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Acute psychosis:

Mental ilinesses are the leading "
causes of disability worldwide. -
Psychotic disorders occur in M e d I Ca I C I ea ra n Ce
about 3% of people in the general
population during their lifetimes. -
Patients experiencing acute eva u a t I O n a n
psychosis need a medical provider - - -
who is capable of differentiating
among medical, drug-induced, I n I t I a I m a n a g e m e nt
and psychiatric causes of the
SN el B s By Leanne H. Fowler, DNP, MBA, AGACNP-BC, FAANP, FAAN and
appropriate management plan. This Shantell Jackson-Burns, DNP, PMHNP-BC
article focuses on the role of the
acute care NP in medical clearance
evaluations and initial management cute psychosis is a syndrome of symptoms that develops into a
of adult patients experiencing acute psychiatric emergency. Psychiatric emergencies include acute dis-
psychosis in acute care settings. turbances of thought, mood, behavior, or social relationships requiring
Keywords: acute care NP, acute immgdiatg inter\./en.tionﬁ Psychosis is defineo_l as grosgly impaired con-

. e nection with reality including one or more of five domains of symptoms:
psychosis, emergency certification, A . . .
vt (el T, e s 1)) hqllucmapons, 2) delu5|oqs, 3) dlsorganlzeq thoughts and speech,
primary psychosis, secondary 4) disorganized motor function, and 5) negative symptoms (anhedo-
psychosis nia, avolition, affective blunting, and so on).*? The first four domains

are considered to be positive symptoms. In an acute psychotic state,
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Acute psychosis: Medical clearance evaluation and initial management

the patient has at least one symptom from any of the
first three listed domains.'? Psychosis is classified as
primary or secondary, depending on the etiology.
Primary psychosis refers to those symptoms caused
by underlying mental disorders, such as schizophrenia,
bipolar disorder, and depression, and is character-
ized by positive and negative symptoms. Secondary
psychoses are caused by specific medical conditions
or drug misuse.?

Patients who develop acute psychosis may present
to the ED, or the condition can develop while the pa-
tient is hospitalized, especially in critical care settings.
The rapid onset and/or progression of one or more of
the five domains of psychotic symptoms indicates
emergent need for evaluation and stabilization. Pa-
tients with acute psychosis who present to the ED or
who are already hospitalized should undergo a medi-
cal clearance evaluation to exclude medical causes
and clear them to be evaluated for inpatient psychi-
atric admission.® Inpatient psychiatric settings are not
designed to provide medical management of patients;
therefore, patients with acute psychosis secondary to
a medical problem must be managed on a medical
unit. The focus of this article is on the role of the acute
care NP (ACNP) in the medical clearance evaluation
and initial stabilization of adult (18 years of age and
older) patients experiencing acute psychosis in acute
care settings.

EPIDEMIOLOGY

Although mental illness is the leading cause of years
lived with disability worldwide, the prevalence and
incidence of acute psychosis are highly variable be-
cause of the number of associated causes and differ-
ences in age groups.*®> Despite the variability of data
on the prevalence and incidence of acute psychosis,
lifetime prevalence of all psychotic disorders among
the general population has been roughly estimated
as 3% and lifetime prevalence of psychotic disorders
due to a general medical condition has been estimated
as 0.21%.5 It is important to consider both medical
conditions and psychiatric illness when a patient pres-
ents with acute psychosis.

The average age of onset of primary psychosis in
males occurs between the mid-teens and mid-20s and
in females occurs between the late teens to late 20s.”
Among older adults, secondary psychosis accounts for
about 60% of cases of psychosis.t For example, the
prevalence of psychotic symptoms among individuals
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with major neurocognitive disorders and delirium,
respectively, are 40% and 42%.8 Schizophrenia, which
occursinabout 1in 200 adults ages 20 years and older,
isinits acute presentation or state the most disabling
type of mental disorder.* The World Health Organiza-
tion describes the patient with acute schizophrenia
as having only one-fifth of the health and functional
capacity that a healthy person has.*

