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ABSTRACT

Objectives: Agitated patients make up a significant part of psychiatric emergencies. Intervening with 
an agitated patient causes the use of a significant part of emergency department (ED) resources. In 
the present study, the purpose was to evaluate the knowledge and skills of emergency medicine (EM) 
physicians in agitated patient management and identify the fields they are lacking.

Methods: A questionnaire was prepared under certain topics for the data collection tool (15 questions). 
The questions were evaluated in a pilot implementation. A questionnaire prepared in Google Forms 
was sent to EM resident physicians and EM attending physicians who were working in the ED, through 
an instant messaging and communication application (WhatsApp).

Results: The response rate was 81% (158 of 195). A total of 158 participants who agreed to participate 
were included in the study. When the participants’ answers were analyzed, it was found that less than 
50% of correct answers were given to the questions that questioned the points to be considered in 
communication with an agitated patient, pharmacotherapy in the management of agitated patients, 
and the purpose of the verbal de-escalation technique.

Conclusions: EM physicians should be trained more in the verbal de-escalation technique that can be 
applied in the management of agitated patients and pharmacotherapy in the management of agitated 
patients.
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There is an increase in visits to emergency departments (EDs) associated with psychi-
atric emergencies every year (1). Agitation, which is one of the clinical presentations 

of altered mental status, was reported to make up 20% of all mental changes in a study 
conducted in our country (2). Excessive psychomotor activity, which is defined as agi-
tation, can cause aggressive and violent behaviors. When violent behavior occurs, the 
agitated patient jeopardizes the safety of himself/herself, other patients, staff, and the 
healthcare team. In an agitated patient, it is important to intervene early before aggres-
sive behavior occurs.

ED care involves a uniquely complex setting (3). An agitated patient evaluated in such a 
setting requires a significant part of hospital resources. At this point, the knowledge of the 
emergency medicine (EM) physician involved in the examination of the patient is import-
ant. In this chaotic setting, where there is limited time to calm the patient, the physician 
examining the patient may not have adequate time to obtain advice from other physicians 
(4). The more adequate the emergency physician’s knowledge and skills in examining the 
patient and taking the agitated patient under control, the more adequately s/he can pro-
tect the patient and other patients and staff. For these reasons, many guidelines were 
published in the past to manage agitated patients (5-7).

Prepared by psychiatry and EM physicians for this challenging patient group, Best Practices 
in the Assessment and Treatment of Agitation (BETA) was a pioneering effort to create 
a comprehensive list for preventing and managing agitation. The basic strategies in the 
BETA Project are to ensure the safety of the patient, staff, and other people in the region, 
help patients manage emotions and distress and maintain or regain control of their behav-
iors, to avoid using restraint whenever possible, and to avoid coercive interventions that 
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might increase agitation (8,9). This project also aimed to provide an 
ethical perspective in approaching agitated patients.

In a questionnaire that was conducted on psychiatric physicians, 
two-thirds of the physicians who were attacked said that they 
received inadequate training in managing patients with aggressive 
behaviors (10). There are more deficiencies in guidelines regarding 
managing agitated patients in specialties other than psychiatry.

In the present study, the purpose was to identify the shortcomings 
of EM physicians in managing agitated patients and offer a sug-
gestion to increase training on relevant issues. It was also aimed 
to investigate whether the level of knowledge and skills has a rela-
tionship with working time and determine whether experience in 
the ED affects the management of agitated patients.

METHODS

The questions were prepared for EM physicians to evaluate their 
knowledge and skills in managing agitation in the present study. 
The characteristics and questions of the participants were directed 
to the participants through the web-based system (Google Forms). 
The participants were asked to answer without any time limit.

Target Population
The target population for the questionnaire was EM physicians in all 
EDs of City Hospitals, University Hospitals, and Training and Research 
Hospitals, which is a city that has a population of six million. To con-
tact the participants, the questionnaire that was prepared in Google 
Forms was shared in WhatsApp groups with EM physicians in hospi-
tals. Those who agreed to participate in the study were asked some 
questions before answering the questionnaire on age, gender, the 
hospital they worked at, length of time they worked in the emer-
gency clinic, their titles (resident physician, attending physician), time 
they worked in the ED (under 5 years, over 5 years), and total time 
they worked as physicians. Those who answered any of the questions 
incompletely were excluded from the study.

