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Emergency Psychiatry’s Era of Innovation
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E
mergency department (ED) visits for 

psychiatric complaints are increasingly 

common. The 1% to 3% of ED patients 

who screen positive for suicidal ideation com-

prise a population at heightened risk of com-

pleting suicide.1,2 While emergency psychiat-

ric presentations are often associated with 

serious mental illness, patients of all acuity 

levels present in this setting. The most com-

mon psychiatric presentations in the ED are 

for anxiety, depression, or stress reactions.3

Providing treatment to these patients in the 

ED introduces complexity of care that emer-

gency psychiatrists are attempting to address 

with a mix of service delivery models. This 

article discusses the peculiarities of emergen-

cy psychiatric practice and reviews innova-

tions in models of care delivery designed to 

overcome the challenges of this subspecialty.

A difficult place to provide good care
The growth of psychiatric care in ED settings 

is driven by several factors. Foremost is a trend 

towards treating sicker patients in less restric-

tive care environments. Increasingly, patients 

with significant psychiatric disease are being 

treated in outpatient and integrated care envi-

ronments. At the same time, long-term inpa-

tient and residential treatment has become 

scarcer.4 Thus, EDs become the backstop for 

highly acute patients who present with suicid-

ality, violent thoughts, intoxication, and/or 

acute psychosis. Other factors driving this 

trend towards less restrictive treatments in-

clude financial incentives and the ready acces-

sibility of emergency care compared with the 

limited availability of community mental 

health facilities. Also driving the trend toward 

acute care in the ED is the American epidemic 

of psychiatric illnesses, particularly substance 

use disorders, that are associated with in-

creased use of emergency services.5

Delivering psychiatric care in the ED is not 

easy. Most emergency medicine providers feel 

comfortable managing common psychiatric 

presentations, however, their expertise does not 

always extend to managing sicker patients or 

those requiring more nuanced psychiatric as-

sessments—for example, patients with person-

ality disorders and chronic suicidal ideation, or 

patients with schizophrenia whose ability to 

care for themselves is called into question.

Patients with psychiatric illness frequently 

have undertreated medical illness that requires 

attention and care coordination. Delirium is 

commonly missed among ED patients, and 

longer ED stays are associated with an in-

creasing risk of incident delirium.6 Frequent 

changes of staff, lack of specialty consultants, 

constant sensory stimulation, and ill-suited in-

frastructure all render EDs a challenging envi-

ronment in which to deliver care for patients in 

psychiatric crisis. Table 1 summarizes these 

and other clinical challenges unique to the 

field of emergency psychiatry.

This confluence of psychiatric illness, med-

ical comorbidity, and systemic challenges ad-

versely affects ED patients’ psychiatric care. 

The duration of stay is 42% longer for patients 

with psychiatric complaints compared with 

patients with medical illness.7 Disposition for 

patients is a particular challenge. Many gen-

eral hospitals have closed their inpatient psy-

chiatric units, and free-standing behavioral 

hospitals are less frequently equipped to man-

age medical comorbidity, treat complicated 

withdrawal syndromes, or safely treat agitated 

patients. Nationally, 73% of patients present-

ing for suicidal ideation to the ED are hospital-

ized—a rate triple that for medical com-

plaints.8 Helping patients access treatment is 

thus a challenge driven by both high demand 

for service and also inherent limitations of ex-

isting inpatient facilities to meet patients’ 

needs. How, then, can we help patients in crisis 

receive great psychiatric care?

Emergency psychiatry: a subspecialty to the 
rescue
The subspecialty of emergency psychiatry has 

attracted growing interest among a range of 

clinicians who are drawn to its diverse patient 

population, highly multidisciplinary work en-

vironment, and fast pace. There is no Accredi-

tation Council for Graduate Medical Educa-

tion (ACGME)-accredited subspecialty 

pathway for emergency psychiatry; rather, 

psychiatrists often bring their interests in con-

sultation-liaison, addiction, or forensic psy-

chiatry to their ED work. Other clinicians en-

joy providing psychotherapy to patients in 

crisis and appreciate the challenge of quickly 

building rapport and framing treatment for 

these patients in the ED.

There are no data on the number of psy-

chiatrists working in EDs. In many locations, 

the need for psychiatric consultation is filled 

by advanced practitioners and licensed social 

workers working alongside emergency medi-

cine providers. Professional organizations that 

support emergency psychiatry—such as the 

Academy of Consultation-Liaison Psychia-

try’s Emergency Psychiatry Special Interest 

Group and the American Association of Emer-

gency Psychiatry—include robust participa-

tion by non-psychiatric clinicians.

Interest in the field often begins during psy-

chiatry residency. The ACGME requires resi-

dents in psychiatry to experience emergency 

psychiatry “in an organized, supervised psy-

chiatric emergency service” that “must include 

crisis evaluation and management, and triage 

of psychiatric patients.”9 The ACGME’s emer-

gency medicine requirements do not require 

specific experience managing behavioral pre-

sentations.

