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Don’t Label'Me?A Qualitative Study of Patients’ Perceptions and Experiences of

Sedation during Behavioral Emergency in the Emergency Department
Abstract
Objectives

Behavioral emergencies are commonly seen in emergency departments. Acutely agitated
patients can“be’ difficult to manage and sedation may be required to decrease dangerous
behavior and to.ensure the safety of both the patient and staff. While the expefistafe

caring for this population has been reported, patients’ experiences with theall over
managementsremains unknown. We aimed to describe the perceptions and exgpearienc

patientssaegarding the use of sedation during acute behavioral emergencies.
Methods

Faceto-face _semistructured interviews were conducted with adults aged 18 years or older,
who had ‘received parenteral sedative medication for the management of a behavioral
emergency-and=were deemed capable to participate. The participan@asiealeabout their
experiences=ofsreceiving care in the emergency department during the episodeiand t

perceptions‘of'sedation. All interviews were transcribed verbatim and analyzed thematically.
Results

Data saturation was reached after 13 intervieWwso broad themes emerged: trusting
relationships;and needs or wants following sedation. A trusting relationshigtithbough

() confidence in care; (ii) sedation as an appropriate treatment; (iii) insight into own
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behavior; and (iv) humane treatmeRbaur subthemes of needs or wants were identified: (i)

empathy; (ii) debrief; (iii) addressing concerns; and (iv) follow up.
Conclusions

A trusting relationship was identified as crucial to minimize the negative impact of coercive
measures used,to manage behavioral emergencies. Participants expressed similar needs to
patients presenting with medical problems. This study illustrates their needs for
compassionate communication, adequate information about the treatment provided, and

follow-up care.

Introduction

Acutely agitated patients are commonly seen in emergency departments (ED). As these
patients may cause harm to themselves or others, acute agitation is also known as behavioral
emergency (BE). A proportion of acutely agitated patients willlnede managed with

coercive measutes such as restraint and sedatiormany cases, the patients do not have

the capacity during these emergencies to participate in the therapeutic decision to sedate

them.

Several studies have explored patients’ezignces of involuntary medication administration
during psychiatric emergencies in the inpatient sefffign studies which examined

patients’ emotions after being involuntarily medicatédthe majority of patients expressed
being fearfulmangry, ¢ipless, and powerless; only a very small proportion expressed relief
and gratitudé.However, it is not known how these emotions influence the patiafit-
relationshipytrust and future health seeking behavior.

Current literature addressing patients’ perspectives and experiences on BE care, particularly
in the EDis,scarcdllen et al*? reported that most respondents did not feel that the staff

had adequately addressed their problems or concerns about tiketvtieduring their stay in

the ED. More than one half reported that the experience had made them unwiléel tus
psychiatric care again. That U.S based study suggests that the impact of a negative experience

could be minimized by identifying and a@dsing patients’ needs during a BE.

This article is protected by copyright. All rights reserved
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Recent studies have reported healthcare providers’ experiences in caring for agitated patients

in the ED** but have not explored patients’ accounts of their experiences. Our study aimed
to provide a voice for patients who received care during their BEs in a singlehED. T
objectives‘were to explore the impact of this experience on the pstiaéhitelationstp and

to understand the needs of patients following seddtloderstanding the patient experience
could enhance communication between clinicians and patients, inform training, and

ultimately optimize patient care in situations where sedation cannoblukedy

Methods

Study Design

This phenomenological qualitative study was designed to explore patients’ experience
within a short onde-one semistructured interview (i.e. 30 minutes or less), taking into
consideration participants’ mental state after recovery from sedation. Tdhys&is
approved by.théluman Research Ethics Committees of Melbourne Health and Monash

University:

The researeh’'team comprised a diverse, multidisciplinary team with complementary areas of
expertise. JK, DT, and MG each have more than two decades of experience in emergency
care and extensive research experientkarmanagement of clinical aggression; providing
aninsider’s perspective on this research topic. DK is a pharmacy practice academic with
experience.in qualitative studies; providing an outsider’s perspective to the ssigly. dde
intervieweryCYyis a PhD candidate with clinical experience in providingtogratients

with mentabillness and is trained in qualitative data collection.

