conditions are not present, other approaches to patient management, such as
verbal de-escalation techniques, should be used while waiting for consultation with
a psychiatrist. Removing family members to the waiting room may defuse intensifying
situations.

Once the physician has decided a medication is indicated, another question must
be addressed: do patients have the right to refuse antipsychotics and other treat-
ments? This volatile question has been extensively studied and debated over the
past several decades and centers around the often incongruous goals of preserving
patient dignity while meeting treatment needs.31 It remains without a definitive answer
partly because of the lack of consistency between the federal and state judiciaries.31

The US Supreme Court has declined to hear the handful of such cases put forth for
consideration so the legal precedents remain from the varied state judiciaries. More
recently, the focus on the right of patients to refuse medications has moved from
one that was treatment oriented to one that is danger oriented.32 In this later stance,
medications are administered against the patient’s will when they are at risk of causing
direct harm to themselves or others, or are gravely disabled and unable to care for
themselves.

One common belief is that the competent patient should still have the right to deny
medication and control what happens to their bodies; however, competence is a legal,
not clinical, construct. Medical professionals, especially in a busy emergency room,
do not have the luxury of time to obtain legal consultation and must instead evaluate
the patient’s capacity, which is a clinical determination of the patient’s mental func-
tions. Importantly, individuals are not incompetent merely because they have a psychi-
atric illness. The woman in the previous vignette could be declared competent if she
was able to meet four criteria: (1) understand the relevant information communicated
by the physician regarding her medical condition including its nature, the recommen-
ded treatments, the consequences of not receiving treatment, and possible
Box 3

Behaviors in psychiatric patients representative of clinically significant agitation

Explosive or unpredictable anger

Intimidating behavior

Physical agitation, such as pacing

Physical or verbal abuse to self

Hostile verbal behavior

Resistance to care

Impulsiveness, reaction to pain out of proportion or injury or illness

Data from Allen MH, Currier GW, Carpenter D, et al. The expert consensus guideline series.
Treatment of behavioral emergencies. J Psychiatric Pract 2005;11(Suppl 1):405–25.
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alternatives; (2) communicate the treatment choices; (3) appreciate the situation or
medical condition and its consequences; and (4) reason about the treatment options
with rational manipulation of the relevant information (eg, comparing the options and
offering reasons why she prefers one treatment option over another).33 If found incom-
petent, then a surrogate decision-maker should be obtained (in this case, likely her
brother unless other family or guardians are present).

Once the decision is made to medicate psychotic agitation, there are several
different chemical restraints available for use.

Chemical Restraints

High risk: the ED physician must tailor pharmacologic treatment to each situation
Chemical restraints are used to decrease anxiety and discomfort, minimize disruptive
behavior, prevent escalation of behavior, and aid in reversing the underlying cause of
agitation. Thrashing patients in physical restraints may induce hyperthermia and even
rhabdomyolysis; they should be sedated before they injure themselves. Medications
may act by treating the psychoses and violence directly; however, more frequently
they alleviate the symptoms without addressing the underlying cause, often by
increasing inhibitory neuron activity and dampening excitatory neurons. The physician
should continue to search for causes of agitation even after a medicated patient is
calm.

The ideal chemical restraint has efficacy, rapid onset, and titratability. There are
several such drugs available for use in the ED. The physician must have a wide arsenal
because each medication has specific indications and complications. For example,
haloperidol works nicely at calming an agitated schizophrenic, whereas a benzodiaz-
epine can be more appropriate for a trauma patient with amphetamine intoxication. In
general, patients should be asked to voluntarily take these medications before forceful
institution. For those refusing, as the psychiatric patient in the last vignette, the intra-
muscular route is preferred when no intravenous access is available and the patient is
uncooperative with taking oral medications. Forcing a pill orally may lead to a human
bite injury. One last caveat is never to order any of these medications on an ‘‘as
needed’’ basis when used for chemical restraint.

