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Hello, everyone. Let us start lecture number 30. That is emergency psychiatry. So what are 

the topics that we will be discussing? The concept of suicide, its management. Assessment of 

the violence, if any patient comes is aggressive and is very violent, catatonia and its 

management, drug induced Parkinsonism that is the psychiatric illnesses when the patient is 

under anti-psychotic drugs when they come in emergency with acute dystonia or NMS these 

kinds of conditions, serotonin syndrome, neurolept, malignant syndrome, lithium toxicity for 



bipolar affective disorders, these are most commonly integrated drugs and withdrawal and 

intoxicated treated with certain substances.  
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So, actually, what is an emergency? What do we know about an emergency? What is it? It is 

a set of circumstances in which a catastrophic outcome is thought to be imminent, it is about 

to happen it is inevitable and we do not have the resources available to mitigate the or to find 

a solution for that problem. And that is how it is actually being the patient is not able to 

manage very swiftly or smoothly in the emergency.  
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So, how is that medical emergency, how has it evolved? The nature of medical emergency 

system has been previously on a horizontal level. Now, what is the horizontal level and what 

is the vertical level, medical emergency levels, the horizontal level is when you have a 

hierarchy where the specialists, the primary care physician in the primary healthcare levels, 

your first time the patient is being seen, they are being referred to CSCs and then from there, 

they are referred to tertiary care centers.  

So, that is how there are level 1 level 2 level 3, depending upon the hierarchy the patient is 

being transferred or referred to higher centers, but in vertical system, you have those 

specialists there itself at the disposal of the patients in the emergency itself, you have all 

kinds of specialties like cardiologist, psychiatrist, surgeons, neurosurgeons, orthopedics, they 

all are there at your disposal to actually counter the problems which is present at the 

emergency.  
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So, what is the goal of those emergency psychiatric care? First is to try, to try this means try 

to like segregate the cases in like depending upon the importance of cases like red, yellow or 

green. So, green is where you give like most ambulatory patients, when you where you do not 

see very emergency kind of intervention, which is required, yellow is where Okay, there is 

somewhat in between like, not very urgency, not very urgently required intervention or which 

is like the patient can be given medication and asked to come follow up in the OPDs. So, 

after the triage, after the segregation of the patients, you have to go undergo the, patient has 

to undergo assessment.  



So, in that assessment, the diagnosis has been done, brief workup of the patient is done and 

try to see whether this patient needs admission or this can be managed on the basis of OPD 

so, there at the emergency we have sometimes available psychologist or mental health 

professional who can undergo who can do the crisis intervention management strategies for 

the patient and the acute care for the patient is also given and it is actually seen whether 

patient will be managed in the inpatient that is in the ward itself or it can be followed up in 

OPD.  
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So, what are the types of psychiatric emergencies? Basically, divided into 2 class that is 

Iatrogenic that is drug induced emergencies and the general that is suicide, aggression, 

agitation, catatonia and withdrawal substances or intoxicated substances.  
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So, Let us start with suicide first. What is it suicide? Suicide is an act deliberately initiated 

and performed by a person in the full knowledge or expectation of his outcome. So first there 

is a conceptualization of the act that is that the patient is going to undergo then there is 

understanding, if this is the way I am going to act and this is going to be the deliberate 

outcome. So, that is ultimately it is a behavior. So, there is conceptualization of a problem, 

there is understanding and then there is an execution, 3 most important entities that is, that the 

patient undergoes in order to commit suicide.  

So, it is a very deliberate, a very impulsive kind of act. Sometimes it is a very foolproof plan 

that the patient wants to end his life depending upon his circumstances in their life. So, what 

is deliberate self-harm, suicidal intent and lethality, some important terms related to suicide, 



deliberate self harm is when the patient is there is no intent to die, but there is self inflicting 

pain and destructive or injurious acts done to himself or herself. The intent is when there is a 

when there is a desire for self destruction, which can lead to death of the patient.  

And lethality is the method of associated the method of committing suicide the outcome of 

the method which the patient tries to undergo, where he or she very well knows that this is 

the method if I try to execute there is more than 100 percent chance of ending my life.  
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So if you see the global scenario of suicide, 703000 people died by suicide in the year 2019. 

And suicide rate is 9 per 100000 for 2019 for the year 2019. These are the case reports from 

Global Health estimates. In India, it is the number one cause, suicide is the number one cause 

of death among 15 to 29 years age group and 1 in 4 of men and 1 in 3 of women. If you 



compare this to statistics across the globe, it is 1 in 4 of men and 1 in 3 of women that they 

are committing suicide and the suicide rate if you compare from last 3 years, it has increased 

from 10.2 to 11.3 per lakh, per 100000 population.  
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Age distribution as we have seen previously, it 15 to 29 years of age group. The data reveals 

it is 34 percent belong to 18 to 30 years of age group and a 31 percent for 30 to 45 years of 

age group, state wise distribution in India, the Maharashtra state tops the list of committing 

suicide peoples committing suicide.  