Study Setting and Population

This study was conducted tine ED of an Australian metropolitan, tertiary referral, public
hospitalwith an annual census of 70,000 adult presentations. All individuals presetiting w
a BE are first brought tan emergency behavioural assessment room. The internal security
call deggnated as Code Grey is triggered. Code Grey is a structured team approach that al
ED staff and security personnel are trained to implef2ft If a show of force and verbal

de-escalation fails, the individual will then be restrained and sedafisd.initial assessment,

This article is protected by copyright. All rights reserved
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mentally stable patients will be transferred to the behavioral assessment unit (BAU), a
discrete area within the ED Observation Usyitecifically designed to create a safe and

therapeutic environment for these patients.

All patientsaged 18 years or more presenting with BE in the ED, who required parenteral
sedative medication, and who were psychologically stable and capable of providing informed
consentywerereligible to participate in this study. Potential participants’ abipgrticipate

was assessed by the ED doctors, nurses or the emergency mental health clinicians responsible
for monitofing the patients, and was based on the Acute Arousal Scale'(AR@pntial

participants were approached only if they had an AAS score of 2 (mildly aroused, pacing,

still willing'to/talk reasonablydr 1 (settled, minimal agitation)ndividuals were excluded if

they were ‘physically or psychologically unstable or unable to demonstrate capacayitte

informed consenParticipants werergolled daily from 7 a.m. to 9 p.m. between May and
September 2016. Individuals who were treated and discharged overnight were excluded.

Study Protocol

All interviewswere conducted in a private cubicle within the BAU while patients waited to
be discharged..During the interview, the door was closed and no other people/patients coul
overhearthe'conversation. Potential participants were identified by EDIstaninimize

missed cases, BAU staff received daily telephone reminders.

All potential,participats were given a plain language statement about their rights and the
study objectives. As no reimbursements were offered to participants, there was minimal risk
of social'desirability bias where participants may have felt more compelled to tell

interviewes ‘what they wanted to hear’.

To ensurerparticipants were mentally fit to comprehend the plain language statement,
informed consent was carried out in two stages (Fig.1). Verbal informed consesuggnt
from each participant, including permission to augioerd the interview and to access the
medical recordAfter recording verbal consent, the interviewer asked three true/false
guestions designed to test understanding of the information (e.g. their rights @sgrds)

This article is protected by copyright. All rights reserved



121
122
123

124

125
126
127
128

129
130
131
132
133
134
135
136
137
138
139

140

141
142
143

144
145

146
147
148
149

150

given in the Participant Infmation Form (PIF). Participants were permitted to refer to the
PIF when their capacity was being assessed. Participants were deemed to have an adequate

understanding to provide informed consent if they received the full score of 3.

If the participant,preferred the interview not to be audimorded, the interviewer took notes
consisting-primarily: of key phrases, and lists of major points made by the partidipant
minimize the risk of introducing professional and personal biases, participants’ medical

records were only reviewed by the interviewer after each interview.

Data Collection

The interview guide (Data Supplement S1) and study protocol were reviewed by an applied
ethicist to assure all appropriate measures were in place to safpgaanigant’s rights. CY
conducted-allinterviews to avoid interviewer bias. To diffuse any perceived aoety

was not involved in the clinical care of participants. Participants were asked to describe their
experiences of«care in the ED, and to cominspecifically on perceptions of sedation,
suggestions.for improvement, and any other issues. Interviews wererecmtided, if

permitted by‘the participant and transcribed verbatim. Interviews were conducted until data

saturation was reached.

Demographic data, presenting complaints, final diagnosis, sedative medicatiscrioed,
and medical history (e.g. previous experience of similar presentation) were cdlbected

facilitate a'deeper understanding of the findings.

Data Analysis

All interview transcripts and field notes were entered into NVivo 11 (QSR International,
Victoria, Australia) qualitative data management and analysis software. Data from
interviews, field notes, and medical records were triangulated to help corroborate the

findings.

This article is protected by copyright. All rights reserved
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Thematic analysis of the interview transcripts followed Braun and Claflegproach. CY
reviewed all transcripts and field notes during the data collection period amhsultation

with JK and MG, created a tentative thematic framework in accordance to the research
guestions and responses during the process of open coding. These broad themes were then
coded line bysline. All transcripts were iteratively reviewed and the thematic framework was
refined. A thirdparty member with an experience in quaMatesearch (KS) independently
reviewed the entire data set to ensure consistency in application of codes andno tbenfi

credibility of the major themes.