The challenges of growing volume and acu-

ity among psychiatric patients in the ED have 

prompted emergency psychiatrists to work 

alongside colleagues in medicine and ED lead-

ership to imagine systems to improve the care 

of behavioral emergencies in their communi-

ties. These models typically arise to meet de-

mands of emergency medicine clinicians and 

hospital systems and are designed to accommo-

date constraints of staff, facilities, and budget.

New ways forward
Just as communities and hospital systems 

vary, so too must models for delivering emer-

gency psychiatric care. Table 2 summarizes 

TABLE 1.  Challenges of clinical practice in emergency psychiatry

Undifferentiated patient presentations

     • Substance-induced, delirium, and primary psychiatric illnesses are all common

High morbidity and mortality

     • 21% of patients in the ED with suicidal ideation will self-harm within a year21

     • Missed diagnosis of delirium is associated with 31% mortality at 6 months6

Diversity of patient presentations—medication refills to severe psychosis

Fast pace and high volume

Significant collaboration with community providers and external partners

Significant collaboration with non-psychiatric providers

Diversity of practice environments

(CONTINUED ON PAGE 10)
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some of the novel efforts that have been developed 

to meet the demand for high-quality, affordable 

psychiatric care that addresses the challenges of 

managing behavioral emergencies in the ED. 

These models comprise an overarching philosophy 

that EDs must provide active treatment of psychi-

atric emergencies—not merely triage patients to 

the next step in care.

Pre-hospital care. Management of behavioral emer-

gencies begins in the community—well before pa-

tients’ arrival to the ED. Emergency psychiatrists 

have partnered with police departments and other 

first responders to provide training in the recogni-

tion and initial management of psychiatric emergen-

cies. Typical skills include increasing awareness of 

the prevalence of psychiatric illness in the commu-

nity and teaching verbal de-escalation to help pa-

tients in crisis. Crisis Intervention Training (CIT) is 

a national model for police departments to use for 

working with mentally ill patients in the communi-

ty; some cities now train all officers in CIT. For am-

bulance crews, researchers have investigated the 

utility of novel medications for treating agitation 

quickly and safely prior to arrival in the ED.10

These efforts build on the precedents set by com-

munity-based psychiatrists in promulgating patient-

centered, easily accessible interventions such as 

mobile crisis teams and telephone crisis hotlines. 

Education among pre-hospital providers also en-

courages use of diversion facilities (eg, crisis cen-

ters) over EDs or jails.

Telepsychiatry. The need to deliver 24/7 care to rural 

and low volume EDs may be met in part through 

telepsychiatry services. ED diagnoses made via tele-

psychiatry are correlated with those provided by an 

in-person psychiatrist while enhancing outpatient 

follow-up, reducing hospital admissions, and de-

creasing costs.11,12 Large health systems and academ-

TABLE 2.  New ways of delivering 

emergency psychiatric care

Pre-hospital care initiatives to improve care by 

police and ambulance crews

Telepsychiatry

Integrated care in the ED

Regional collaborations to support psychiatric 

emergency services

Enhanced psychiatric training among non-mental 

health providers

FIGURE.  Innovations to improve each step of emergency psychiatry care

First contact in 
the comtmunity

Improving ED 
treatment

Connection to 
follow-up care

•  Police and emergency 
medical personnel 
training

•  Mobile crisis services

•  Crisis hotlines

•  Crisis walk-in centers

•  Treatment, not triage

•  Accurate diagnosis

•  Provision of specialty 
care when necessary 
through integrated care

•  Evidence-based 
interventions

•  Trauma-informed care

•   Medication-assisted 
treatment for 
substance use

•  Reduce duration of stay 
through integrated care

•  Reduce hospitalizations 
through provision of 
earlier, more intensive 
treatment

•   Linkage navigation 
through peer counseling

Emergency Psychiatry
Continued from page 9

ic medical centers may utilize telepsychiatry to ex-

tend specialty consultation expertise to outlying 

EDs, urgent care centers, and partnership hospitals.

Telepsychiatry is well-suited for patients present-

ing in crisis who are able to participate and benefit 

from a therapeutic interview; patients with comor-

bid presentations may also benefit from evaluation 

by a telepsychiatry specialist. However, this medi-

um is more limited for providing verbal de-escala-

tion or management of disruptive behaviors and 

acute agitation.

Integrated care. Integrated behavioral health has 

transformed the delivery of mental health care in 

primary care settings. Several institutions includ-

ing the Stanford Medical Center in California and 

the Denver Health Medical Center in Colorado 

have piloted integrated care models in ED and ur-

gent care settings. Initial data are highly promising.

The Stanford experience has demonstrated a 90% 

decrease in duration of stay for psychiatric patients in 

the ED and improved discharge rates by 47%.13 In the 

ED, integrated care expands the availability of psy-

chiatric services beyond the traditional consultation 

for suicidal ideation. For example, these models fa-

cilitate the treatment of patients with somatic symp-

tom disorders, chronic pain, and high ED utilization. 