Benzodiazepines
Benzodiazepines, in particular lorazepam and midazolam, are the most widely used
sedative hypnotics and a preferred first-line choice for the acute management of agita-
tion caused by sedative-hypnotic drug and ethanol withdrawal, cocaine, and sympa-
thomimetic ingestions and muscle hyperactivity. They cross the blood-brain barrier
and bind to g-aminobutyric acid, the major inhibitory neurotransmitter in the central
nervous system, and enhance its inhibitory effects at all levels of the central nervous
system including the spinal cord, hypothalamus, hippocampus, substantia nigra,
cerebellar cortex, and cerebral cortex. This has a calming influence and a depressant
effect on psychomotor and cognitive functions. It acts to slow respirations similarly to
that during sleep. Patients experience a relief of anxiety, euphoria, disinhibition, and
somnolence. These drugs have a high therapeutic window and good safety profile,
which has contributed to their prevalence. Prominent side effects are sedation, hypo-
tension, and respiratory depression, which can be synergistic with alcohol use and
other depressants. All benzodiazepines cross the placental barrier and are class D
medications; they should be avoided in pregnant women. Violent patients who are
oversedated and have marked respiratory depression from benzodiazepine use
should have supportive care, including supplemental oxygen. Jaw thrusts, bag-valve
mask ventilation, and endotracheal intubation are rarely necessary. Avoid the use of
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flumazenil because of the frequency of epileptogenic coingestions and use of combi-
nation therapy with typical antipsychotics.

Lorazepam is the most frequently used benzodiazepine because it has quick onset,
short half-life, and a route of elimination with no active metabolites. It is given in 0.5- to
2-mg increments as frequently as every 15 minutes. It is available in oral, intramus-
cular, and intravenous formulations. Parenteral administration works within 15 to 30
minutes and lasts over 3 hours.

Midazolam should be considered in patients who need rapid sedation, because its
mean time to onset is 18 minutes. Initial dose is 5 mg intramuscularly, repeated every
15 minutes as needed. Its use is limited by its shorter duration, lasting approximately
45 minutes compared with 2 hours for other agents, and increased need for rescue
doses.34 For patients who require brief symptom control, however, this is an excellent
alternative and part of many prehospital treatment algorithms.

Antipsychotics
Antipsychotics are a broad group of medications that have varying binding affinities to
the dopamine and serotonin receptors in the brain. Butyrophenones (haloperidol and
droperidol) are a subtype of phenothiazines or typical antipsychotics. They are consid-
ered high-potency typical antipsychotic medications because they have a stronger
affinity for the dopamine-2 receptor. They are the main class of typical antipsychotics
used in the ED for undifferentiated acute agitation. They are efficacious; easy to use
and titrate; have a long history of clinical experience; and are readily available in
oral, intramuscular, and intravenous routes.35 These medications should not be given
to patients with a history of Parkinson’s disease, allergy to this class, or anticholinergic
drug intoxication. More relative contraindications include pregnancy and lactation.
Refer to Table 2 for appropriate dosage and pharmacokinetics.

Haloperidol remains the most widely administered antipsychotic medication in the
ED because of its high effectiveness and relatively low cost. Two review articles
summarized the extensive evidence base for its use in treating agitation.36,37 For
most patients, the initial dose is 5 to 10 mg and may be repeated every 30 minutes.
It is quite rare for patients to require more than three doses to achieve sedation.
The dose should be decreased in elderly patients. There are oral, intramuscular,
and intravenous formulations; the intravenous form is not approved by the Food
and Drug Administration (FDA), although it is commonly administered by this route.