Results

Fifteen patients were approached during the study period; two females declined because o
ongoing psychosocial crises. Data saturation was achieved from 13 participantssiogmpri
eight males.and.five females. Participant characteristics are listed in Table 1. Seven
participants.had presented multiple times to different EDs (rarg@) @ndsix participants

had presented'with a BE for the first tiniéne interviews lasted between 5 and 35 minutes.

Two main themes were identified: (1) trusting relationships; (2) needs or wants following
sedation.=Each of these themes comprised four subth&eesuotes for the main themes

and possiblesmechanisms to improve care for these patients are summarized in Table 2.

(1) Trusting relationships

Most participants expressed a certain level of trust toward staff, regardless of the measures
used to help#am calm down. Trust was expressed as staff demonstrating respect for the

person.

“I was_spoken to with respect, | was given choices and they were genuine you
know...” (P8)

“lL actually have the most respect for the hospital staff. | think they’re absolutely
fantastie.including the guards that restrain me and | know that they are here to help

me so | actually have so much respect for the hospital staff.” (P11)

One participant, however, was uncooperative with the staff and expressed serioudalaubt a

getting the needed treatment in the ED:

This article is protected by copyright. All rights reserved
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“Would they give me help? | doubt very much.” (P3)

A trusting relationship is built through multiple factors and the following fabtreemes
were identified: (i) confidence in care; (ii) sedation as an appropriate &etfin) insight

into own behavior; and (ijumane treatment.

Confidence in care: “They know what to do”

Participantsiwith multiple presentations expressed confidence in care from knowing the ED
staff havethe experience to handle their@é&fessionally. Despite being restrained or

sedated, they believed that these measures were for the benefit of both staff and themselves.

“You'knew what? | don’t mind, because | know they do it properly, they are doing it

for their own benefit, for my benefit, they are doing it properly.” (P10)

Commonlysparticipants had no recollection of being sedated or restrained; hoavever
waking to findsthemselves being cared for in the ED, they believed that what had been done

to help them was appropriate.

“sthey.bring me here, they saved my life. As you said, | can't remember what
happened last night. They still bring me here and looked after me...they know what
they-de-and you should just trust them. That's part of their job, they know what to
do...” (P5)

Sedation as a appropriate treatment: “It calmed me down”

Although allparticipants received involuntary sedation, retrospectively tregathat the
sedation was appropriate and necessary. They believed sedation was helpful to calm them
down andtoregain self-contrregardless of the cause of their agitatione of the

participants had no recollection of her sedation event, but she witnessed another episode

when she was in the ED.

“l sawsa young man this morning, four security guards had to try and get himdack t
thereom... | heard the nurse, she did the right thing, she rang down for them [the
security guards] to hurry up and come up with a syringe to knock him out, because
he’s going to kick and scream and he will probably hurt somebody...I thought it was a

good thing give him a needle quickly because if you restrain him he’s going to go

This article is protected by copyright. All rights reserved
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crazy. He’s going to make a lot of noise — because | do it — so give him a needle. Let

them sleep. Then they wake up (and) feel better...” (P10)

One participant expressed her frustna at having many ED staff around her during the BE.
Despite the frustration, when asked about what she thinks about sedation, she aigtteed tha

sedation was helpful to calm her down.

“It (thesmedication) calmed me down...l just don't like the wholegs®...When they

surround me with 12 people, it is embarrassing...” (P3)

Methamphetaminaffected patients tended to fight the sedation process during the BE due to
paranoia-indueing effect of methamphetamine; however, they acknowledged thatlaope

sedation is much needed to relieve the withdrawal effects.

“| didm't'want to do it but then... | accept. Like | just, | needed it. | knew | needed

it...cause | wanted the relief, just because the ice was just too much...” (P7)

Insight int@ own behavior: “I can’t physically control myself to slow it dovagain”

Although,all patticipants retrospectively felt ashamed and embarrassed, their perceptions of
their management were influenced by their insights into their behavior anéxpeniences

with health-prefessitals and services. One participant recounted the process leading to
sedation and emphasized the significance of giving agitated patients sufficient time to
comprehend:their own crises. A large proportion of patients in acute socialfeusdst

hard to trust others due to their past history of trauma. Therefore, participprésiated the
efforts of the"ED staff to encourage patient participation during the BE and allow them time
to realize they could trust the staff and allow treatment to be providest developed

through respect and time.