ETIOLOGIES

Medical problems associated with acute psychosis
include, but are not limited to, illicit substance use,
prescribed drug misuse, acute poisoning, intracranial
tumors, paraneoplastic syndrome, electrolyte abnor-
malities, nutritional deficiencies, autoimmune disease,
central nervous system (CNS) infections, systemic in-
fections, or neurocognitive disorders such as progres-
sive dementia.'®*? Psychiatric problems associated with
acute psychosis can include new-onset psychiatric
disease or exacerbations of chronic psychiatric disor-
ders due to acute iliness or medication nonadherence.
Psychiatric disease caninvolve brief psychotic disorder,
postpartum psychosis, schizophreniform disorder, de-
lusional disorder, major depressive disorder, schizoaf-
fective disorder, bipolar disorder, or schizophrenia.!

Older adults

Older adult patients present with secondary acute psy-
chosis due to an organic medical illness more often than
with primary psychosis.” Furthermore, the process of
natural aging of the brain, development of dementia,
social isolation, increased economic strain, sudden
environmental changes (for example, hospitalization),
and dependence upon others can become stressors
that contribute to neurocognitive decline for older
adults who have lived many years independently.” Ad-
ditionally, stressors associated with aging compound
the effects of chronic illness and use of regular medica-
tions. Acute psychosis in an older adult without a his-
tory of psychiatric issues or illicit substance use is un-
likely to be related to primary psychosis.” Nevertheless,
the ACNP should consider all these factors unique to
the older adult population when developing a differen-
tial diagnosis and management plan.

EVALUATION

The primary goal in the evaluation of a patient with
acute psychosis is to identify the causative factors of
the patient’s condition, determining whether psychosis
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stems from a psychiatric or physical problem. The
ACNP’s role in evaluating the patient with acute psy-
chosis is to collect the history, perform the physical
exam, and conduct a diagnostic workup that allows the
provider to clear a patient medically for emergent psy-
chiatric evaluation or to pinpoint a medical cause for
the presentation. The history and physical exam provide
the primary data for the differential diagnosis and man-
agement plan; lab tests and imaging should also be
ordered to diagnose or exclude medical disease.

History

Collecting a patient’s history is one of the most im-
portant parts of the evaluation because it enables the
ACNP to understand the pattern of symptom onset
and progression. Acute psychosis can have a sudden
or progressive onset of confusion, delusions, hallucina-
tions, or mood and personality changes. The ACNP
should inquire about these symptoms with the patient
and secondary sources. Family, occupational, and
medical history (including regarding prescribed home
medications, over-the-counter medications, andillicit
drug or alcohol use) can be key to understanding the
patient’s presentation pattern, which can in turn elu-
cidate the underlying cause.

Patients presenting with acute psychosis should
be evaluated mentally and physically. Those with a
medical history of psychiatric or other mental health
disorders in particular should be evaluated for psy-
chotropic medication adherence and prior episodes
of acute psychosis. Additionally, a history of arrhyth-
mias, cardiovascular disease (CVD), liver disease, kid-
ney disease, and neuromuscular disorders should be
identified and evaluated for related etiologies. Acute
or critically ill patients should be evaluated for acute
kidney and liver dysfunction contributing to the pa-
tient’s presentation due to poor drug clearance, ure-
mia, or hepatic encephalopathy. The patient’s previous
medical history and history of present illness could
help the ACNP determine if the patient’s presentation
is related to complications of chronic medical disease,
psychotropic medication toxicity, or psychotropic
medication nonadherence.

Hospitalized patients who develop acute psychosis
during their stay should be evaluated for all hospital-
prescribed medications, especially steroids, antibiot-
ics, opioids, and benzodiazepines."* Steroids and
antibiotics are common hospital-prescribed medica-
tions that can cause acute psychosis.” Adverse
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reactions of opioids and benzodiazepines—when used
together or separately—place patients at risk for acute
delirium or drug-drug interactions with other psycho-
tropic medications.!*®

Suicidality, homicidality, and grave disability.
Suicidality and homicidality should be evaluated care-
fully. The risk factors of previous suicide attempts and
history of physical violence increase the risk of suicide
and violence, respectively. Access to weapons should
also be a part of history collection, as it increases the
risk of suicide or homicide. Patients with a plan to die
by suicide or commit homicide are at the highest risk
for endangering themselves or others. The ACNP
should directly ask individuals if they intend to Kkill
themselves or someone else and how they plan to do
so. Additionally, direct questioning helps the ACNP to
differentiate between the patient’s intention to hurt
themselves or someone else, particularly if the patient
has a history of nonsuicidal self-harm (NSSH), and the
intention to kill oneself or someone else. NSSH is
different from suicidality because the intent of NSSH
is to relieve anxiety and pressure rather than to die.”