Although its use has dramatically decreased since the controversial 2001 FDA
‘‘black box’’ warning (see later), droperidol has a shorter half-life than haloperidol,
a more rapid onset of action, absence of long-term side effects, potent sedative prop-
erties without long-term cognitive impairments, and is generally as effective for
controlling aggressive and disruptive behavior in psychiatric patients.38 A randomized,
double-blind trial with 68 patients requiring chemical adjuncts to physical restraints
found that in equal doses intramuscular droperidol has more rapid control of patients
than haloperidol.38 There was no significant difference in the two drugs when given
intravenously. The intramuscular dose is 5 to 10 mg and the intravenous dose is 2.5
to 5 mg every 15 minutes as needed. The American College of Emergency Physicians
issued a class B recommendation for the use of droperidol over haloperidol in patients
requiring rapid sedation.39

Atypical antipsychotics include clozapine, olanzapine, ziprasidone, risperidone, ari-
piprazole, and quetiapine. They have various mechanisms of action to treat schizo-
phrenia’s negative symptoms (poverty of thought, withdrawal, and poor motivation)
and positive symptoms (psychoses and hallucinations). When compared with the
phenothiazines, these newer neuroleptics all have a lower affinity and more selective



Table 2
Medications available for use in chemical restraintsa

Medication Dose Time of Onset Half-Life Contraindications

Benzodiazepines

Diazepam 5–10 mg PO
2–10 mg IM/IV

repeat q 3–4 h PRN

1–2 h PO
20–30 min IM

30–60 h Liver disease
Pregnancy

Lorazepam 1–2 mg PO
0.5–2 mg IM
<2 mg/min IV

16 h PO
20–30 min IM
5–20 min IV

w14 h PO (end-stage
renal disease 30–70 h)

Sleep apnea
Severe renal impairment
Avoid in pregnancy

Midazolam 5–15 mg IM q 15 min 1–2 mg IV q 2–3 min
1 mg IV (geriatric)

15–20 min IM
1–5 min IV

2–6 h (13 h in renal failure) Pregnancy

Phenothiazines (typical antipsychotics)

Haloperidol 5–10 mg PO
5–10 mg IM
1–2 mg IV

2–6 h PO
30–60 min IM/IV

12–18 h Movement disorder
Severe liver disease
Breast Feeding

Droperidol 0.625–1.25 mg IM/slow IV q 3–4 h;
max of 2.5 mg each dose

30 min IV 2–4 h Prolonged QTc
Caution in alcoholics

Atypical antipsychotics

Risperidone 1–3 mg PO 30–60 min 20 h Caution in dementia

Olanzapine 10–20 mg PO
5–10 mg IM q 4 h
5 mg IM (geriatric)
Max: 30 mg/24 h

5–8 h PO
15–45 min IM

20–5 h Prolonged QTc
Recent myocardial infarction
Diabetes mellitus
Elderly (use with caution)

Ziprasidone 10 mg IM q 2 h
or
20 mg IM q 4 h
Replace with oral as

soon as possible

4–5 h PO
60 min IM

14 h PO
4–10 h IM

Prolonged QTc
Recent myocardial infarction
Diabetes mellitus
Elderly (use with caution)

Ketamine 1 mg/kg IV
4–5 mg/kg IM

1 min IV
4–5 min IM

15 min IV
30–60 min IM

Heart disease

Abbreviations: IM, intramuscularly; IV, intravenously.
a History of hypersensitivity to a specific agent is a contraindication to use.

R
o

ssi
e
t

a
l

2
4
8



The Violent Patient 249
antagonism for the dopamine-2–dopaminergic receptors in the mesolimbic rather
than nigrostriatal pathways in the brain and block serotonergic 5-HT1A and 5-HT2A

receptors. This provides more tranquilization than sedation. Their use is increasing
as first-line treatment in the psychiatric setting and ED, and they were given a class
B recommendation for such use by the American College of Emergency Physicians.39

Several medications are available in intramuscular or rapidly absorbable formulations.
The use of oral medications facilitates transition to outpatient therapy.