Among the methods of suicide, which is taken by the patient, hanging is the most common 

means of committing suicide, followed by poisoning, then you have drowning and firearms, 

touching electric wires, going under the railway tracks, self inflicted injury, those are the 

methods by which patient tries to commit suicide.  
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What are the risk factors of suicide basically divided into 3 class, bio psychosocial factors, 

environmental factors and socio cultural factors. If you look at the bio psychosocial factors, 



these are the patients who are suffering from chronic illnesses, they can be medical illnesses 

or psychiatric illnesses. So medical illnesses, you have all sorts of cancer, carcinomas, 

orthopedic, tumors, your long standing surgeries, cranial surgeries, and in case of like non 

communicable diseases, you have long standing diabetes where the patient lands up in taking 

insulin from last 10 years, they are in a very pathetic kind of state.  

And the conditions or the states which act which further adds to the misery of the patient is 

when they become bedridden, crippled, and they are not, the mobility is lost for the patient. In 

those kinds of circumstances patient actually tries to commit suicide, thinking of this 

miserable life of himself or herself. So you have all sorts of psychiatric illnesses, bipolar 

schizophrenia, you are the treatment for the patient, it is there from last 10 years, 20 years and 

they are not coming out of the illness, the trajectory of the prognosis is very bad, they are not 

feeling that they should be able to recover from the present ongoing illnesses.  

Then you have substance abuse, the patient who are undergoing or who are under the effect 

of this notorious substances like nicotine, alcohol, cocaine, MDMAs, cannabis. They are 

abusing it from last 10 years, 20 years and howsoever hard they tried they are not able to quit 

this habit of this and so they become like frustrated and they try to impulsively commit 

suicide by escaping from the situation that now I will not have to deal with this situation.  

So you have environmental factors, what are the common features under environmental 

factors you have relationship issues between the parents you have marital conflict or you 

have conflict with your family members, relatives, even your friends.  

So, all of these can actually culminate into committing suicide, you have in case of childhood 

abuse, you have physical, sexual, or in case of elderly, you have economical abuse, physical 

abuse.  

So, these are all those factors interpersonal difficulties among maybe family members or 

friends, families, the place where you live, the address, the locality where you habitat is not 

conducive enough, everybody is like trying to segregate you try to ostracize you banned from 

society. Because you are not able to mingle because of the undergoing substances, you are 

undergoing some treatment for psychiatric illnesses, so, they are not allowed the stigma 

associated with those issues. They are not allowing you to come and mingle and try to 

intervene with this society, the integration of the society is not proper, all of these factors, 

they culminate into suicide.  
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The most important thing is the risk of second attempt is highest within the 3 months of first 

attempt of suicide. What are the Etiological factors, the first and most important is genetic. 

Now, there are studies and evidences available, where the first relatives like if the parents 

mother or the father, if they have committed suicide, so, it actually predisposes the patient the 

next generation that there is high genetic loading in the gene, which predisposes the patient to 

commit suicide.  

So, that does not mean that if your father or your mother has committed suicide in the past 

and you will be committing suicide in the future, it gives up it means you are being 

predisposed there is a gene which depending upon the circumstances and environmental 



factors can actually precipitate or impulsively patient can commit suicide by trying to escape 

out from the situation if he or she is not able to manage it.  

Now, those sociological theories, Emily Durkin was the person who was actually working on 

this and he tried to classify this sociological theories into 3 types that is egoistic, altruistic and 

animistic. The atomistic one is, as you know, the patient tries to like give up all these worldly 

pleasures and just to satisfy the ego of others, like the say for example, the border, the person 

who is there at the border, the army persons, they sacrifice their lives for the sake of their 

entire nation.  

If you come with like, egoistic, egoistic is where the person does not try to socially integrate 

in the society and that is how the literature and the evidence says it says, it says that those 

who are not integrating into society are more predisposed to commit suicide, like the married 

members of the family, they are more protective of not committing suicide, the ones who 

have children, they are more protective of not committing suicide, because there is the sense 

of belongingness with the family, which actually tries to or tries to inhibit the person from 

committing suicide because they think they have someone who he or she has to look after 

they have to think for the future.  