Grave disability related to psychiatric problems is
legally defined as an individual’s inability to care for their
own basic needs such as eating, self-care, and protec-
tion from harm because of a mental illness.”®2° Standards
for defining and caring for persons found to be gravely
disabled may differ slightly from state-to-state, thereby
requiring the ACNP to be aware of their state’s statutes.
Inquiring about and evaluating for the patient’s ability
to independently perform activities of daily living (for
example, bathing, eating, and grooming) can help the
ACNP determine whether the patient is gravely dis-
abled. Inquiring about the patient’s ability to maintain
employment and social relationships can also provide
insight into the patient’s level of disability.

Collateral history. Patients presenting with acute
psychosis may not be able to provide a reliable or com-
prehensive history due to their potential or actual loss
of awareness of reality. Therefore, the ACNP should
seek information from family, friends, or others who
have observed the patient’s behaviors. Interviewing the
patient and others who can provide insight into the
patient’s baseline behaviors and health status provides
critical information that can support a full evaluation.

Physical exam
The physical exam should be comprehensive. The fe-

brile patient with acute psychosis should be carefully
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examined for CNS infections, systemic inflammatory
disorders, drug toxicities, or neoplastic etiologies. Pa-
tients with tachycardia and/or hypertension should be
examined for other physical findings consistent with
cardiopulmonary disease, CVD, drug misuse or toxicity,
acute poisoning, or illicit substance withdrawal. Like-
wise, patients with bradycardia, bradypnea, or hypoten-
sion should be examined for related medical problems
or physical findings consistent with drug toxicities.

A neurologic exam should be conducted thoroughly
and carefully to exclude focal deficits that could indi-
cate CNS pathology. Findings consistent with systemic
inflammatory or autoimmune disorders (for example,
bilateral joint pain, swelling or redness, exanthems, and
so on) should be examined for manifestations of acute
or chronic illness involving multiple body systems that
can contribute to altered mental status or acute
delirium.

Suspicion for sepsis should be accompanied by an
exam for a source of infection. Patients with multior-
gan dysfunction should be evaluated for asterixis,
muscle tremors or fasciculations, and/or jaundice that
could indicate the dysfunction’s severity.

Mental status exam

The ACNP should perform a comprehensive mental
status exam (MSE) when performing a medical clear-
ance evaluation. The MSE is a crucial component of
evaluating a person’s current mental state, particularly

TABLE 1. Correlating history findings to the differential

diagnosis in acute psychosis’

in patients presenting with acute psychosis. The pa-
tient’s level of consciousness, appearance, mood and
affect, language, thought content and processes, per-
ceptions, and cognition should be assessed. Typical
presentations of primary psychosis often include fixed
auditory hallucinations, fixed delusions, generally intact
orientation, and an intact level of consciousness.® Atypi-
cal presentations of psychosis include a lack of orienta-
tion, memory impairments, hallucinations that are not
auditory, and acutely fluctuating levels of awareness
and consciousness, aligning most with symptoms of
secondary psychosis.8? Differentiating between typical
and atypical presentations of psychosis can assist the
ACNP in identifying primary psychosis or secondary
psychosis.