Risperidone is equivalent to haloperidol for the treatment of psychosis, although its
use in the acute setting is constrained by its lack of an intramuscular formulation. Olan-
zapine is approved for the treatment of acute agitation in schizophrenic and bipolar-
manic patients. It is available in intramuscular or oral formations at 5 to 10 mg. The
oral tablet is rapidly dissolving and an excellent way to medicate cooperative patients.
It is strongly sedating, with over 150 times the antihistamine potency of diphenhydra-
mine. Studies on the efficacy of intramuscular olanzapine versus haloperidol found no
difference in the requirements for repeat doses or lack of response at 2 hours. Olan-
zapine has the least effect on the QTc interval of the antipsychotics.40 There were less
extrapyramidal side effects and need for anticholinergic treatment in those given olan-
zapine. There are several relative contraindications to its use, most notably patients
who are elderly (increased risk of death caused by cardiovascular events); predis-
posed to hypotension; have narrow angle glaucoma (exacerbated by anticholinergic
effects); and those with diabetes mellitus. Aripiprazole and ziprasidone stabilize the
dopamine system with an agonist-antagonist effect at varied dopamine receptors
throughout the brain. Ziprasidone is approved for the treatment of acute agitation in
schizophrenic and bipolar-manic patients. It has not been extensively studied in
patients with acute undifferentiated agitation in the ED, although it is increasingly given
for this indication. It may be administered at 10 mg intramuscularly every 2 hours or 20
mg intramuscularly every 4 hours. The oral formulation has equivalent doses and
should replace intramuscular therapy as soon as possible. A double-blind randomized
trial that compared ziprasidone with midazolam and droperidol in the treatment for
acute undifferentiated agitation found that there was a greater rate of persistent agita-
tion at 15 minutes in patient given ziprasidone, and after effect onset it resulted in
deeper sedation.34 Further research into the use of these atypical antipsychotics for
violent and agitated patients is warranted.

Antipsychotic side effects
There are several adverse reactions that may occur after use of antipsychotic agents.
See Table 2 for an overview of reactions and their treatments.

Movement disorders, tardive dyskinesias, and extrapyramidal symptoms are the
most common and troubling side effects of the antipsychotics and may limit use.
They occur more frequently in people treated with typical rather than atypical medica-
tions. These reactions happen in less than 10% of patients within 24 hours of ED care.
Even one dose may trigger acute dystonic reactions that include torticollis; jaw,
tongue, lip, and throat spasms; laryngeal dystonia; oculogyric crisis; and facial grimac-
ing. Most of these short-term side effects are easily treated with benztropine mesylate,
1 to 2 mg intravenously or intramuscularly, or diphenhydramine, 1 mg/kg intravenously
or intramuscularly. Relief is rapid and dramatic in most cases. Importantly, patients
should be discharged on several days of the oral formulation of these medications
to prevent return of the dystonia. Therapy with high doses of antidote can paradoxi-
cally worsen agitation, probably because of worsened akathesias.

More serious reactions include the neuroleptic malignant syndrome of autonomic
instability. Signs and symptoms of this potentially fatal disorder include tachycardia,
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hyperthermia, altered mental status, and muscle rigidity. Death and critical illness may
result from ensuing severe hyperthermia. This was observed after a single intramus-
cular dose of haloperidol in one ED patient.41 Prompt treatment includes immediate
cessation of the neuroleptic along with cooling measures, benzodiazepines, and
dantrolene.

Additionally, all antipsychotics can have cardiotoxic actions, including prolongation
of the QTc interval, which predisposes to torsades de pointes and other ventricular
tachyarrhythmias.42 Droperidol in particular has received particular attention to the
concern of QTc prolongation. The medication was removed from European pharma-
cies and a controversial black box warning was issued by the FDA addressing this
side effect. Anesthesiologists examining whether droperidol prolonged the QTc and
caused torsades gave this medication to 16,791 patients; none developed torsades.43

Another group of 12,000 patients, this time from the ED, received droperidol without
any dysrhythmic events.44 Along with other smaller studies, these reports indicate
that this black box warning may be excessive and warrants re-evaluation. The risk
of torsades was previously thought to be lower with atypical than typical antipsy-
chotics; however, a retrospective cohort study reported that the risk of sudden cardiac
death is essentially identical in users of either type of drug.45 Both groups had twice
the rate of sudden death than nonusers, with a dose-dependent increase in risk.
Most of these patients were taking these medications for long-term behavioral treat-
ment. If torsades occurs, the treatment is intravenous magnesium, increase of the
heart rate with pacing or chronotropic agents, or defibrillation when unstable.