A biological factors, Serotonin is a neurotransmitter which is responsible for the mood of the 

person. So, there are some evidences which tells that the metabolite of serotonin that is a 5 

hydroxy indole acetic acid, it is decreased in the CSF, the metabolites, the duration factors of 

the serotonin, they are decreased in case of patients suffering from depression, who 

ultimately land up in committing suicide. So, there are evidences available so there is Gene 

also, which is predispose in the patients who are committing suicide TPH gene tryptophan 

hydroxylase gene is present in the patient. The most important factor is the L allele, which is 

present in the patients who are committing suicide.  
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Now, how are we supposed to assess the suicide? It is basically done by commonly 2 scales, 

what is Beck Suicide Intense Scale and the Columbia Suicide Severity Rating Scales, both 

these scales are done like they are performed to assess the intent, lethality, the how, what is 

the method of committing suicide is it like foolproof it is like they have the persons who have 

actually tried to commit suicide. And they have tried it and not succeeded in the past.  

So there has been some previous attempts, or they are committing suicide under the effect of 

substances like alcohol, nicotine or opium or cocaine or anything else. So this case, they 

actually try to assess the patient who might commit suicide in the following headings.  
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So, what should be the goal? The ultimate goal is to prevent this nuisance, first and foremost 

is foremost is to promote the awareness that suicide is a public health problem, and it is 

actually preventable, develop implement strategies to reduce the stigma associated with those 

3 important consumer services, that is ones who were using substances, the ones who are 

undergoing mental treatment, the treatment of various psychiatric illnesses, and the ones who 

might be committing suicide, which have been like these patients who are undergoing 

treatment and they want to prevent their execution of suicide. So they seek for these 

opportunities this services. So we should try to implement strategies to reduce stigma, so that 

these patients should come up and seek help.  

Promote efforts to reduce access to lethal and methods of self harm, that is firearms or 

poisonous substances, or like the tablets which are procured by the patients should not be 

given without a valid prescription. Develop and promote effective clinical and professional 

practices. Improve reporting and portrayals of suicidal behavior. This is a very important 

point here. Because the sensationalization of the reporters in various public media news, or 

internet, it actually gives a kind of courage that is the way we can actually escape out from 

the problem so that people can remember us in future. So there should be a responsible 

reporting of this kind of portrayals in the media.  

Promote and support research on suicide and suicide prevention. And we should really 

expand the surveillance system, the various epidemiological surveys as to how the persons 

who are living in the communities how are they coping with the normal day to day life 

problems.  
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Now, there is a national suicide prevention strategy where you have a holistic plan from all 

sorts of agencies like government agencies, community groups, NGOs, local self 

government, non government organization that is NGOs, professional bodies, so everybody 

should act in collaboration, to actually try to inhibit this nuisance, and that will help in further 

prevention of the suicide.  
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What is aggression and violence? So how are we going to assess this kind of behavior in the 

emergency, they had some lookouts, certain points that the person should be looking for the 

ones who are assessing the patient at the emergency. Acts of recent violence, verbal or 

physical threats, like I am going to harm you this is the reason for which I am here. 

Progressive psychomotor agitation, if the patient is under some kind of substances like 

alcohol, nicotine, or all kinds of things, some paranoid features if the patient is suffering from 

psychiatric illnesses, delusions, hallucinations, that can this can further provoke and gives 

rise to this manifestation of agitation violence or aggression. This can also be under due to 

command auditory hallucinations, where the voices are actually commanding you to behave 

in a certain kind of manner.  

Catatonic excitement, a patient with mania or who are undergoing agitated depression. These 

are the situations where the patient might behave or create violence or aggressive patient can 

be aggressive.  
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Assessing of the risk of violence, consider voilent ideation, wishes intent, if the patient is 

like, he is not verbally expressing it out, but there is an intent which is which has to be 

observed by the non verbal behaviors, the body language of the patient. Consider the age, 

gender, socioeconomic status, status, social support, past history of what has where the 

patient has committed this kind of aggressive behaviors in the past, and the antisocial 

personality disorders, where the patient are supposed to act in a certain kind of way. It is not 

that it is very deliberate that this will be acting, but because they are predisposed to act, 

because of the personality disorder that they are inhabiting.  
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So, under Section 94 of MHA, that is Mental Health Act 2017 any medical treatment may be 

provided to this kind of patients subject to informed consent of the nominated representative. 

So, this kind of patients if they are accompanied by a person or family or a relative or a 

friend, so, if he or she happens to come forward and seek for help, it is because of their 

informed consent, they are concerned that this kind of patients can get treatment, it does an 

immediate danger to prevent this to self and to others and the person causes serious damage 

to other belongings to sell for others.  