“Yeah, that it just wasn't in out. It was ‘Okay this is what's going on’. But it was also
okay"lI"get the feedback they were saying to me, you know ‘You're getting over the top’
and-all this sort, and it had torst into my brain... | realize how distressed | was

when l'eame in, but I've still got the knowledge about myself... At one point | was just
going ‘I'm going crazy’, but alright, let them take over because I'm just, | can’t

control what's happened to me and it's just a reaction that | can’t slow it down and

This article is protected by copyright. All rights reserved
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stop it quick enough | can’'t (do it) myself. | couldn’t get in control of it. | can’t

physically control myself to slow it down again.... ” (P12)

Participants with multiple presentations for BE generally lamtignsight into their
disruptive behaviors due to alcohol or methamphetamine intoxication. When asked what
alternatives could be offered to help them, they generally agreed that testchsedation

are the only options.

“The way they dealt with it was pretty good. Yeah, | couldn’t really fault them, the
way they dealt with it.” (P7)

Humane treatment: “Being treated like a human being”

Participants were asked what is important to them while receiving care in the ED during their
BEs. They found it comforting to be treated with respect, autonomy and non-judgmental

communication.

“Being treated like a human being, because I've got addiction and psychiatric issues.
A lot'of people change their point of view, especially when they find out you're using
metlamphetamine. There’s like what | call an ice block that comes in between, it's
likesa"big block that comes in as soon as that word ‘methamphetamine’ is mentioned,
society treats you different. But last night nurses were very professional gbout i

they'vetreated me well and I'm feeling a lot more relaxed and calmer today ...” (P8)

Similarly, participants appreciated the ability of the ED staff to normalize their psychosocial

crisis.

“| think they have a really, really rough job; but every time I've askeddmething
they’resstraight on to it helping me out. Yeah, they even have a bit of humor to some
of the'things that happen ...” (P11)

Attentive and coordinated care created feelings of relief and security. Mosipaautis
expressed their gratefulness to the staff who had helped them to feel at ease in the ED, despite

the ongoing crisis in their lives.

“I've been very lucky. It's been coordinated. If I've asked for something,ntsoki
been immediate responses all the tiwse | mean it's not like | feignored or

anythingH find it very attentive...” (P12)
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(2) Needs or wants following sedation

Most participants felt shameful about their disruptive behavior when theymemtally
unstable. However, they voiced their desires for healthcare providers to look blegiond t

presentingdoehavior and focus on the individual's humanity.

“See people witladdiction problems as the same as yourself. It's just that it can make
that'person act and be different at times..., it's out of your hands sometimes, how you
behavewyourself, and if they can see past that...It doesn’'t mean it's acceptable
behavier'but it doesn’t also mean that you should treat them as beneath you... Talk to
them as you’'d talk to your best friend or your mother or your father or anybody in the
community. But also if that person’s obnoxious or is going to be rude or whatever, it
doesn’t mean that you have to accept that and take it. But then | think you take it from
theregzand maybe not treat that person as warmly, but also give them what they
need...” (P8)

Participants discussed areas of care that be improved through the folloyemgpéthy; (i)
debrief; (iii) addressing concerns; and (iv) follow up.

(i) Empathy: “Agitated, actually, in waiting”

Participantsiwithi no recollection of the BE expressed feelings of abandorfieertiey
woke fromésedation. The period of waiting generated feelings of unimportance and anxiety.
These negative feelings were more prominent among participants who had no previous

presentation of BE and no memories of the events surrounding the sedation process.

“Yesylam just freaking out a bit. | know that people are busy but we're talking about

a daythat | don’t remember...I don't feel well...” (P9)

Making contact.with friends and relatives was considered a way of soothing, andiatievia
fears ofidisorientatiorRarticipants stated their need to know that the ED staff have contacted

their friends or relatives and that they will be arriving soon.

“I still think they’re gred, | just think they need to provide more closure, especially if
someone’s here by themselves. I'm just here feeling absolutely like lost, and like

really upset as well...l didn’t want to be alone, | didn’t know what was going on, and

This article is protected by copyright. All rights reserved
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| still don't. | really just want to see my sister at the minute, because | have no idea
why I'min here...” (P13)

Long waiting times were cited as one of the reasons some participants refused referral

services.

