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My name is Sarah Guzofski and I come to this discussion with my own experience in an Emergency Mental Health Service that I am proud to be a part of.  In my four years at the University of Massachusetts Medical School’s psychiatry residency, I have had the great pleasure of participating in the work of this team, both on-call and on our 3 months of Emergency Mental Health rotations, and see great success in the face of challenging, unpredictable, and complex work.  

Among the staff that I work with, the common understanding is that the people who come to us are people in great need.  These clinicians seem to see quite clearly that mental illness is unduly stigmatized in our society and in the medical profession and they see the results of this stigma in the distress of the patients they care for, and our Emergency Mental Health staff members are advocates for our patients.  The most common way, but not the only way, that this advocacy is expressed is in the Emergency Mental Health Service staff members’ daily persistence in advocating for a more thorough evaluation for the delirious patient who was seen in a quick medical evaluation, but who is judged to have a psychiatric cause for his or her symptoms based on assumptions rather than a complete examination.  I often hear our staff gently educating the health care providers with other areas of expertise about ways to treat our patients with more dignity or offering advice about interventions, such as nicotine replacement, to calm a person with a psychiatric disorder who is seen as “acting up” or disrupting care in the medical emergency room.  It is not at all my experience that Emergency Mental Health workers dismiss the medical needs of our patients; rather, they act as expert educators to those, for example our excellent medical emergency room staff, who may not have as much experience or focused expertise in working with people with mental illness, helping them differentiate medical from psychiatric concerns, address behavioral issues in a compassionate way to avoid behavioral escalation, and setting an example of how to provide humane care to people who happen to have a psychiatric illness. 

I am also lucky to work in a place with better than average resources.  The American Psychiatric Association recommends that Psychiatric Emergency Services be provided in a place where patients may have a quiet place to be if they need less stimulation, a place with a television and access to a telephone, a place to lock belongings safely, a private bathroom, and a place free from objects that could pose a danger.  We are fortunate to have a service that meets these guidelines at UMass.  

Yet, even with an outstanding staff and a state of the art working environment, difficult situations arise, and don’t always go as smoothly as we would like.  Part of this comes from the very nature of emergency room work – anyone can walk in the door at any time and without any information about who they are or what they might do, and with no guarantee that one difficult to manage patient won’t be followed by another, or by a particularly fragile patient, or a medically ill patient, or a patient in such despair that they will feel compelled to harm themselves.  And, while every effort is made to match staffing levels to the shifts when large patients loads are most likely, there is no way to guarantee that an unpredictably difficult situation won’t arise in the middle of the night, when the staff are simply one nurse and one mental health clinician.  There is a tremendous burden on these staff members to make the right decisions without a moment to hesitate, and I admire the consistently with which they succeed in this.  

One area that is particularly important in considering the nature of our Emergency Services is safety and the ways in which our patients are treated as we strive to attain a safe environment.  While most of our patients are not going to act to harm themselves or us while under our care, people come to us in incredibly desperate states, some of them frightened or angry to be in the emergency room, some of them so distraught that they remain driven to harm themselves even while in this closely controlled environment, or so agitated or psychotic that their behavior cannot be predicted.  It is important that we do not treat our patients with disrespect, or humiliate or be overly controlling as we respond to perceptions of threat.  Yet, some degree of vigilance and some preparation for violence is reasonable in this setting.

When I think of my experience when things haven’t gone well, I don’t think of times when our rules failed us, or times of negligence.  I think of bad circumstances and difficult situations.  I remember as a second year resident, a man in his 30s with moderate mental retardation and few expressive language skills, who stayed in our emergency room for the entirety of a holiday weekend, intermittently distressed, at times agitated, as he waited what seemed to be an incomprehensible length of time to be placed because no unit that had beds felt equipped to help him and his own residence did not have the capability to increase his support there. The longer he stayed in the ER, the more frightened he became and, being non-verbal, it was difficult for him to convey his fear with words.  Without any warning that the staff could discern, he began throwing furniture in the interview room where had been placed for de-stimulation.  When staff responded, they were unable to de-escalate the situation and the patient was restrained, an intervention the staff had hoped to avoid.  Medication and behavioral interventions were delivered by our staff, and additional supports were called from his group home.  The staff was thoughtful and responsible, operating well within the standard of care, yet it was difficult to offer this patient the care we would have wanted for him as hours stretched into days and as the unit became more and more crowded with people awaiting an adequate placement.  That people in need of placement accumulate in the Emergency Department over the course, for example, of long weekends when discharges from most units are unlikely, is a reality that makes Emergency Department work even more challenging and is a tremendous stress on the staff who then need not only to evaluate new patients, but also to manage an increasingly intense milieu and attend to the needs of more people.  This, one of the more challenging situations we face and does in some cases set the stage for less-than-ideal patient care, has much to do with the resources in and flow of patients through a larger system.  The consequences are a stressful and difficult to modulate environment, which can lead to a less controlled environment for patients and staff. 