So, these are the criteria’s where the section 94 can be implicated. So, this should be done 

under 72 hours. And if the patient is voluntarily getting, wanting to get treated himself can be 

admitted under 85 86 of MHA. Or if the patient does not have the capacity, then obviously 

with the help of a nominated representative, this kind of patients can be admitted under 

Section 89 of the Mental Health Act.  
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So, what is catatonia? Catatonia is a neuro psychiatric conditions. It is basically a triad of 

mutism posturing, and you are all sorts of catalepsy, basically 3 types of things mutism, 

negativism and posturing 3 are the triad which is basically looked after for diagnosing 

catatonia presents of 3 or more.  
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Now, there are various signs and symptoms when the patient presents in the emergency. Most 

important is stupor, stupor is actually accompanying 2 components that is immobility and 

mutism where the patient does not move is not able to move around and he is not able to 

speak so there is mutism and as well as immobility, automatic obedience is when the subject 

is asked to do but when the subject is asked to do something, but there is also an instruction 

that you are not supposed to perform like this, but the patient howsoever acts deliberately.  

So what is MB tendency, so MB tendency is when the patient tries to alternatively cooperate 

and go back and not cooperate at the same time simultaneously. So it can be exemplified in 

the form of hand shaking where the examiner tries to shake hands with the patient. So patient 



tries to move his hands forward and at the same time moved his hand backwards. So there is 

an opposition and as well as cooperation on the part of patient.  

So there is Echolalia Echopraxia, Echolalia Echopraxia is when Echopraxia is when the 

patient tries to imitate the actions of the examiner or the one who is trying to assess and 

Echolalia is when the patient is trying to repeat the words of what the examiner is asking or 

telling.  

There is Mitmachen and Mitgehen, posturing that is catalepsy, all those symptoms, then you 

have a Gaganhaltan, this is the kind of negativism, regulative rigidity, it is a kind of 

negativism where the activate where in which there is active resistance and this passive this 

resistance increases when you try to execute a movement, so there is the opposite resistance. 

So catalepsy is when a subjects body posture is left in an awkward position, and the position 

is held for a brief period of time before slowly relaxing, despite asking the patient to relax. So 

we have a description of that is waxy flexibility and psychological pillow. So the patient is in 

a kind of uncomfortable position here and he tries to maintain this kind of position for 

minutes to ask together.  

(Refer Slide Time: 24:13) 

 

That is one of the classification. Classification is basically of 3 basic types that is non 

malignant delirious and malignant. So normally, it is responding to benzodiazepines. 

Delirious type is it requires high doses of benzodiazepine, and as well as it responds to ECT, 

but it worsens to antipsychotics. Malignant catatonia is somewhat having features similar to 

NMS it is not exactly but somewhat features similar to NMS.  



The pathophysiology of catatonia it is all proposed mechanism is that you have alternative the 

dysfunctional levels of glutamate, dopamine and GABA and there is decreased GABA 

receptor activity in the orbitofrontal part of the brain frontal cortex and the parietal lobe of the 

your cortical area and you have increased glutamate activity which is giving rise to this kind 

of affective motor or mood symptoms.  
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So how do you treat catatonia? The drug of, I will not say see the drug of choice the first and 

foremost treatment for catatonia is benzodiazepines. Why because the neurotransmitters is 

GABA, glutamate and dopamine, it is there disturbances in the various lobes, which is 

causing this kind of many manifestations. So, if you go back and try to see the lectures of 

schizophrenia, where I have discussed the GABA levels each and this glutamate this 

glutamate, GABA and dopamine they are under feedback inhibition kind of system. So, 

GABA tries to negatively give the dopamine.  

The dopamine levels and glutamate levels they are under feedback inhibition. So if you give 

the, if you increase the GABA levels by giving benzodiazepines this kind of scattering 

symptoms can get negative.  

So first, we try to give oral benzodiazepines specifically Lorazepam. If there is no 

improvement in the symptoms, we try to give intramuscular Lorazepam if there is no 

symptoms, no relief of the symptoms, we try to increase the dosage of 2 to 4 milligrams for 

the 8 milligrams and 16 milligrams and give rise to if and if there is no relief of the 



symptoms. We try to give the intravenous injections. If there is no improvement with 

intravenous injections at all ECT is indicated.  

So we have actually deleted this kind of treatment there is a delineation of the treatment 

where the psychosis is involved with catatonia or if there is a mood disorder, which is 

involved in Catriona. So if there is a psychosis, atypical antipsychotics can also be tried and 

FDA is suggest the 2 most important antipsychotics which is used as aripiprazole, and 

risperidone with Proserpine, which has a good response rate.  
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Let us come to Iatragenic emergencies, the drug and use cases. So here in psychiatry, we 

have more than 50 to 60 molecules at our disposal, from which we try to treat the patients and 

we heavily rely on these 4 classes. What are these 4 classes? These are basically mood 

stabilizers, antipsychotics, antidepressants, benzodiazepines.  

