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Abstract
Patients who present to an emergency department are in a vulnerable state of
mind. The population in the emergency department is continuously growing.
Acute stages of mental health problems can bring patients to the emergency
department for care. Psychiatric disorders such as schizophrenia, living alone,
depression, hopelessness, previous suicide attempts, self-devaluation, agitation, and insomnia are some risk factors that predispose individuals to suicide. Suicidal patients’ care in the emergency department can be challenging
for healthcare professionals due to the complex environment and numerous
other emergencies occurring altogether. Suicidal patients do not get the timely medical attention they need from clinicians. As a result, there are little information and few protocols in emergency departments about the correlation
of the timely care and how it can affect the patients during the emergency
department visit.
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1. Introduction
Suicide has been the tenth leading cause of death in the United States since 2008
(Centers for Disease Control and Prevention) [1]. Mental health chief complaints
constitute for 12.5% of ED visits [2]. Studies found that more than 500,000
people present to an emergency department (ED) each year with self-harm or
suicidal ideations [3]. The emergency department is a primary gateway to many
patients, accounting for more than 500,000 people with suicidal ideation. Suicide
is a global phenomenon that accounts for 45,000 deaths occurring in the United
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States in 2016 [3]. Suicide attempts and ideations justify a significant amount of
emergency department visits. It can offer substantial suicide prevention services
by coordinating care with transfers, medications, treatments, and inpatient stays.
Early recognition and screening for this population is beneficial during the triage
process. However, suicidal patients end up boarding for several hours in emergency departments awaiting evaluation or psychiatric placement without appropriate treatment [4]. Studies indicate that screening patients will help with immediate actions and safety planning, ongoing assessments, evidence-based
treatment, and the significance of patient compliance [5]. Nevertheless, care can
be delayed from throughput challenges. Therefore, preventing delayed care and
prioritizing psychiatric patient care during the acute phase will result in better
outcomes and decrease the risk of self-harm.
The objective of this paper is to produce standardized procedures in emergency departments to expedite medical care for suicidal patients that present to
the emergency room for help. By emphasizing the importance of time-efficient
care, suicidal patients will experience reduced boarding times, thus resulting in a
treatment productivity.

2. Case Study
A 20-year-old female was brought to a Southern California emergency department by paramedics after being found unconscious by her mother in her house
with a pill bottle in sight. She presented with shallow respiration; 11 breaths per
minute, blood pressure 111/72 and heart rate 126 beats per minute. She moves
all extremities and opens her eyes when reacting to the sternal rub, however does
not follow commands. She does not have any focal deficits when assessing a
neurological exam. The bottle is a prescription for sertraline, which was filled by
her mother three days ago. The friend who called 911 states that the patient is
unemployed at this time, had a recent break-up, and has been living at her
mother’s house for the past week. She was intubated on the scene by paramedics
for decreased level of consciousness and transported to the local emergency department. During her stay in the emergency department, she was assessed immediately by the physician. He ordered propofol sedation and started her on a
norepinephrine drip to support her blood pressure. After stabilizing her vital
signs, her psychiatrist came to visit her 14 hours later. He did not put any orders
for this patient. She was admitted to ICU 26 hours later. Her records show no
medical history or emergency visits. Three days later, she is extubated and
awake. On the fourth day, she is transferred to the psychiatric medical surgical
unit where she is being monitored and beginning psychiatric treatment. After
interviewing her, it was found that the psychiatrist diagnosed her with major
depression and anxiety. Psychiatric medication treatment was started 5 days after her initial admission to the emergency department. Upon discharge, she will
be assigned to a mental health clinic for social services and follow up care with
counseling. (An informed consent was obtained from the patient to present this
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case).

3. Suicide Rates
In the United States, nearly thirty thousand people die annually from suicide [6].
The rate of suicides in California has been growing more than 50% in the last
two decades. The suicide surveillance in California is working on improvement,
however, it does take two to three years to collect accurate data due to the verification and preparing process. There were 2358 suicides in the Los Angeles
county between 2008 and 2010. Suicide rates in California are higher among the
Caucasians as compared with African Americans [7]. In the age group of 10 - 34,
suicide is the second leading cause of death and in the ages 35 - 54, it is the
fourth leading cause of death [8].