Some side effects are specific to the atypical antipsychotics. They have a propensity
to cause hypotension and hemodynamic instability and should be avoided in patients
with severe alcohol intoxication or who received a benzodiazepine less than 1-hour
prior. This reaction usually responds with fluid, but vasopressors may be necessary
in severe cases. Preferably, a peripheral a-agonist, such as phenylephrine, should
be used. They all have the propensity to prolong the QTc and predispose to cardiac
arrhythmias. Olanzapine, clozapine, and quetiapine have produced life-threatening
hyperglycemia and diabetic ketoacidosis (DKA) in a small subset of patients. This
risk is greatly increased in those who have diabetes mellitus.

Combination therapy
There are several studies comparing combination use of benzodiazepines and anti-
psychotics with either drug alone. Most have supported that dual use achieves
more rapid sedation with lower incidence of side effects; this combination therapy
is a class B recommendation for the treatment of acutely agitated patients from the
American College of Emergency Physicians.39,46,47 In an inpatient psychiatry unit,
the combination of lorazepam, 2 mg, and haloperidol, 5 mg, was more efficacious
than solo agent administration.47 Similar results were published in an ED setting,
with better control at 1 hour in patients given a benzodiazepine and haloperidol
together.46 Of note, it is unclear whether the combination is superior to equivalent
dosages of the single drug because the researchers were reluctant to give higher
doses of a benzodiazepine at once.

CLINICAL VIGNETTE 6

At change of shift, your partner signs out a 58-year-old man with severe schizophrenia
and chronic obstructive pulmonary disease brought from a locked psychiatric facility
after a mechanical fall with a forehead contusion and nasal fracture. The decision was
made to image the patient looking for evidence of TBI. The patient is sedated with
haloperidol and lorazepam for a CT scan, which shows no evidence of TBI. It is now
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4 hours later and the patient is not waking up. You obtain a arterial blood gases and the
PCO2 is 115.

High risk: Agitated Patients with Medical Comorbidities

Patients with medical comorbidities, especially those involving the cardiopulmonary
systems, have an increased risk of serious side effects including respiratory depres-
sion during procedural sedation. The severe airway complication in the prior vignette
was missed because of inappropriate reassessment. An excellent noninvasive moni-
toring technique increasingly available in EDs is the end-tidal carbon dioxide monitor.
This device measures the partial pressure of CO2 in each expired breath. When dis-
played in graphical form it is called a ‘‘capnograph.’’ Previously used primarily in intu-
bated patients, several reports have supported its role as an aid in evaluating the
ventilatory sufficiency of spontaneously breathing patients.17 It can rapidly identify
many complications of procedural sedation including apnea, laryngospasm, broncho-
spasm, upper airway obstruction, and respiratory depression. Rising values on the
capnograph, especially a CO2 level greater than 50 mm Hg, herald development of
airway complications before clinically observed hypoventilation. Furthermore, levels
above 70 mm Hg indicate almost complete ventilatory failure. A full discussion of cap-
nography is beyond the scope of this article and has been published previously.17

For all these reasons, end-tidal CO2 monitors should be used in all patients given
sedating medications for procedural sedation or analgesia especially if medical co-
morbidities are present to prevent adverse outcomes.

CLINICAL VIGNETTE 7

A 14-year-old boy is brought in to the ED after threatening his mother with a knife. He
has been acting strangely over the last 2 weeks according to his brother. He is starting
to pace around the room and knock supplies out of their containers.

The Violent Pediatric Patient

Children and adolescents who are agitated, psychotic, or violent present at signifi-
cantly lower rates than adults. Nevertheless, the prevalence of these behavioral emer-
gencies in this younger population is increasing with pediatric illicit drug use. It can be
highly upsetting for patients, parents, and medical providers. Despite this, agitation
must be treated as swiftly in children as in adult counterparts. Physicians must be
facile with the indications for and use of restraints in this population and be comfort-
able with their use. The child and the parents should be informed before the institution
of restraints. Chemical restraint may also be needed, but when possible, it is prudent
to discuss this possibility with parents.