Sample Size
We determined that a sample size of 155 was needed to achieve 
a 0.95 confidence level (CI) with a 5% margin of error. The ques-
tionnaire was sent to 195 EM physicians; 168 emergency physi-
cians responded. A total of 168 participants answered and sent the 
questionnaires, but 10 participants were excluded from the study 
because they answered the questionnaires incompletely, and there-
fore 158 participants were included in the study.

Preparation of Questionnaire Questions
When the questionnaires were prepared, the literature on the sub-
ject was reviewed. The questions were prepared by a professor phy-
sician and two attending physicians after analyzing them one by 
one to evaluate their ability to measure knowledge on the subject. 
Some questions were eliminated and finalized. For the application 
to emphasize many important points, all subheadings were deter-
mined, and 15 questions were prepared. “True” and “False” options 
were given to the participants to measure their knowledge levels. 
The distribution of 15 questions was as follows: three questions on 
the definition and etiology of agitation, four questions on how the 
interviews must be conducted, four questions on pharmacotherapy, 
two questions on physical restraint, and one question on the verbal 
de-escalation technique. The important points of the American 
Emergency Psychiatry Association’s BETA project were taken as the 
basis for preparing the questionnaires (9). The questionnaire ques-
tions sent to the participants are given in Table 1.

Pilot Implementation
The questions in the final version of the selected data collection 
method were evaluated by a team of 9 people who consisted of EM 
physicians and psychiatrists, and no changes were recommended. The 
data from the pilot implementation were not included in the study.

Statistical Analysis
The data were evaluated by using the SPSS 23.00 package pro-
gram. The descriptive data were expressed as %, number (n), mean 

Table 1. Questionnaire sent to participants. Correct answers are highlighted in bold

1) Aggressive behaviour often develops suddenly, without warning. TRUE FALSE

2) Agitation may not be caused by a psychiatric cause. TRUE FALSE

3) Acute grief is always an agitation. TRUE FALSE

4) While the agitated patient is being evaluated in the emergency department, he/she should be interviewed 
in any room with the door of the room closed.

TRUE FALSE

5) When first approaching the agitated patient, be authoritative by looking them in the eye. TRUE FALSE

6) Agitated patients should not be lied to in the examination and treatment management. TRUE FALSE

7) Touching the agitated patient gently, with the patient›s back turned, will calm the patient. TRUE FALSE

8) Pheniramine hydrogen maleate is the first-line treatment in the management of agitated patients. TRUE FALSE

9) In the agitated patient in alcohol withdrawal, benzodiazepines should be used. TRUE FALSE

10) Ketamine is a part of agitated patient management. TRUE FALSE

11) The agitated patient should be physically restrained as soon as possible. TRUE FALSE

12) The physician who is the team leader should not be directly involved in the application of physical restraint. TRUE FALSE

13) In the management of agitated patients, combination therapy consisting of antipsychotic and benzodiaze-
pine is primarily recommended. 

TRUE FALSE

14) The first aim of the verbal de-escalation technique is to ensure the safety of the patient. TRUE FALSE

15) There is no oral form of atypical antipsychotics in the management of agitated patients. TRUE FALSE
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standard deviation, or median Inter Quantile Range (IQR). The 
distribution of the continuous data was tested with the Kolmog-
orov-Smirnov Test. Difference analysis of numerical variables was 
performed with the Mann-Whitney U Test for two independent 
groups. The comparison of the rates in independent groups was 
made with the Chi-Square Analysis. The data were evaluated within 
the 80% Confidence Interval, and a p<0.05 value was considered 
statistically significant.

Ethical Approval
This study was approved by the Local Ethics Committee (Decision 
no: 2023-802). The study was conducted following the Helsinki 
Declaration throughout the research process.