I realize that one of the concerns behind this proposed regulations is to ensure that facilities are operated in a way that will provide treatment to patients in a respectful way, avoiding stigma and assumptions of dangerousness.  I would say, to begin, that many who work in the emergency mental health field do so out of a sense of profound compassion for people in the midst of emotional troubles.  This is the one reliable reward of this particular work which comes with many drawbacks that the dedicated clinician endures (such as the tedious process of bed searching and insurance pre-authorization). That the staff sometimes become frightened in the course of this work, or remain vigilant for danger, is not surprising to me and may be a necessary assumption.  This is a group of health care providers that sees day after day people who the community feared or described as dangerous and my observation is that they approach these patients as people who are suffering and in need of treatment.  They are also the first step in providing the treatment….meaning that they are the first line of care; no one else has provided treatment to lessen the agitation, or evaluation to see that the problem isn’t violence per se, that the agitation is due to delirium tremens.  

As the first line of treatment, as people dealing with others who are unknown and facing symptoms that are also unknown, it is not unreasonable for this group to maintain a certain level of suspicion of danger.  There is danger in the emergency room and, when the staff lets their guards down, they have seen that they, their co-workers, and other patients can be hurt. Trauma-informed care has reached our ED and has been embraced by our staff system wide.  The staff see that this model of care that is less frightening for patients, more rewarding to provide, and causes no additional danger, and in fact, can successfully de-escalate and improve most situations.  They are skilled in de-escalation, pre-emptive medication management, yet the milieu can change in a moment, and there are times still, when the unfortunate restraint or assault may occur. In our institution, as I imagine in others, we analyzed and learn from these incidents, as an effort toward performance improvement.

What I have seen does not lead me to think that we need additional regulation to make our Emergency Mental Health Services into more respectful, compassionate places.  The clinicians there are already compassionate people, informed and aware of ways to avoid the mis-treatment of their patients.  Yet, certainly there is room to improve.  It might be advantageous, for example, to have a way to bring the culture of trauma-informed care to others that care for our patients within the emergency system: EMTs, Emergency Medicine physicians, nurses, and police officers.  It is unfortunate, but true, that the standard for many years was control and authoritative approaches to patients who were struggling with safety or self-control.  It has taken education and training for the psychiatric specialty to see patient care through the prism of trauma-informed care.  It is not surprising that, without some kind of introduction, others who work for our patients may not yet have this understanding; that is not to say that they too can’t learn.  This is an intervention that could, in fact help.

What else would help our patients receive better care in the emergency room?  A system that flowed more smoothly, so that patients wouldn’t have to wait so long for a disposition (whether to inpatient units, specialized inpatient services, detox or rehab facilities or even to a new outpatient provider).  The accumulation of larger numbers of patients in areas meant to provide emergency evaluation, makes it more challenging to provide a safe environment, by virtue of mixing so many troubled individuals together and by stretching the capacities of the treating clinicians so thin between all the patients present.  We would also be helped if additional training was available to help us all, not just Emergency Mental Health physicians, but also our medical and police colleagues, see with clearer eyes the ways in which stigma and disrespect persist in our system, as in the case of the medical evaluation that is dismissed, the moments when violence is anticipated when it never would have occurred, or times when fear or assumptions interfere with our patients’ needs being met. 

As has rightly been noted, much of the most painful part about this is that many of the failures we see and much of what we want to improve, grows out of the stigma our patients face, a reality that requires continual work to educate our co-workers and to advocate for change in our society as a whole. 