“Agitated, actually, in waiting. They could probably do something... you get anxious
and-they take so long to come around and see you and then they take so long to get

organized and then you know and you are not normal, you are anxious...” (P10)

(ii) Debrief: “I'haven’t been given any closure”

Participants‘with no previous exence of BE expressed concerns regarding the cause and
consequences of their disruptive behaviors. The need for debrief was repetitivelyt looug
by participants with no recollection of the BE. Participants felt that theyhnbebeen
adequately. re-oentated to reality after a period of sedation. This was stressful as they felt

that they had.lost a sense of time and place.

“This i1Is'my body, why are they making me go to sleep without my consent? Well if
theystold me now, if they came and explainetighahy we did it last night, then
that'd'make me feel better. But | haven’t been given any closure about the stuff
they’ve put in my body or why I'm still here...no one’s come in and explained to me
what has happened, and why | needed to be picked up in an ambulance? What time
did |get,taken in the ambulance? Who came in the ambulance with me? What was |
given in the ambulance? What happened when we got here, like did | walk, did | run,
likeddon’t know anything. How come | don’t know what's happened to me? | want

thesergquestions answered and | want that closure.” (P13)

Participants with no recollection of the events found the designated quiet arid pubile
distressing when they were left alone waiting for the unknown treatment plan, enmghasiz

the importanceof reorientation as soon as they wake from sedation.

“Whyam,| under surveillance? It's weird. It's a different set up now in the rooms.
Obviously does that mean like, that door, does that lock? | can be locked in here. Do |

have to be rational or am | going to hurt people...” (P9)
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(iif) Addressing concerns: “Wat was looked at on my body?”

Participants described some of the concerns they faced after woke from the sedation. They
wanted to know the cause of their symptoms or to be reassured that nothing wasBagous

information was regarded as important lite\aate the anxiety.

“Mysarmyl don't feel my arm...I don’t know how did they do this? It is not normal. Is
a lumpgis-net like another arm and | can't feel it. | feel it but not like this oher(ot
arm)... (It would be) helpful if someone come to exptimce | wake up, maybe

already 1 hour, I still feel numb.” (P5)

In parallel with.fear related to uncertainty about the severity of the symptoms, participants
expressed frustration when no information on the physical and psychological consequences

of the current ED presentation was provided.

“...whatever | was drugged with, so | don’t know anything about that drug. | don’t
know what the hell they’ve given me...What was given to me? And what was looked at
on my body? And was my heart rate low, was | dehydratedzhen my hands like

I've got cuts on my hands. What | have been doing? Look at my face, it was all weird
when | was looking in the mirror. | was like ‘Whoa’. Like I look horrible, what's
going'en? These hands feel like they keep floating up. That is really weird. I've got
glass. in.my foot here. It's terrible. |a#y don’t know... Was there a rape test ddne?

(P9)

(iv) Follow-up: “That’s literally the gap in the system”

Participants with drug and alcohol issues also discussed the limited access tafodave

after discharge. Enduring long waiting times between ED discharge and the nextavailabl
appointment for follow-up care in the community setting, both in regaagpointments with

their general practitioner (GP) and accessing rehabilitation servigbfighting current gaps

in the healthcare system. Withdrawal effects often triggered a relapse or representation to the
ED.

“Yeah that's like literally the gap ithhe system. Like trying to get to a GP but feeling
absolutely lost...And to be totally honest | think that’s when people relapse is because

it's so simple if you have a drink again you are fixed again. Like it's as simple as
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that... so it's kind of a bit of a willpower thing for you to be able to (wait until an
appointment is available).So | think that would be probably the main thing that |

would recommendis aftercare of some description...” (P11)

Discussion

To our knowledge, this is the first studyemplore the experience and perceptions of sedation
during a BE from the perspective of patients. Our findings have highlighted opportumities t
improve the management of BE. This is particularly important, given that thal ini

experience.inthe ED may influence lomgm treatment outcomes of this patient gréup

Individuals presenting with a BE often have highly complex health and psychosocial
problem&>****¥ Frequent similar rpresentation to the ED often leads healthcare providers to
stereotypettese patients as manipulative and less impdrtatealthcare providers

repeatedly express their frustration around ‘revolving door present&tidrt? Despite the
challenge 'of maintaining objectivity and empathy, it is crucial for heakhmaviders to
recognizesthatindividuals presenting to the ED with a BE are a diverse group, andeithey ne

to be treated aceording to the cause of their presentations.