RESULTS

A total of 63.3% of the physicians who participated in the study 
(n=100) were male, and 36.7% (n=58) were female. A total of 18.4% 
(n=29) worked in training and research hospitals, 3.2% (n=5) worked 
in university hospitals, and 78.5% (n=124) worked in city hospitals. 
The average length of time the study participants were practicing 
medicine was found to be 4.91±5.63 years (min 1, max 42). The flow 
diagram of the study is shown in Figure 1. Figure 1. The flow diagram of the study

Table 2. The number of the correct answers and percentages of the correct answers of the emergency medicine resident physicians and 
attending physicians according to the questions

Correct Responses EM† Resident
(n=125)

EM attending physicians
(n=33)

p*

Question 1 n
%

95
76.0

27
81.8

0.480

Question 2 n
%

122
97.6

33
100.0

0.370

Question 3 n
%

97
77.6

31
93.9

0.034

Question 4 n
%

94
75.2

30
90.9

0.052

Question 5 n
%

52
41.6

17
51.5

0.309

Question 6 n
%

84
67.2

27
81.8

0.103

Question 7 n
%

120
96.0

30
90.9

0.237

Question 8 n
%

110
88.0

30
90.9

0.641

Question 9 n
%

83
66.4

25
75.8

0.305

Question 10 n
%

55
44.0

13
39.4

0.636

Question 11 n
%

103
82.4

25
75.8

0.388

Question 12 n
%

105
84.0

22
66.7

0.026

Question 13 n
%

79
63.2

21
63.6

0.963

Question 14 n
%

46
36.8

15
45.5

0.365

Question 15 n
%

103
82.4

25
75.8

0.388

*Mann-Whitney U Analysis was used; †Emergency medicine.



34

Acad J Health 2024;2(2):31-36 Şirin et al. The Assessment of Acute Agitation Management Skills

A total of 72.2% (n=114) of the participants had worked in the med-
ical profession for at most 5 years, 27.8% (n=44) had worked in the 
medical profession for more than 5 years, 79.1% (n=125) were EM 
resident physicians, and 20.9% (n=33) were EM attending physi-
cians.

When the answers of the participants were analyzed, it was found 
that more than 90% correct answers were given to the second and 
seventh questions. Also, less than 50% correct answers were given 
to the fifth, tenth, and fourteenth questions, which questioned the 
points to be considered in communication with agitated patients, 
the purpose of pharmacotherapy, and the verbal de-escalation 
technique in the management of this patient group.

When the answers given to the questions were analyzed accord-
ing to the categories of EM residents and EM attending physicians, 
EM attending physicians answered the third question correctly at 
a significantly higher rate (p=0.034). When the answers given to 
the questions were analyzed according to the categories of EM 
residents and EM attending physicians, EM residents answered the 

twelfth question correctly at a significantly higher rate (p=0.026). 
No significant differences were detected in the other questions. 
Analyses made according to EM residents and EM attending physi-
cians are given in Table 2.

When the answers given to the questions were analyzed according 
to the length of time working in the ED, physicians who had worked 
in the ED for 5 years or more answered the third question correctly 
at a significantly higher rate (p<0.05). When the answers given to 
the questions were analyzed according to the length of time work-
ing in the ED, physicians who had worked in the ED for 5 years or 
more answered the sixth question correctly at a significantly higher 
rate (p<0.05). The analysis that was made according to the duration 
of work in the ED is given in Table 3.

DISCUSSION

When the results of this study were evaluated, it was thought 
that training on pharmacotherapy in the management of agitated 
patients in the emergency department should be improved. More-

Table 3. The number of correct answers and percentages of the correct answers according to the questions in the groups with less than 5 years 
and more than 5 years of emergency department experience

Correct Responses Less than 5 years experience
(n=114)

More than 5 years experience
(n=44)