So among antipsychotics, we have acute dystonia, Akathasia, Neurolept malignant syndrome 

and Antipsychotic overdoses. Antidepressants, we have SSRI withdrawal syndromes, 

serotonin syndromes, priapism, anticholinergic syndrome and overdose due to SSRIs SNRIs, 

or TCA. Mood stabilizers you have lithium toxicity and Valproate toxicity, and lastly, 

benzodiazepines intoxication or withdrawal phases.  
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So let us start with antipsychotic related emergencies. Dystonia is the first thing that we 

encounter in an emergency where the patients they come with over extension or over flexion 

of the hand inversion of the foot lateral flexion retro friction force closure of the eyes will 

lead to a curb light Gary crisis, but there is all kinds of symptoms they decreases if the patient 

is in action, or they are sleeping.  
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So there are as I have told you, they can be various presentations of this dystonia, cervical 

dystonia as laryngeal dystonia, spasmodic dystonias, oromandibular dystonia. How do we 

manage it? Managing it by central anticholinergic that is trihexyphenidyl, diperiden, 

procyclidine, Peripheral anticholinergics this is promethazine, GABA agonists baclofen and 

benzodiazepines are also given to treat this kind of conditions.  

And lastly we have dopaminergic agents that is bromocriptine. So do not mechanism of 

action of these drugs is due to modifications in dopaminergic and cholinergic 

neurotransmission and reduced GABA mediated inhibition in a dystonic central nervous 

system.  

(Refer Slide Time: 29:19) 

 



 

What is Akathisia? It is a subjective restlessness on the part of patient and compelled desire 

to move out. So individuals with Akathisia they generally experience this intense kind of 

sense of uneasiness and inner restlessness, most and preferentially involving the lower 

extremities. The treatment is by beta blockers preferentially propranolol and by the 

benzodiazepines. So, what are the drug induced Parkinsonism that can actually present in the 

emergencies?  

These are tremors the most notorious ones to cause are the SSRIs SNRIs lithium valproate 

among psychiatric psychotropics, which are given to the patients lithium valproate, beta 

adrenoceptor agonist, dopamine receptor antagonist. And they all are managed by reducing 

the dose or with the help of beta blockers, dystonia we have already discussed. So what is 

tardive dyskinesia? Tardive dyskinesia is developed some months and years of the treatment 

of anti psychotic usage. Specifically, they start with the orofacial region and they are 

managed by tetrabenazine. That is vesicular monoamine to receptor blockade. 
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Let us come to be Neuroleptic Malignant syndrome. So, what is Neurolept Malignant 

syndrome? It is sudden reduction in the dopamine levels due to D 2 receptor blockade and 

there is or there can be abrupt withdrawal of the due to SEPTA stimulation. It develops 

within hours or days after exposure to the notorious drugs, most commonly typical 

antipsychotics.  

And there are features in the form of mental state changes that is confusion, irritability, 

agitation, that can be fever, muscle rigidity, and autonomic instability that is blacky cardio, 

postural giddiness, all those kinds of features are present when the patient is presenting in the 

casualty with NMS. What are the drugs that causes NMS, these are these can be 

antipsychotics antiemetics among antipsychotics, not most materials to call other typical ones 



that is haloperidol chlorpromazine and among antiemetics we have Metoclopramide or 

Domperidone.  
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What is the diagnosis of NMS, it is development of severe muscle rigidity, or elevated 

temperature associated with the use of neuroleptic medication. And 2 of the following 

features can be present with a lab diagnosis of increased creatine kinase levels, which leads to 

muscle injury ultimately, increased those muscle injury leads to acute renal failure, those 

myoglobinuria they occur and ultimately leading to acute renal failure.  

So symptoms in criteria that is those muscle rigidity or a temperature they can be present. But 

these all conditions should not be due to a general medical condition or due to any some kind 

of substance which the patient might be abusing it.  
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What is the treatment, since it is an Neurological emergency delay should not be done and 

treatment should be given as soon as possible. Cessation of the suspended offending agent 

that is the first thing that we should be doing it. Treatment of the hyperthermia that is fever 

by cooling blankets or ice packs, aggressive hydration, and a dopaminergic agonists agent to 

counteract the hypo dopaminergic state.  

Now these are this is basically given by bromocriptine or amantadine. Bromocriptine is given 

2.5 milligram twice or thrice daily and amantadine 100 milligram twice or thrice. Dantrolene 

is a muscle relaxant it works by inhibiting calcium release from sarcoplasmic reticulum it is 

also given to counteract the condition. It leads to decrease in the muscle contraction on the 



part of patient. Benzodiazepines also has a muscle relaxant action. So, these are also given to 

decrease the agitation of the patient.  
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Antipsychotic overdose, antipsychotic basically typical and typical with those neuroleptic 

medications they are basically they are into typical antipsychotics and atypical antipsychotics 

those first generation and second generation. So, depending upon the side effect profile, the 

receptor mediated action on the drugs we can actually try to observe or assess, okay, which 

drug can be given to the, which drug might have which drug with the patient might have 

consumed who is there at the emergency.  