The presence of an integrated care provider also en-

hances the skill set of medicine providers who benefit 

from “at the elbow” consultation expertise provided 

by an integrated mental health provider.

Sustainable regional collaborations. Not all health 

care facilities have the patient volume to justify a 

dedicated psychiatric emergency service, 24/7 psy-

chiatrist coverage, and dedicated staff on their 

own; yet when collaborating with other institu-

tions, it becomes feasible to build and sustain such 

a service. The Unity Center for Behavioral Health 

in Portland, Oregon offers emergency and inpatient 

psychiatric service and is supported by 4 different 

health care systems in that city.

By pooling resources to fund a regional psychi-

atric emergency service, health systems ease pa-

tients’ access to psychiatric care while reducing 

duration of stay and psychiatric boarding in their 

EDs.14 Bringing together clinicians passionate 

about emergency psychiatry enable programs to 

cultivate trauma-informed approaches to emergen-

cy psychiatry including the use of multidisciplinary 

assessment models and peer support services.

Enhanced training in emergency medicine. Just as 

most mental health care is provided in primary care 

settings, emergency medicine practitioners will con-

tinue to see the bulk of patients with psychiatric ill-

ness. The American College of Emergency Physi-

cians is collaborating with specialty societies in 

emergency psychiatry to enhance the training of 

emergency medicine physicians in behavioral emer-

gencies. This training includes assessing suicide 

risk, identifying delirium, managing agitation, and 

coordinating care for boarding psychiatric patients. 

These teaching efforts extend to the range of ad-

vanced practitioners working in the ED.

New interventions for behavioral emergencies
These service models enhance access and quality of 

care in emergency psychiatry across diverse health 

systems. They also recognize the need to improve 

services at different points of the patient’s ED visit, 

from initial contact in the community to facilitating 

discharge. The Figure illustrates how innovations 

are improving care at each step of the psychiatric 

patient’s ED visit. These platforms also provide a 

means to disseminate innovations in emergency 

psychiatric treatment.

Trauma-informed care. Trauma-informed care 

(TIC) is a treatment approach that recognizes harm-

ful consequences of trauma on the well-being of 

individuals.15 In psychiatric care, TIC improves pa-

tient satisfaction and encourages collaborative, heal-

ing partnerships among patients and providers. 

Rarely can a busy medical ED provide this environ-

ment, but dedicated emergency psychiatry programs 

routinely integrate TIC into treatment planning. This 

includes the use of patient-centered de-escalation 

techniques such as the availability of non-pharma-

cologic relaxation tools like stress balls and scented 

lotions; peer counseling; and dedicated training to 

familiarize staff with TIC principles.

Peer support. Peer counselors comprise a growing 

category of health care workers who use their lived 

experience with illness to facilitate treatment. Be-

havioral health peer coun-selors are increasingly 

utilized in emergency service settings to engage pa-

tients ambivalent about mental health treatment, 

http://www.psychiatrictimes.com
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uncertain as to positive behavioral change, or 

in need of linkage to care. In EDs, peer coun-

selors often interact with patients with sub-

stance use disorders or chronic mental illness; 

some programs include follow up with pa-

tients after ED discharge. The evidence base 

supporting peer services remains small but is 

growing as these services become increas-

ingly available. Nationally, the application of 

peer counseling will develop heterogeneous-

ly alongside similarly varied models for 

emergency psychiatric care.

Psychological and medication treatments. 
New discoveries will influence the provision 

of emergency psychiatric treatment. As in all 

psychiatric fields, these discoveries will re-

flect the breadth of psychiatric practice. There 

is increasing emphasis on the use of verbal 

de-escalation for the management of agita-

tion, and online training programs make evi-

dence-based techniques freely available for 

all health care staff.16 Using standardized rat-

ing scales for evaluating agitation helps ED 

staff feel safer and better prepared in manag-

ing agitation.17 Finally, new medication ap-

proaches are fast-changing the face of emer-

gency psychiatric care, from the use of 

intramuscular ketamine for acute agitation to 

the pro-active use of medication-assisted 

treatments of substance use disorders.18-20

Emergency psychiatrists are rising to the 
challenge
Providing immediately accessible, high 

quality emergency psychiatric care contin-

ues to be a challenge for many communities. 

Obstacles to providing care include eco-

nomic constraints, inconsistent training in 

emergency psychiatry among clinicians, the 

lack of a scientific evidence base for the 

field, and the prevalence of treatment-resis-

tant illness. Nonetheless, a growing number 

of emergency psychiatrists are motivated to 

enhance the care of psychiatric patients 

through new models of service delivery and 

innovations in clinical care. Vital to the con-

tinued growth of this subspecialty and the 

improved treatment of our patients are rec-

ognition of this subspecialty among the psy-

chiatric community and continued interest 

among new generations of psychiatrists.
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