p*

Question 1 n†

%
87

76.3
35

79.5
0.665

Question 2 n
%

111
97.4

44
100.0

0.279

Question 3 n
%

88
77.2

40
90.9

<0.050

Question 4 n
%

85
74.6

39
88.6

0.054

Question 5 n
%

45
39.5

24
54.5

0.088

Question 6 n
%

73
64.0

38
86.4

0.006

Question 7 n
%

111
97.4

39
88.6

0.025

Question 8 n
%

99
86.8

41
93.2

0.262

Question 9 n
%

75
65.8

33
75.0

0.266

Question 10 n
%

49
43.0

19
43.2

0.982

Question 11 n
%

94
82.5

34
77.3

0.458

Question 12 n
%

95
83.3

32
72.7

0.134

Question 13 n
%

73
64.0

27
61.4

0.756

Question 14 n
%

44
38.6

17
38.6

0.996

Question 15 n
%

95
83.3

33
75.0

0.233

*Mann-Whitney U Analysis was used; †Number.
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over, it was observed that emergency physicians did not prefer the 
verbal de-escalation technique. Our participants, who adopted an 
authoritarian approach in communication with agitated patients 
and prioritized protecting them by verbal de-escalation, showed 
a paternalistic approach towards the agitated patient. Consider-
ing the historical process of the patient-physician relationship, 
although the paternalistic approach reversed in the past 20 years 
and patient-centered care became common, according to the pres-
ent study, the paternalistic approach to the management of agitated 
patients continues by almost half of EM physicians. Similarly, it is 
also known in the literature that the paternalistic approach to the 
understanding of medicine continues (11). The medications used 
by EM physicians in the management of agitated patients were dif-
ferent from each other. In order to prevent this difference, training 
should be increased, and standardization should be ensured.

It was found in our study that the paternalistic approach to verbal 
de-escalation is preferred over the equal patient-physician rela-
tionship. We think that the reason for this is that the physician turns 
into a strict kindness towards the patient during the intervention to 
the agitated patient, similar to the baby-parent relationship, instead 
of an equal patient-physician relationship (12). When managing 
an agitated patient in the paternalistic approach, the patient may 
perceive the physician as a threat and cause provocation (9,13). 
Communication with difficult patients, such as agitated patients, is 
more difficult than with other patients (14). More efforts must be 
made to increase this communication skill.

Pharmacotherapy is another area where there are different pref-
erences in the management of agitated patients. Previous stud-
ies have demonstrated certain difficulties in the management 
of agitated patients (15). In particular, the number of physicians 
who stated that ketamine could be used in the management of 
agitated patients was below 50%. We think this is associated 
with the possible side effects of ketamine and the fact that its 
use is not recommended in patients who are diagnosed with 
schizophrenia. In the recent guideline published by the Ameri-
can College of Emergency Physicians (ACEP), the use of ketamine 
is recommended in patients with acute agitation (16). However, 
some studies criticize the use of ketamine because of its possible 
side effects and schizophrenia-like syndrome (17). Controversies 
regarding the use of ketamine in agitated patients may be the 
reason why emergency physicians avoid ketamine in the manage-
ment of agitated patients. Some EM physicians stated that they 
use pheniramine in the management of agitated patients. Since 
the use of pheniramine has no place in the management of agi-
tated patients, EM physicians should make some corrections in 
the management of agitated patients.

When the answers given to the questionnaire by the EM physicians 
who participated in the present study were evaluated according 
to whether they were residents’ physicians/specialists and whether 
their experience was less than 5 years or more than 5 years in the 
ED, no significant differences were detected except for three ques-
tions. As expected, we think that experience in the ED has positive 
impacts on the management of agitated patients.

In psychiatric emergencies, early intervention in agitated patients 
improves outcomes (18). However, intervention in psychiatric emer-
gencies involves certain difficulties (10). In this study, it was found 
that the knowledge and skills of emergency physicians in manag-

ing agitated patients, especially in verbally calming the agitated 
patient and intervening with medication, were not similar. Similar 
to the study by Mothibi et al. (19), there are differences in inter-
vention to psychiatric emergencies in the emergency department. 
More training, including simulation-supported studies, is needed 
to ensure a certain standardization in the management of agitated 
patients. There is a need for clear guidelines with patient-specific 
recommendations, especially in pharmacotherapy for agitated 
patients. Also, regional guidelines are needed to make appropriate 
drug recommendations, depending on the availability of the drugs 
recommended by the guidelines in the regions and hospitals.

LIMITATIONS

Although the questionnaire that was directed to the participants 
in the present study was prepared meticulously and an attempt 
was made to ensure their accuracy with an implementation, the 
questionnaire may not have been able to accurately evaluate the 
knowledge and skills of physicians in managing agitated patients. 
The process of examining and treating a difficult patient such as 
an agitated patient is associated with many factors; therefore, it 
would not be appropriate to draw universal conclusions since they 
may differ from country to country. Also, although designing our 
questionnaire questions as “yes/no” was a more accurate method 
of measuring information, it might have increased the chance of 
receiving the correct probability in case participants answered ran-
domly.

CONCLUSION

The knowledge and skills of EM physicians in the verbal de-escala-
tion technique that can be applied in managing agitated patients 
and pharmacotherapy in agitated patient management are not 
at a similar level. The duration and contents of the training to be 
provided to EM physicians must be regulated, and standardization 
must be ensured for agitated patient management.