DIFFERENTIAL DIAGNOSIS
Acute psychosis is not pathognomonic for underly-
ing psychiatric disorders, and as such, these disorders
should be viewed as diagnoses of exclusion. Variables
such as pattern of onset, presentation, previous psy-
chiatric history, and temporal relation to known medi-
cal causes should be thoroughly examined in patients
presenting with acute psychosis (Table 7). Primary
psychosis is commonly characterized by positive and
negative symptoms.? Symptoms of schizophrenia and
psychotic mood disorders follow a pattern of gradual,
insidious onset during which time a prodromal period
of nonspecific psychiatric symptoms may be present.'®
The patient’s age at symptom onset
can also help distinguish between primary
and secondary psychosis. The peak age of

History findings

Differential diagnosis considerations

onset of psychosis due to psychotic disor-
ders such as schizophrenia and bipolar

disorder is late adolescence to young

adulthood.! Sudden onset of psychosis

due to mental illness is uncommon in

Onset
Acute Medical illness
Waxing/waning Delirium, encephalopathy
Episodic Medication, substance, or toxin
Chronic Psychiatric illness

young children and older adults. In young

Life phase during symptom onset
Childhood (age <10 years)

Genetic/chromosomal anomaly

children, hypoglycemia, impaired oxygen-
ation, substance intoxication, and CNS

Adolescence to young adulthood

Psychiatric illness, substances

infections are important differentials to

Older adulthood (age =65 years) Dementia, delirium

Personal/family history associated with psychosis
Medical Medical illness

explore.?? Older adults tend to have mul-
tiple medical comorbidities, predisposing

Psychiatric Psychiatric illness

them to polypharmacy. In addition, drug

Substances or medications

Substance-/medication-induced

toxicity should be considered among older

Co-occurring Ssymptoms

adults due to sensitivity to drug effect
because of age-related physiologic

changes.? Older adults and hospitalized

Physical Medical iliness
Neurologic deficits Neurologic illness
Psychiatric Psychiatric illness

16 The Nurse Practitioner « Vol. 49, No. 12

patients, particularly critically ill patients,
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are susceptible to developing acute delirium or a syn-
drome known as ICU psychosis.”® Delirium should be
considered in those with an acute onset of visual hal-
lucinations, disorientation, transient disturbances in
cognition, and fluctuating levels of consciousness.®
Hallucinations and delusions can also occur in individu-
als diagnosed with major neurocognitive disorders; one
study, for example, found a mean pooled prevalence of
about 41% for these symptoms in patients with Al-
zheimer disease.®

Psychotic symptoms that develop abruptly, with
an onset from hours to days, may be more consistent
with secondary psychosis. Visual hallucinations with-
out delusional thought are more commonly seen in
secondary psychosis, whereas auditory hallucinations,
delusional perception, and thought broadcasting are
hallmark symptoms of schizophrenia.t Medication
issues such as poor adherence, adverse reactions, and
toxicities should be considered in these cases. Acutely
psychotic symptoms occurring temporally to medica-
tion or substance misuse, infection, another medical
illness, and abnormal vital signs/physical exam find-
ings suggest secondary psychosis.®

The medical problems most associated with sec-
ondary psychosis include encephalopathy, stroke,
intracranial lesions, neuromuscular disease, nutritional
deficiencies, endocrine disorders, autoimmune dis-
orders, and infectious disorders (Box 7).'812152124 The
ACNP should collect a thorough medical, surgical, and
family history from the patient, collateral sources, and/
or previous medical records. lllicit or other substance
use, medication toxicity, and toxin exposure are other
medical causes of secondary psychosis (Box 2).1416:25

DIAGNOSTIC PLAN

The ACNP should focus the diagnostic plan on evaluat-
ing the patient for underlying medical conditions caus-
ing drug-induced or other secondary types of acute
psychosis. Medical screening labs such as a complete
blood cell (CBC) count and comprehensive metabolic
panel (CMP) are routine serum lab tests used to screen
patients for underlying infectious, inflammatory, hem-
orrhagic, or electrolyte disorders, as well as for organ
dysfunction contributing to the patient’s presentation
(Box 3). Routine lab evaluation should also include a
toxicity screening of substances most associated with
substance-induced psychosis (for example, metham-
phetamines, opioids, alcohol, 3,4-methylenedioxy-
methamphetamine [MDMA], tetrahydrocannabinol,

www.tnpj.com
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BOX 1. Medical problems associated with
acute psychosis

e Acute stroke

e Autoimmune disorders (for example, systemic lupus ery-
thematosus, paraneoplastic syndromes)