Studies on the use of chemical restraints in children are sparse, particularly with re-
gard to the newer atypical antipsychotics. Most of the dosages and side effects are
extrapolated from adult studies and clinical observation. Thankfully, this need is
exceedingly rare in preadolescents because other methods of calming children typi-
cally succeed.

As in adults, antipsychotics and benzodiazepines are commonly used. The Pheno-
thiazines remain favored over newer antipsychotics, because the safety of the atypical
agents in pediatric patients is unknown. Children who receive droperidol for aggres-
sive behavior are frequently able to re-engage in daily activities within 2 hours with
no untoward side effects. One dosing regimen is as follows: the dosing for haloperidol
differs from that of adults in children 6 to 12 years old. Patients in this age group may
receive an initial intramuscular dose of 0.025 to 0.075 mg/kg/dose (maximum 2.5 mg),
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with a repeated dose in 1 hour as needed. Children above 12 years of age may receive
adult doses. The typical dose of lorazepam is 0.5 to 2 mg, or 0.05 to 0.1 mg/kg/dose.

Risperidone is approved for the treatment of adolescent schizophrenia, manic
episodes in children with bipolar disorder in ages 10 to 17, and for irritability in autistic
children ages 5 to 16. Risperidone comes in an oral solution and oral disintegrating
tablet. Start with a dose of 0.5 mg orally. Note that the oral solution is not compatible
with cola or tea.

Recurrent visits to the ED for psychiatric or behavioral problems has been shown to
be associated with violence, both as a homicide victim or perpetrator.48 Intervention
and mentoring programs can modify the future behaviors and injury rates of violent
individuals, particularly those under age 25, presenting to the ED.49,50 Tragically,
this opportunity is frequently missed. A Toronto-based study noted that most adoles-
cents are discharged directly from EDs without any intervention.51
CLINICAL VIGNETTE 8

An 87-year-old man is found wandering in the street unable to give police his address.
He is wearing a Medic-Alert bracelet indicating he has Alzheimer’s dementia. The
social worker has contacted his family, but they will not be in for 2 hours. The patient
is becoming increasingly agitated with yelling and attempts to get out of the bed.
The Agitated Geriatric Patient

Elderly patients predisposed to dementia-related agitation may manifest these symp-
toms on arrival, or the symptoms can be unmasked and exacerbated by the unfamiliar
ED environment. The hospital lacks familiar cues and is stimulating. When agitated,
these patients may unwittingly harm themselves by pulling intravenous lines or falling
from the bed, or may hurt caregivers by lashing out and gripping. Providing a quiet
environment and redirecting distressed patients are highly effective, but may not be
sufficient. Medicating agitated geriatric patients, who frequently have dementia, is
a challenge. These elderly patients have a greater risk of adverse reactions because
of their extensive medications, coexistence of chronic illness, different physiologic
responses to drugs, and baseline altered pharmacokinetics from drug absorption to
metabolism to excretion. Additionally, psychotropic medications are increasingly
found to have specific risks in patients with dementia.

Antipsychotics are effective in treating psychotic symptoms of delusions and hallu-
cinations and nonpsychotic agitation (frequently dementia related) in this population.
One meta-analysis of randomized trials found a small increased risk of death in elderly
patients with dementia-related behavioral disorders given an atypical antipsychotic
compared with placebo primarily through an increased risk of sudden cardiac events,
rapid cognitive decline, and strokes.52 Subsequently, the FDA issued a black box
warning for atypical psychotics use in geriatric patients, citing this increased risk of
mortality.53 More research has suggested that typical antipsychotics carry equivalent
rates of deadly adverse reactions and should not be administered in lieu of the atypical
agents in this population.54 Of note, medications in these trials were given for several
months; there are no studies examining the risk of death in elderly patients treated
acutely in the ED. Risperidone and olanzapine have the best evidence for efficacy
over other psychotropics, but carry the same risk of adverse events.55 Elderly patients
may be chemically restrained with antipsychotics if there is sufficient need, but the
practitioner should be aware of these risks and use these agents only when absolutely
necessary.
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With advancing patient age, the pharmacokinetics and pharmacodynamics of
benzodiazepine metabolism changes: brain receptors become more sensitive, and
distribution and elimination of these agents is altered. This is particularly true of the
benzodiazepines, such as chlordiazepoxide and diazepam, which are metabolized
by the hepatic oxidative pathways. The P-450 cytochromes break down these
compounds more slowly, leading to their longer accumulation in the body. Lorazepam
is not metabolized in this manner, and its pharmacokinetics is less altered by age and
is a safer choice in this population. Its shorter half-life offers dosage flexibility. Mida-
zolam has a rapid onset and short half-life; the liquid oral formulation may be used in
patients who ingest it willingly and ably. It can facilitate care in demented patients who
must undergo diagnostic testing or procedures.