So, depending upon those receptor mediated action of the drugs, we can actually observe the 

patient. So orthostatic hypotension is basically due to alcohol and blocking action. This 



erectile dysfunction in male it is due to serotonin decrease in the serotonin and dopamine 

levels, weight gain is preferentially most commonly seen due to 5HT2C receptors. The 

hypertension which is observed in the patient is most commonly due to close up in sick 

whereas Risperidone, Quetiapine, Aripriprazole they are less commonly notorious to cause 

hypotension, among Q T prolongation most notorious is to cause by the pimozide which is 

the typical antipsychotic and cariprazine and lurasidone they are very least possible factors 

very lease possible agents which are causing to deplogation.  
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So, how will you treat this toxicity since there is no specific antidote, supportive therapy 

remains the mainstay. We have to consider for gastric lavage or reduction of MSS 

maintenance of ABC that is airway, breathing and circulation, which is very critical for the 



patient, comatose patient with a difficult airway or upper airway obstruction they require 

tracheostomy and supplemental oxygen if required.  

So hypotension and circulatory collapse they need aggressive treatment with IV fluids 

concentrated albumin and vasopressorin agents as norepinephrine or epinephrine. 

Extrapyramidal reactions they are basically treated by Central Anticholinergics. ECG and 

vital signs that has to be regularly monitored, especially for signs of polymorphic ventricular 

tachycardias.  
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Let us come to antidepressant related emergencies. First and foremost is the SSRI 

discontinuation syndrome. Now SSRI discontinuation syndrome basically is observed with 

the ones those who experience symptoms during the first week of starting of the SSRIs.  



So these are the patients in which the SSRI discontinuation syndrome is most commonly 

observed. How it happens if there is abrupt discontinuation of the SSRIs with preferentially 

shorter half lives of the drugs that is paroxetine or fluoxetine. So, these are basically 

manifested in the form of weakness, nausea, rebound depression, the symptoms the there is a 

resurgence of symptoms.  

There is insomnia poor concentration agitation, at times can be migraine like symptoms. So 

they are treated by restarting the offending agent suppose we have abruptly stopped we need 

to restart it or it is managed with the fluoxetine adding fluoxetine because it has the 

maximum half life of 7 days more than one week.  
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Next come serotonin syndrome, now serotonin syndrome is basically diagnosed with the help 

of triad that is altered mental status, autonomic dysregulation and neuromuscular 

abnormalities, there is a hunter's criteria which is utilized for diagnosis of the serotonin 

syndrome, it is spontaneous cloners agitation diaphoresis with or without hypertonia 

temperature and tremors and hyperreflexia these all conditions has to be met one or the either 

cases.  
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What is the pathophysiology of serotonin syndrome? The basic idea is that in the synaptic 

cleft, the serotonin levels are increasing, this can be due to either decrease degradation, or 

decrease reuptake or do to increase synthesis or various kind of pathological reasons. So, 

basic idea is the serotonin levels in the synaptic cleft is increased. That is how the serotonin 

syndrome is caused.  
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What are the features of serotonin syndrome? They are basically divided into mild moderate 

and severe types mild is you have mild autonomic symptoms. In moderate subtype you have 

hyperthermia that is more than 40 degrees Celsius eye movement abnormalities agitation 

pressured speech, in severe the temperature is more than 41.1 degrees Celsius and then there 

is autonomic instability with hyperactive bowel sounds at times associated with delirium that 

is patient is confused and muscle rigidity can also be present. In complicated cases, seizures 

and human failure with metabolic acidosis or rhabdomyolysis and multi organ failures can 

lead to death of the patient. How do we treat this?  

Treatment is by identifying and stopping the offending serotonergic agent with the patient is 

receiving supportive care to stabilize vital signs oxygen saturation and maintain his oxygen 



saturations. IV fluids, continuous temperature cardiac monitoring, and in severe cases, there 

is consideration of the addition of certain antagonists alongside the muscle paralysis.  

So in mild, moderate severe cases you have in mild cases, you just need to discontinue the 

offending medication and give supportive treatment. In moderate cases, you have aggressive 

treatment, you need to aggressively treat the hemodynamic instability, with addition of 

serotonergic antagonists added Cyproheptadine and in severe cases, since it is a multi organ 

failure or multiple organ systems are involved. We need to take consultations for the like we 

need to (()) (39:08) with the other departments in order to intervene the condition on the 

patient.  
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Other most common, like the condition which is encountered in emergencies or priapism. 

Priapism is defined as prolonged and persistent erection of the penis without sexual 

stimulation and this erection is more than 4 hours duration. Now it is basically of 2 types that 

is non-ischemic and ischemic type. Ischemic type is due to veno occlusive low flow and non 

ischemic type is due to arterial and that is high flow. Now this non ischemic type is treated 

conservatively and the ischemic type becomes a neurological emergency. 