e CNS infections (for example, encephalitis, meningitis, HIV-
associated infection)

e Chromosomal or genetic anomalies

e Dementia (for example, Lewy body dementia, Alzheimer
disease dementia)

e Hydrocephalus

e Neuromuscular and demyelinating disorders (for example,
multiple sclerosis, leukodystrophies)

e Nutritional deficiencies (for example, vitamin A, D, or B12
deficiency; zinc deficiency; electrolyte imbalances)

e Encephalopathy (for example, hepatic, metabolic, or Wer-
nicke encephalopathy)

e Endocrine disorders (for example, Addison disease, Cush-
ing syndrome, hyper- or hypothyroidism)

e Toxidrome (for example, alcohol intoxication, unintentional
or intentional poisoning)

Abbreviation: CNS, central nervous system.

BOX 2. Substances, medications, and toxins that
can induce acute psychosis

o |llicit substances
o Cocaine
o Lysergic acid diethylamide (LSD)
o 3,4-methylenedioxymethamphetamine (MDMA; commonly
known as ecstasy)

o Tetrahydrocannabinol (THC; including synthetic can-
nabinoids)

o Phencyclidine (PCP)

o Inhalants (for example, paint thinners, glue, spray paint)
e Prescribed medications

o Antibiotics, antivirals, and antiparasitics
Antiepileptic drugs
Antihistamines
Antiparkinsonian drugs
Chemotherapeutics

o Corticosteroids

o Muscle relaxants
e Toxins

o Arsenic

o Carbon monoxide

o Organophosphates

0O O O o

and so on), but it does not need to delay psychiatric
evaluation.”>? The ACNP should be aware of sub-
stances that cannot be tested for (for example, syn-
thetic cannabinoids, paint thinners) or that are difficult
to detect (for example, cathinones, MDMA) when a
toxidrome of unknown etiology is highly suspected.?®

In patients with underlying CVD or endocrine dis-
orders, a thyroid-stimulating hormone test should be
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BOX 3. Routine medical clearance workup for
acute psychosis

e Complete blood cell (CBC) count
e Comprehensive metabolic panel (CMP)
e Toxicology panel
o Serum alcohol level
o Urine drug screen
= Amphetamines
= Barbiturates
= Benzodiazepines
= Cocaine
= Methamphetamine
= 3 4-methylenedioxymethamphetamine (MDMA;
commonly known as ecstasy)
Tetrahydrocannabinol (THC)
= Opiates
= Phencyclidine (PCP)

Note: Toxicology panels can include different tests across organiza-
tions. The ACNP should add specific tests along with set panels
according to their index of suspicion.

performed.®'2%6.27 Patients living with autoimmune dis-
ease or those suspected to have autoimmune disease
should undergo inflammatory marker collection (for
example, antinuclear antibodies, erythrocyte sedimen-
tation rate, C-reactive protein, rheumatoid factor, and
so on).'? Finally, patients suspected to have a CNS infec-
tion related to an immunocompromising illness should
be evaluated for HIV, herpes simplex virus, and syphilis.!

12-lead ECG

Patients living with psychiatric illness have a two- to
threefold higher risk for CVD-related illness and mortal-
ity than the general population.? Additionally, psycho-
pharmacotherapies can propagate the development
of CVD. The 12-lead ECG can be useful in initial evalu-
ation of a patient with acute psychosis who is at risk
for or has known CVD to establish a baseline or assess
them for acute medical problems. The test evaluates for
acute arrhythmia, QT segment prolongation, ectopy, or
electrolyte imbalances caused by the effects of chronic
disease or medications (such as antipsychotics, antihy-
pertensives, diuretics, and antiarrhythmics).?®

Imaging

Radiographic or computed tomography (CT) tests may
be indicated to evaluate the patient initially for specific
medical problems that could be the cause or complica-
tion of acute psychosis presentations or for concomi-
tant medical problems that are not related to psychosis.
Patients with a persistent coarse cough productive
of purulent sputum or hypoxia should undergo chest

18 The Nurse Practitioner * Vol. 49, No. 12

radiograph to evaluate for pneumonia or another lower
respiratory condition; patients who have experienced
blunt trauma to the thorax should also undergo chest
radiograph to exclude bone fractures or pneumotho-
rax. Patients experiencing homelessness and those
engaging in tobacco use, for example, are particularly
vulnerable to atypical lower lung infections resulting in
an increase in cough and sputum production. Patients
with a new focal neurologic deficit or altered mental
status should undergo imaging of the head with a non-
contrast CT study to evaluate for intracranial mass or
acute stroke, which could cause acute personality and/
or mood changes.'?