This study suggests that a trusting patient-staff relationship is key tongdoe negative
impacts of-thescoercive measures used during the BE. Participants expressed their
appreciation forcompassionate communication, coordinated care and thegad&ion.

These findings are consistent with reports from studies of healthcare waoitkeifseneed

for empathy and compassion when caring for these complex pdfiéhts Participants with
previous experience, or having recollection of their BE management, expressednceniide
care, because ED staff were able to provide a rapid respoifise structured team approach.
They found the descalation effort comforting as it was perceived as an attempt by staff to
treat them as<fellow human beings. The principles of appropriate training, inclugiing te
structurestand verbal descalation are witlocumentetf?*and should be adopted by EDs as

part of annual staff training.
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Several qualitative studies have explored the perceptions and experience of healthcare
providers in caring for patients presenting with BEs toB#sGiving opportunities to these
marginalized patients to share their experiences, allows others to understand that an agitated
patient has similar needs and wants to other medical emergency patients. Like other ED
patientspourparticipants were anxious about their conditions and having to endure long

waiting times.

Our findings suggest that implementing a standardized protocol to address patiecéshs
would ensure they understand the rationale for the necessary coercive meabatiesva
patientparticipation in subsequent decision making. Consistent with previous research,
participants'who had no recollection of the event felt that not being adequatedfetebr
re-orientated to reality after a period of sedation incurred negative emoticmasanxiety
and dissatisfactiofi’. Frequently asked questions included insight into the cause of the BE,
reasons for and duration of sedation, assessment outcome, current care plan i@dgowait
psychology.or medical assessment) and discharge plan. As stated by experts in BE, the
ultimate goal.ef BE management is the return of autonomy, formation of an aliatice
developmentof/a mutually agreeable plan of &4fé These goals can only be achieved
when adequate information is provided to empower patients to make informed demmglons
allow them to.take responsibility for their own health.

Responses from participants with substance addiction resonated with other research, which
reported the.challenges in receiving support for detoxificatiortraatment facilitie§*% It

has been well documented that the success of treatment for addiction is higliéytesbmeh
internal motivation and perceived ability to recé%éf. Before an individual falls into the

cycle ofscontinued drug/alcohol use, early intervention should be in place to intrease
likelihood"of‘a'successful rehabilitation. Therefore, other than implementirgening

program in the ED to identify patients at the early stage of substance addiction, a
collaborative care modies required to continuously engage these individuals in a supportive
care system. We hypothesize that the development and evaluation of multidisgjptans-
institutional interventions can be a useful measure to break the cycle of ‘revoleing do
presentation’. As accessibility to rehabilitation services was mentioned as the main barrier to
a successful detoxification, partnering with rehabilitation facilities in the community should

be explored to provide expedited care to patients discharged from EDs. Fuehechésto
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the barriers provide expedited follawp after ED care (i.e. rehabilitation or mental health

services) should be given greater attention.

Limitations

Qualitative studies do not aim to make generalized hypothesis statementréhsashple

sizes for these studies are generally muhller than those used in quaative studies. A
bootstrap analysis of sample sizes and thematic saturation suggested that a median number of
16 (range 14-26) in-depth interviews was requicerktch the 90% saturation ledelThe

present sample of 13 participants is within the reported range and appears adeapliess

our research questions. Some participants found the encounter to be non-significadt and ha
few comments, hence their shimterviews. However, the majority were pleased to have the
opportunity.te.share their views. Interviewing individuals during a period ofquisss-is
challenging,and.the risks and benefits of the research were considered. Although it would
have beendealto have longer interviews for some participants, safeguarding participants’
vulnerability was the priority. Despite the small sample and short interviews, this study (i)
supportsthe feasibility of including this group of challenging patients inefuasearch, and

(if) providesdmportant insights into a topic that has, to date, been explored primarily from

healthcare providers’ perspectives.

As this study was conducted in a single ED, it may have limited external validity, especially
in settings where a structured team approach is not implemented. Future research
encompassing patients from different types of EDs could have identified additiemeadd.

Our findings_ provided the basis for future investigations and are not necessarily

generalizable:

Our convenience sampling may have introduced selection bias. We did not interveavspati
who were treated and discharged overnight or thvtesevere acute psychosi3espite this
limitation, we were able to gain broad and novel insight into the eqpeyiof BE from a
diverse range of subjects representing typical and atypical cases, includegssulith and

without psychiatric comorbidities, and/or substance intoxication.
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454
455 Conclusions

456 A trusting relationship was identified as crucial to minimize the negative impact of coercive
457 measures/used.to manage behavioral emergencies. Participants expressed similar needs to
458 patients presenting with medical problems. This study illustrates their fogeds

459 compassionate’cemmunication, adequate information about the treatment provided, and
460 follow-up care.