So since it is a neurological emergency the treatment is by oral pseudo ephedrine penile local 

anesthetic blockage, aspiration of the corporate that is with the injection diluted 

phenylephrine is given. Surgical cavernosal is spongiosum shunt is also tried and Corporal 

dilatation with or without immediate penile processes is placed, if it becomes a condition 

where the treatment is not possible with other cases.  
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What are the anticholinergic syndrome, but these other medicines which gives rise to 

symptoms of like those anti cholinergic receptors empty receptors, which is contracting the 

patient, there are systems which commonly involved are CNS that is the patient can land up 

in delirium, there can be hallucinations, agitation, restlessness, confusion, picking up the 

cloth, those kinds of behaviors can be present.  

Among physical findings patient might need be like have sweating, or like there will be loss 

of sweating, dry mucous membranes, altered mental status, immediate attention, these all 

features are due to Mt receptor blockade, where you have decreased secretions.  



So, treatment is by Physostigmine. It is only given in the cases of peripheral and central signs 

and symptoms of antibiotic poisoning. Second is to maintain hydration and third is ECG 

monitoring because TCA is notorious to cause Q T prolongation.  
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Antidepressant overdose and reverse an overdose TCS as we have seen they cause 

anticholinergic syndrome so we need to be careful regarding the dosage of the TCS when the 

patient is being given.  

So, how are they managed and proper management of the airway, their breathing and 

circulation in cases of TCA poisoning. In cases of seizures benzodiazepines is used but in 

case of refractory seizures, the anticonvulsants like phenobarbital or propofol, like GA can 

also be given sodium bicarbonate should be given to hemodynamically unstable patients and 

the aim is to narrow down the QRS complex because TCA are known to district cause QT 

prolongation, QRS complexes prolongations.  
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So, treatment is by alpha adrenergic agents that is norepinephrine and since TCA are a highly 

protein bound with an extensive volume of distribution enhanced elimination, so, we should 

not try to eliminate the lease out with the dialysis or hemoperfusion that is why it is not 

effective.  

So, Let us come to SSRIs and SNRIs. How are they acting so like for SSRIs there is those 

hunts written on top lytic criteria and the features are spontaneous cloners inducible cloners, 

agitation ocular cloners, tremors hyperreflexia and in case of venlafaxine, you have those 

tachycardia, unusual sleepiness, dilated pupils, seizures, vomiting, cardiac arrhythmias, 

hypotension, muscle aches or pains or dizziness.  
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How can we manage this patients who are experiencing minor symptoms can we manage that 

home in conjunction with a doctor on a regional poison control center. So treatment is largely 

supportive and it involves discontinuation of all serotonergic drugs hypertonicity rigidity and 

hybrid fever are evident in severe cases of certain toxicity whereas the patients requiring (()) 

(43:22) intubation.  

So muscle rigidity is the primary cause for hyperthermia. We need to counteract this, if 

benzodiazepines is like they do not sufficiently control spasm or temperatures more than 41 

degrees Celsius, we need to intubate the patient and in cases of refractory to supportive 

control, so a supportive care Cyproheptadine is indicated.  
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Among mood stabilizers, lithium and valproate are most commonly given for bipolar 

affective disorders or for augmentation of the major depressive disorders, so lithium, the most 

important point is that despite of the fact is lithium serum levels are within the normal range, 

but the side effects of lithium are many manifested. So the therapeutic level for lithium is 0.6 

to 1.2 milligrams per liter and the maintenance level is 0.5 to 1 milligrams per liter.  

So what are the signs and symptoms where the patient with the lithium toxicity with mild and 

moderate intoxication they can present with, they can be in the form of gastrointestinal that is 

vomiting, abdominal pain, dryness of mouth, or neurologic manifestations like ataxia. 

Dizziness, slurred speech, misdiagnosis, muscle weakness.  

In cases moderate and severe intoxication, gastrointestinal manifestations in the form of 

anorexia patient will not be able to eat there is no hunger or appetite is persistent nausea, 



dizziness, vomiting on the part of patient in neurologic manifestations you have blurred 

vision, diplopia, hyperactive tendon reflexes, conversions might develop seizures. Patient can 

be confused at times and can go to coma. In case of severe lithium intoxication, there can be 

generalized convulsions, but all cortical lobes areas are involved, patient can end up in acute 

renal failure or death.  
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So, how are we going to treat this lithium toxicity, lithium toxicity levels when they are 

above 2 mili equivalents per liter, they give rise to the manifestations more readily. So since 

there is no antidote, the primary is the primary we need to look for hydration of the patient. 