MANAGEMENT

The goals for an ACNP managing a patient with acute
psychosis should be to stabilize and treat medical
problems, diagnose or exclude medical etiologic fac-
tors of acute psychosis, and medically clear or not
clear the patient for admission to an inpatient psy-
chiatric unit. Upon the patient’s presentation, the pa-
tient might be screened for suicidality or homicidality
by their triage nurse in the ED or their assigned in-
hospital nurse. The ACNP must evaluate the patient
further to assess the patient’s risk factors for suicide,
homicide, and grave disability.

Emergency certification
Patients presenting with acute psychosis may require
emergency certification (EC), also known as physician
emergency certification (PEC), for their safety or the
safety of others.”” Particularly, patients found to be
suicidal, homicidal, and/or gravely disabled generally
meet criteria for EC. The ACNP should be aware of
circumstances under which state laws set by Nurse
Practice Acts allow EC initiation for a patient who is
suicidal, homicidal, or gravely disabled.’”?° Not all pa-
tients who present with acute psychotic symptoms
warrant EC; criteria and procedures for initiating EC are
defined by each state. Initiating EC for patients with
drug- or alcohol-induced psychosis related to addictive
disorders, for example, is generally not supported.?
To initiate an EC, the standard of care generally
requires that the ACNP perform a face-to-face evalu-
ation of the patient and determine if they are suicidal,
homicidal, or gravely disabled.?%?® Following initiation,
in most states, the EC entails an involuntary hold of
the patient for 72 hours within a hospital setting to
prevent them from harming themselves or others, as
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well as performance of a full medical and psychiatric
evaluation. The involuntary hold varies in duration
in different states, thereby reinforcing the need for
the ACNP to be aware of state laws. The EC can be
rescinded before the 72-hour expiration time by a
psychiatrist or psychiatric provider with credentialing
and privileges to admit, discharge, diagnose, and treat
patients hospitalized for inpatient psychiatric care.
If the EC is rescinded, the ACNP should reevaluate
the patient for medical and psychiatric stability and
should arrange for disposition of the patient to the
respective level of care (for example, home with self-
care, along-term nursing facility, or other appropriate
setting). Holding a patient against their will via EC can
be a highly litigious matter; therefore, careful evalu-
ation, management, and reevaluation of the patient
are needed, along with thorough interviews of both
the patient in question and any collateral sources, for
the most comprehensive assessment.’®

Pharmacotherapeutic management

A prospective observational study reported that the
most common medications prescribed by emergency
medicine providers for patients with psychiatric emer-
gencies (inclusive of acute psychosis) are risperidone,
lorazepam, and haloperidol.” Haloperidol was com-
monly prescribed to patients for behavioral control
when diagnosed with substance use or schizophrenia,
and it was also used in all cases of acute psychosis.’
Benzodiazepines like lorazepam and anticholinergics
were most commonly prescribed for patients with
substance use and schizophrenia.” The ACNP should
select the most appropriate medication or combination
of medications to stabilize the patient’s behaviors and
facilitate their safety.

The ACNP should carefully review the patient’s
medical and medication history to help guide phar-
macotherapeutic prescribing. Consultation with a
psychiatric-mental health NP or psychiatrist regarding
antipsychotic prescribing may be indicated. However,
the ACNP should be aware of first- or second-line drugs
(such as haloperidol, olanzapine, lorazepam, and di-
phenhydramine) that can be used initially to manage
the patient’s acute psychosis, whether it is primary or
secondary. This section provides an overview of these
medications.