461 Table 1. Charaeteristics of Participants

Participants (n=13)

Age, years, mean (range) 38 (2072)

Male, n (%) 8 (61.5)

Marital status, [{%)

Married 3(23)
Divorced/separated 4 (30.8)
Single 6 (46.2)

Employmentuns(%)

Employed, full/partime 4 (30.8)
Unempleyed/Receive unemployment benefits 6 (46.2)
Retired 1(7.7)

Student 2 (15.4)

Mode ofarrivalzn:(%)

Ambulance 5(38.5)
Police 7 (53.8)
Self-present 1(7.7)

Type of parenteral sedative medications used, n (%)

midazolam alone 5 (38.5)
midazolamdroperidol combination 5 (38.5)
midazolamolanzapine combination 2 (15.4)
diazepardroperidol combination 1(7.7)
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Alcohol intoxicated 6 (46.2)

lllicit drug intoxicated 7 (53.8)

{

Underlying | health problems 5(38.5)

1t

Author Manuscr
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Table 2.Main themes angossible mechanisms to improve care for behavioral emergency patients

Themes Key Quote(s) Suggestions from our findings Possible mechanisms
Trusting “It's nice to know that they're still caring about you, So yc 1. Compassion and understanding Staff education
relationships know you kind of realize that there's still always that communication

Needs or wants

following sedation

background (support), you know someone is still doing 2. Collaborative model to create
something to try and get the best out of the situation that I've coordinated care

ended up in...” (P12) 3. Verbal deescalation skills

“It's just, | don’t know, it’s just not a very nice room, it's 1. Re-orientation to time and place Standard protocol to provide
just sad, makes me feel even worse because it feels like 2. Offer contact to their family or friendspostsedation debrief
there’sreally something wrong with me because you've got  at earliest

to be placed in a white room... you feel very enclosed, an@.t Discuss the cause and consequence of

makes you feel way sicker than what you are...I didn’t want the current emergency department

to be alone, (the nursing staff should) let people stay, presentation

because this feeling that I'feeling right now just makes me4. Discuss the rationale for the

want to cry because I'm here by myself and | don't know management and address relevant

why...Even if the nurses said no(they should leave , so that | concerns of patients

can sleep), (they can tell me) my sister would come back and

check on me at this time in the morning...” 81

“But | feel scared ‘cause | don’t know why | had to be put to

sleep. How did | end up here? Someone just said | was
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wandering around the city with no clothes on. And that
doesn’'t make sense. And then they left...Like has something
really bad happened, &l | keep thinking in my head. So

why would they put me to sleep? | must have gone like
psycho, like crazy, must have been out of this world for them
to do that... All I do require is the information, this is doing
my head in and | don't think | belong &psychiatric ward. |

just want to know what the hell is going on.” (P9)

“... sometimes they kind of just send me on my way and 1. A follow up telephone call Follow-up
often you kind of have to fend for yourself, you know, for 2. Innovative coordinated care models to

getting yourselsober again. So | think that would be improve rehabilitation service

probably the main thing that | would recommeisdafter accessibility

care of some description... Probably like even a phone call

just to see | am saober, like ‘Are you feeling ok?’ “(P11)

“There is nothing really, unless you hadedak like ...
hospital. Next door there’s a detox so you are very quick if

you go there...” (P10)
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Fig 1. Participant explanation and informed consent process flowchart

Provide potential participant a copy
Study outline explanation of }I‘}IF

Y

Answer questions related to the
study

Y

Potential participant agrees to o
Stage 1 Verbal:Consent participate?

Yes

A 4

With participant permission, record
verbal consent

Y

Stage 2 Infor;a;d Assess informed consent capacity
consent Cagitiry with three questions
assessment
Explain the missed
P N {
Participant gets a score of 3 for the 2 > uzlrg(s&:;?ofgm
informed consent assessment? q ’
Yes
Y
'y Participant gets the
missed item (s)
Yes cotrect after the
maximum of 3
trials?

l;\'o

*P|F, Patient Information Form
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