So we need to avoid all diuretics and gastrointestinal distress decontamination. If the patient 

has severe renal dysfunction or failure, or severe altered mental status, hemodialysis is 

considered and for tremors 20 to 30 milligrams of propanol 2 to 3 times per day can be given.  
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In case of valproate, therapy for patients with valproate toxicities is mainly supportive and 

initial stabilization and resuscitation, that is ABC airway manage breathing and circulation, 

we need to give IV access that is IV administration of patients who are having hypotension. It 

is IV fluids. Patients with severe respiratory depression may require endotracheal intubation 

and mechanical ventilation and benzodiazepines are given if there is a chance of seizures due 

to Belgrade toxicity.  

Gastrointestinal decontamination is performed and the use of L carnitine is indicated for if 

there is an acute overdose of valproate presenting with altered mental status, serum ammonia 

levels has to be assessed. This can give rise to confusion delirium for the patient, and 

hemodialysis with the extracorporeal treatment is integrated for valproate concentration and 

the levels of Alphard they increase more than 1300 milligrams per liter.  
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Let us come to benzodiazepines, now benzodiazepines basically they are into short acting, 

ultra short acting and long acting. For short acting the withdrawal symptoms begin within 1 

to 2 days for long acting they begin with between 2 to 7 days. The symptoms which can 

manifest with withdrawals of this short acting benzodiazepine as they are in the form of 

anxiety, insomnia, restlessness, agitation, irritability, poor concentration, difficulty in 

memory and not able to retain properly.  
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So what are the signs and symptoms of benzodiazepine discontinuation? Basically, we need 

to look after 4 domains that is mood perceptual abnormalities, physical signs and symptoms 

and sleep so there can be irregularity in the sleep, the disturbances of sleep. They can be 

disturbances of mood, and cognition, where you have anxiety, apprehension, difficulty, 

irritability, then you have perceptual disturbances in the form of hallucinations, illusions, 

blurred visions, depersonalization.  

So what are the symptoms of benzodiazepine intoxication when the patient is coming up with 

an intoxicated state of taking this benzodiazepines in a high dose, like they can manifest in 

the form of incoordination their voluntary movement They are not in a position to coordinate 

hand eye coordination muscle, lower extremities, upper extremities, they are not able to 

coordinate properly, there is disarticulated, defective articulation of the speech, they are not 

able to speak properly nystagmus there is to and fro motion of the eyeballs of the patient. 

Impaired memory, they are not able to like the attention concentration, the registration of the 

facts and figures, it is not proper, the retrieval of the facts is not proper.  

Because these mental faculties they are impaired they are under the effect of this 

benzodiazepines. There can be difficulty in movement, the gait disturbances, how they work. 

And in severe cases, stupor, coma, or at times death can also occur.  

What are the guidelines for benzodiazepine withdrawal? We need to evaluate and treat the 

medical and psychiatric condition obtain the drug history with urine and blood samples, 

determine the dose for which the patient has consumed the particular medicine and for how 

many days he has, like what is the last time that the dose was consumed, hospitalized if we 

need to see and collaborative this patient needs inpatient admission for intervention for 

treatment for the patient is long acting benzodiazepines required or not, and if the patient is 

taking short acting benzodiazepine, the treatment starts with giving the long acting aspirins 

because there is no rebound withdrawal for the symptoms.  

The patient when they are in the recovery stage, and when these benzodiazepines long acting 

method regiments are given we need to taper down the dosages with a decrease in the dose of 

30 percent on the second and third day, tapering of the dosage should be done depending 

upon the symptoms present by counteracting them. And at times this psychological 

intervention assists patient in managing the anxiety.  
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So what are the factors which demand psychiatric emergency care, these are decreased 

accessibility unwritten list of the conditions, lack of health insurance, poverty, limited 

education. We do not know regarding the conditions of the various psychiatric illnesses or the 

psychotropic drugs.  

Belongingness of the vulnerable from the vulnerable population, no diversion of separate 

space for psychiatric emergency services in the casualty, you do not we do not have separate 

space to deal with this kind of patient, we have to go and intervene this patient in the 

common area. Psychiatric patients regarded as a nuisance and hindrance to work at the 

hospital, they are not given the normal comfort or conducive environment to get treatment.  



So negative mindset of the family members at times negative attitude towards the psychiatric 

consultant and assumptions that these symptoms are not genuine and are volitional on the part 

of patient they are doing it deliberately, which is not true medical emergency. So Marked 

change in a person's mental status that activates a response in the support system to seek help 

may come under the responsibility of the emergency psychiatric system.  
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So in this lecture, we have discussed regarding the concepts of suicide, violence, aggression, 

catatonia, various deleterious side effects of psychotropics, and its related emergencies these 

are the references. Thank you  

 