Antipsychotics. Antipsychotic medications are
used in the acute phase of treatment to reduce the
severity of psychotic symptoms. Typical antipsychotic
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(first-generation) and atypical antipsychotic (second-
generation) drugs can alleviate severe psychotic
symptoms in acute psychosis.?® First-generation
antipsychotics are most effective in patients with
positive symptoms of psychosis, whereas second-
generation antipsychotics work well for both positive
and negative symptoms.?®3° Practice guidelines
recommend initiating a second-generation antipsychotic
over a first-generation antipsychotic because second-
generation antipsychotics are less likely to result in
adverse involuntary movement disorders such as
extrapyramidal effects and tardive dyskinesia.?® Second-
generation antipsychotics can, however, cause metabolic
adverse reactions such as diabetes and dyslipidemia
and should be used with caution in patients with these
cardiovascular risk factors.'?’ It is acceptable practice to
augment a second-generation antipsychotic medication
with a benzodiazepine or a first-generation antipsychotic
to reduce agitation in the patient presenting with acute
psychosis.?® Ultimately, the initial drug selection should
be based on the patient’s presenting symptoms and
medical history as well as the drug’s adverse reaction
profile.

Benzodiazepines. Benzodiazepines are used to treat
agitation in patients presenting with acute psychosis.
Benzodiazepines, when administered with an anti-
psychotic, can provide rapid symptom relief in highly
agitated patients.?® Lorazepam is often used because it
has reliable absorption when administered either orally
or .M. and it can reduce the dosage of antipsychotics
needed for symptom reduction.®??

Antihistamines and anticholinergics. Antihista-
mine and anticholinergic medications are also used
in acute psychosis to potentiate antipsychotic or anx-
iolytic medications and to treat medication-induced
movement disorders. Patients presenting with trem-
ors, catatonia, or severe extrapyramidal symptoms
from use of antipsychotic medications can benefit
from concomitant or monotherapeutic use of these
drug classes.’' Use of antihistamines and anticholiner-
gics can also come with significant adverse reactions,
including acute cognitive dysfunction and delirium,
along with increased risk for developing dementia with
prolonged exposure.3>%3

Older adult prescribing considerations. The ACNP
should consider the unique adverse reactions of psy-
chopharmacotherapies in older adult populations.
Older adults are more susceptible to drug-induced
cognitive dysfunction with the use of anticholinergic
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agents and exhibit higher incidence of acute delirium
with benzodiazepine use.3?% The cumulative effects of
these drugs, when used in conjunction with other
medications to treat medical comorbidities, place older
adults at an increased risk for hospitalization and a
higher risk for institutionalization in long-term-care
facilities.?*2 Additionally, older adults requiring the
chronic, concomitant use of cardiac and psychotropic
medications have an increased risk for cardiac arrhyth-
mias. Polypharmacy in older adults can further increase
this risk.232

Management of acute psychosis in these patients
should center on identification of the underlying cause
and reversal, if possible, through a combined approach
of pharmacologic therapies and nonpharmacologic
psychotherapies. Such interventions include cognitive
behavioral therapy, family involvement in reorienting
the patient when possible, environmental modifica-
tions, and verbal de-escalation when appropriate.?

Disposition

The disposition of patients with acute psychosis can
be challenging due to the lack of inpatient and out-
patient mental health facilities, psychiatric providers,
and, in some cases, social or family support, along
with the patient’s level of function and capacity to
care for themselves.®?° Patients who are already hos-
pitalized during the onset of acute psychosis may
require continual one-on-one observation by a health-
care professional to ensure their safety in the medical
unit. The ACNP caring for a patient who presents to
the ED with acute psychosis will have to determine,
after medical clearance, whether the patient requires
inpatient psychiatric evaluation or whether the situ-
ation is sufficiently safe for outpatient psychiatric
evaluation. Patients medically cleared following EC
initiation must be placed in a locked unit or patient
room with continual direct supervision until they can
be evaluated for admission to an inpatient psychiatric
unit'1,18,19