4. Morbidity and Mortality
Suicide rates are continuing to rise. Mental health is a growing global phenomenon that is resulting in increased rates of morbidity and mortality. According
to the Centers for Disease Control and Prevention, in 2016, nearly 45,000 suicides occurred in the United States among people above the age of 10 [9]. The
rates of emergency department visit for nonfatal self-harm have increased; from
2001 to 2016, there has been a 42% increase [9]. It is known that suicidal ideation and attempted suicide are more dominant in adults with more than one
mental disorder and the presence of comorbid psychiatric disorders is related to
the increased risk of suicidal ideation [10]. Whether or not a suicide attempt fails
or succeeds, this factor has a correlation between the psychotic disorder and the
suicidal thought [10].

5. Identification of Suicidal Patients
The Joint Commission, a crediting agency for healthcare facilities, has a goal to
assist all healthcare organizations to better identify these patients. The Joint
Commission requires a suicide screening and an environmental risk assessment
for these patients [4]. Clinicians in the emergency department have a crucial role
of identifying the patients at risk. The Behavioral Health Care National Safety
Goal number 15 is an organization that identifies the safety risks inherent in the
population that it serves [11]. In 2018, the Joint Commission revised their Behavioral Health Care National Safety goal, focusing on action [11]. Ordering proper treatment in a timely manner is what these patients need. Many times they
come to the emergency department for medication stabilization. Nevertheless,
emergency departments are considered primary health care centers for many
people. It is easily accessible and the quickest way to seek medical attention.
Caring for patients with suicidal thoughts and psychotic behaviors can be difficult especially when unknown outcomes of interventions are provided. However, many organizations do not have adequate protocols and resources, leading to
under detection and prolongation of treatment [12].
DOI: 10.4236/ojem.2020.81004
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6. The Scope of the Problem
Due to the lack of access to resources, suicidal patients find that going to the ED
is the fastest way to seek help. Many factors contribute to the scope of the problem. The first being the prolonged stay in the emergency department. This often
relates to lack of access to healthcare. This lack of access or admittance to mental
health clinics and substance abuse treatment centers is considered a significant
risk factor for the suicide behavior development. For example, individuals who
lack access or treatment for their substance use behavior, will only be affected
further and may consider suicide since their psychological well-being is greatly
affected through observation of no meaning in life. Because this population is
using the ED as a primary resource center, the goals of the ED setting should be
prioritization. The immediate focus should be maintaining safety in these patients and promoting well-timed care.
Another significant problem is boarding patients. “ED boarding” is when patients are to remain in the ED exceeding 24 hours [13]. Prolonged boarding in
the ED for psychiatric patients is associated with low-quality care and contributes to crowding [14]. Understanding that boarding can lead to increasing
costs, it is an estimated cost of $2264 to stay in the ED while waiting for admission [13]. While these patients are boarded, the biggest problem is the barrier to
their care. They are not receiving appropriate treatment when waiting in the
emergency department. The Emergency Medicine International studied data of
how boarding psychiatric patients resulted in an increase in poor outcomes, such
as compromising the safety of other patients that are in the emergency department [15]. The American College of Emergency Physicians concluded a survey
that reported patients can wait up to two days to be transferred to an inpatient
bed, which is a concerning occurrence [16]. Boarding patients in the emergency
department prolong the time in which all patients wait for a service. Psychiatric treatment consists of productive group therapy, individual therapy, medications, activities, and counseling, which does not exist in ED during the boarding process.
Moreover, the immense amount of resources that are being used for these patients results in poor clinical outcomes. These outcomes have evidence in delaying care and increasing morbidity and mortality rates, which contribute to the
fact of ED overflow and lack of availability to other patients’ care [12].
Most inpatient psychiatrists do not provide consults in the emergency department, which means there is no treatment initiation [17]. Inpatient orders are
the medical treatment. If the patient is waiting in the ED without adequate medical treatment, then the patient remains “unstable”, and behavioral symptoms
progress leading to self-harm and suicidal ideations. Thus, this contributes to the
growing problems in the ED.