CLINICAL VIGNETTE 9

A 25-year-old man is found minimally arousal on a bus stop bench with an empty alcohol
bottle in hand and brought for medical evaluation. The patient has normal vital signs,
wakes to sternal rub to give his name, and has no signs of trauma. He is placed in
a gown, and after thorough examination is placed in the hallway near the nursing station
on monitor for observation. After nearly 2 hours, the patient wakes, is oriented but still
obviously intoxicated, and gets up from his gurney. He stumbles upright with his gown
falling off his body, requests his belongings, and reports he is ready for discharge.

High Risk: Discharging Intoxicated Patients Prematurely

A significant portion of ED visits are caused by alcohol-related diseases or injuries,
comprising almost 8% of visits between 1992 and 2000.56 That number has only
increased in recent years. Alcohol may impair the evaluation, treatment, and disposi-
tion of patients. This is not solely caused by increased disinhibition and violence. It
may also mask symptoms of underlying medical problems that emerge once the
substance metabolizes. It is crucial to observe the intoxicated patient for resolution
of any abnormal behaviors once sober and document the reassessment in the chart.
Vital signs should be checked frequently and patients should not be released unless
these values are within normal limits. Patients in significant alcohol withdrawal
(extreme psychomotor agitation, tachycardia, tremors, and hallucinations) need
admission.

It may seem easier to discharge patients who vocally demand their release. The
emergency physician may be held responsible for events occurring outside the
hospital, however, if an intoxicated patient harms another person or himself. Factors
that must be evaluated before discharging an intoxicated patient include competency,
suicidality, and homicidality. The determination of a patient’s decision-making
capacity is discussed previously. Alcohol abuse is a significant risk factor for both
suicide and homicide. Approximately half of people who commit suicide are intoxi-
cated at the time.57 Often, such thoughts clear when the intoxication clears. If homi-
cidal or suicidal ideations are expressed and persist, however, a psychologist or
psychiatrist should be consulted and the patient held for appropriate evaluation.

If the patient is deemed appropriate for discharge, physicians should briefly offer
information about local detoxification programs and further medical care. Although
lack of time in a busy department is a hurdle, such interventions are efficacious. As
little as 4 minutes of advice has been shown to be valuable to patients. It is hoped
that such interventions will work to decrease emergency physicians’ perception of
lack of time as a barrier to provide information about detoxification programs and
further medical care. Healthy people 2010 aims to reduce alcohol-related ED visits
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and in conjunction with the Society for Academic Emergency Medicine Substance
Abuse Task Force recommends that each ED have a referral system for substance
abusers. This system should include a list of easily accessed community organizations
(ie, Alcoholics Anonymous) and treatment centers.58

SUMMARY

The vignettes throughout this article highlight the myriad of patients who can present
to the ED with agitated or violent behavior. Providers must be facile at quickly identi-
fying causes of and treating such behavior, and at preventing escalation, while pro-
tecting themselves and other ED personnel. Interview techniques, physical
restraints, and a variety of chemicals are available for use when necessary. Although
there are precedents that endow providers with the legal right to restrain dangerous
patients, it is the responsibility of all emergency providers to know the latest regula-
tions and ensure correct documentation.
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