PATIENT AND FAMILY EDUCATION

The emotional and financial burden associated with
acute psychosis can affect both the individual and their
family. Patients living with acute psychosis can often
exhibit poor insight into their illness; therefore, consis-
tent family involvement plays an integral role in helping
to achieve and/or improve recovery outcomes.?
Educating patients and families about acute psychosis
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can lead to enhanced outcomes, increased treatment
adherence, higher levels of patient insight, and reduced
levels of stress among family members.* Timing of this
communication with and education of the family may
be challenging; family members of patients with newly
diagnosed psychiatric disorders often have questions
about the implications of the disorder for the long term,
and they may feel distressed and overwhelmed.3®
Family members should be educated on the patient’s
diagnosis, possible causes for the psychosis, and its
potential impact on functioning. The ACNP should also
provide education on maintaining safety for both the
patient and caregivers; the risks, benefits, and rationale
for current tests and treatment recommendations; and
recognition and management of future episodes.*®
Overall, the ACNP should provide up-to-date, evidence-
based education to help bridge the knowledge gap and
promote autonomy in the shared decision-making pro-
cess, all while using an individualized, patient-centered
approach.®’

ACNP PRACTICE IMPLICATIONS

As a medical provider, the ACNP should have or
should develop skills related to the medical clearance
and initial management of patients experiencing
acute psychosis in hospital settings. Differentiating
between psychosis arising from medical conditions
versus from psychiatric conditions can be challeng-
ing, particularly among patients with co-occurring
illnesses. However, the ACNP’s ability to evaluate the
patient quickly yet comprehensively and facilitate
their disposition to the most appropriate treatment
setting is vital to the patient’s safety and overall
health-related outcomes.

For the ACNP’s edification, Box 4 provides illustra-
tive case exemplars that offer overviews of evaluation,
diagnosis, and management of acute psychosis under
various circumstances.

CONCLUSION

Acute psychosis is a psychiatric emergency that can
result from medical, psychiatric, and/or drug-induced
etiologies. The number of conditions that can cause
psychotic symptoms can make differentiating be-
tween primary psychosis and secondary psychosis
challenging. A comprehensive history, physical exam,
mental status exam, and lab investigations are vital in
this process and can help distinguish between primary
and secondary psychosis promptly. Occasionally,
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BOX 4. Case exemplars

Acute psychosis: Medical clearance evaluation and initial management

CASE1

A 23-year-old male presents to the ED with a family member
who is concerned that the patient “is not acting the same.”
Family states the change in the patient’s behavior started

2 months ago and has been worsening. The family member
reports that the patient is speaking to people who are not
present, is becoming increasingly agitated each day when other
family members or friends visit, has been sent home from work
for the past 2 days, and has not been able to sleep through

the night due to his fear of someone trying to capture him.

The patient has no prior medical history and no regular home
medications. The family member does not believe the patient
uses illicit substances. The patient is a first-year law student
and works with an attorney as a paralegal part-time. Over

the last few weeks, the family reports that the patient has not
been regularly bathing, shaving, washing his clothes, eating,

or sleeping well. The family member is very concerned about
the patient’s mental state and does not know him to have ever
experienced these problems previously. The patient’s father
had an alcohol use disorder and died in his early 40s due to
complications from liver disease. The family member is unaware
of any other family history.

The patient is awake, alert, and oriented to self. He cannot
be interviewed due to nonlinear conversation and tangential,
pressured speech. The patient reports hearing voices and says
he cannot stop the voices from talking to him. The patient
denies suicidal or homicidal ideation. The patient is anxious,
hyperactive, and pacing around the room. He is very difficult to
redirect during the interview but is cooperative with the physi-
cal exam.

Case I discussion

The patient is a young adult male likely experiencing the pro-
gression of primary psychosis. The patient is experiencing typi-
cal auditory hallucinations and delusional perceptions, which
are hallmark symptoms of primary psychotic disorders. Both
positive and negative symptoms of psychosis are present. The
patient’s age and insidious onset of symptoms are consistent
with the peak age of onset and progression of schizophrenia

imaging studies may need to be ordered for further
exclusion of medical illness. Medical clearance and
appropriate disposition are the priorities for any pa-
tients presenting with acute psychosis. Finally and
importantly, ACNPs should be familiar with state regu-
lations regarding EC to be ready to act accordingly
for patients who need it. @
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