7. Discussion and Implementation
How must we resolve these challenges? Mental healthcare demand is increasing.
DOI: 10.4236/ojem.2020.81004
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More people are utilizing the ED as a primary healthcare center to seek medical
attention. Suicide contemplations are far too common in the emergency department [18]. The most important key factor is coordinating care within providers and departments. According to the National Institute of Mental Health,
many ED physicians and providers are particularly concerned about excess
boarding time for a patient waiting for an inpatient psychiatry bed or transfers
[19]. For providers to understand the severity of these high-risk patients, these
patients should be screened during triage.
A way to begin implementation is understanding how to recognize these patients. Once patients are identified as suicidal in triage and interviewing, the
“intake” process should begin. The intake process should take between 8 - 12
minutes while an alert is being communicated through the charge nurse, security, and emergency medical technicians. The process will consist of the patient
being taken into an “intake room” where their belongings will be assessed. Simultaneously, a psychiatric nurse will be interviewing the patient and completing the screening tool. Evidence shows that mental health professionals who are
trained to work with suicidal patients have a vital role in preventing suicide
death [7]. All staff members who are supposed to be Crisis Prevention Institute
(CPI) are certified to be able to manage disruptive behavior. Nevertheless, there
should be a psychiatric nurse every shift who can determine if the patient needs
to be placed on a hold. This will expedite the transfer and admission process. If
psychiatric registered nurses are able to put patients on holds, this will promote
time efficiency and prevent delayed care. The intake room should be free of
dangerous objects, including monitor cords, IV poles, curtains, and other potentially harmful items that can be of risk to their safety. The patient should remain
in the intake room with staff members until the ED bed is ready.
Patients who are in the intake process are given green colored hospital gowns
to easily be identified by the hospital staff. Once taken into a room, the door
would have a logo, particularly a green triangle, identifying them as a high risk
patient. The patient is required to have one to one monitoring with a trained
emergency support staff at all times. Patients will first be medically clear and
then behavioral health treatment and placement should take place. A complete
lab workup should be started as soon as the patient gets to the ED room. The ED
room should be free of any type of objects such as monitor cords, IV kit’s,
needles, or anything that the patient can use to cause self-harm. Reflecting on
the patient in the case study, hypothetically speaking, if the patient was awake
and was actively having suicidal thoughts and had not been intubated, medication administration and physical safety should be two of the top priorities in
these patients.
In order to detect and manage suicidal patients, early identification and
communication through the healthcare team members is of importance. Having
a provider, such as a nurse practitioner, should directly admit the patient under
their care to begin treatment to promote throughput and time-efficient care. A
DOI: 10.4236/ojem.2020.81004
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nurse practitioner is proven to improve patient satisfaction, increase efficiency
and timeliness of the ED throughput [20]. With the development of effective
measures for treating mental disorders, nurse practitioners will be able to make
follow-ups on their patients in the emergency department [21]. Medications
should be administered to these patients in the acute phases, which is a crucial
component in the treatment process. Providers in the emergency department
need to be able to initiate medications to stabilize these patients so that they
have treatment before being transferred to the floor. This will promote the
throughput process and will demonstrate safe, time-efficient care. As discussed,
the development of the workforce will be needed to promote these interventions.
The American College of Emergency Physicians mention a telepsychiatry service that should be available in emergency departments [22]. This is a service
that provides video conferencing, which has been implemented in hospitals in
the state of Georgia, and has shown a more timelier approach when having
access to a psychiatrist. This will prevent patients with mental health issues from
waiting for time-efficient care. In a National Alliance on Mental Illness survey,
70% of patients waited more than 10 hours to see a psychiatrist in the ED [22].
Advantages to having telepsychiatry would be low cost, easy implementation, less
stigma when mixed with all patients, and most importantly, a more time-efficient
approach to developing the plan of care [16]. Telepsychiatry will help hospitals
reduce boarding times, improve throughput, reduce patient waiting time, and
lower the risk of elopement and injury [15]. This kind of psychiatric care can
improve boarding by determining which patients are critical to be admitted and
those who are safe to be discharged with appropriate services. A health system in
North Carolina implemented telepsychiatry and saw a reduction in length of
stay from 48 hours to 22.5 hours during the entire hospitalization [15].

8. Conclusion
Suicide is among the leading causes of death and disability in the human population across the world. Suicide rate is increasing, but emergency medicine is
growing and will continue to grow by expediting the quality of patient care.
Through a systematic and evidence-based approach, emergency providers can
prevent injury and promote fast, efficient care. Focusing on isolating the appropriate patients and helping other staff members easily identify these patients can
result in greatly improved outcomes. Implementing telepsychiatry will improve
throughput and provide safe, patient-centered care. These findings will be useful
for many emergency departments to guide appropriate intervention and improve healthcare quality.
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