Ethics Committee Approval: This study was conducted with the permission 
of the Ankara Etlik City Hospital No. 1 Clinical Research Ethics Committee 
(decision no: AEŞH-EK1-2023-802, date: 20.12.2023)

Informed Consent: Written informed consent was obtained from the patients 
who agreed to take part in the study.

Peer-review: Externally peer-reviewed.

Author Contributions: Concept – İ.Ş., A.E.K., E.A.; Design – İ.Ş., A.E.K., 
H.H.Ç.; Supervision – İ.Ş., A.H.Ç.; Resource – A.H.Ç., H.H.Ç., E.A.; Materials 
– İ.Ş., A.H.Ç., H.H.Ç., E.A.; Data Collection and/or Processing – A.H.Ç., H.H.Ç.; 
Analysis and/or Interpretation – İ.Ş., A.E.K., E.A.; Literature Review – İ.Ş., E.A.; 
Writing – İ.Ş., E.A., A.E.K.; Critical Review – İ.Ş., E.A., A.E.K., H.H.Ç., A.H.Ç.

Declaration of Interests: The authors have no conflict of interest to declare.

Funding: The authors declared that this study has received no financial 
support.

REFERENCES

1. Skinner HG, Blanchard J, Elixhauser A. Trends in emergency department 
visits, 2006-2011. Rockville (MD): Agency for Healthcare Research and 
Quality (US); 2006.

2. Kekec Z, Senol V, Koc F, Seydaoglu G. Analysis of altered mental status 
in Turkey. Int J Neurosci 2008;118(5):609-17. [CrossRef]

3. Kovacs G, Croskerry P. Clinical decision making: An emergency medicine 
perspective. Acad Emerg Med 1999;6(9):947-52. [CrossRef]

https://doi.org/10.1080/00207450701849133
https://doi.org/10.1111/j.1553-2712.1999.tb01246.x


36

Acad J Health 2024;2(2):31-36 Şirin et al. The Assessment of Acute Agitation Management Skills

4. Nentwich LM, Wittmann CW. Emergency department evaluation of the 
adult psychiatric patient. Emerg Med Clin North Am 2020;38(2):419-
35. [CrossRef]

5. Lukens TW, Wolf SJ, Edlow JA, Shahabuddin S, Allen MH, Currier GW, et 
al. Clinical policy: Critical issues in the diagnosis and management of 
the adult psychiatric patient in the emergency department. Ann Emerg 
Med 2006;47(1):79-99. [CrossRef]

6. Ostinelli EG, D'Agostino A, Shokraneh F, Salanti G, Furukawa TA. 
Acute interventions for aggression and agitation in psychosis: Study 
protocol for a systematic review and network meta-analysis. BMJ Open 
2019;9(10):e032726. [CrossRef]

7. Nordstrom K, Zun LS, Wilson MP, Stiebel V, Ng AT, Bregman B, et al. 
Medical evaluation and triage of the agitated patient: consensus 
statement of the american association for emergency psychiatry project 
Beta medical evaluation workgroup. West J Emerg Med 2012;13(1):3-
10. [CrossRef]

8. Roppolo LP, Morris DW, Khan F, Downs R, Metzger J, Carder T, et al. 
Improving the management of acutely agitated patients in the 
emergency department through implementation of Project BETA (Best 
Practices in the Evaluation and Treatment of Agitation). J Am Coll 
Emerg Physicians Open 2020;1(5):898-907. [CrossRef]

9. Richmond JS, Berlin JS, Fishkind AB, Holloman GH Jr, Zeller SL, Wilson MP, 
et al. Verbal de-escalation of the agitated patient: Consensus statement 
of the American Association for Emergency Psychiatry Project BETA 
De-escalation Workgroup. West J Emerg Med 2012;13(1):17-25. [CrossRef]

10. Schwartz TL, Park TL. Assaults by patients on psychiatric residents: A 
survey and training recommendations. Psychiatr Serv 1999;50(3):381-
3. [CrossRef]

11. Flanigan J. Refusal rights, law and medical paternalism in Turkey. J Med 
Ethics 2013;39(10):636-7. [CrossRef]

12. Szasz TS, Hollender MH. A contribution to the philosophy of medicine; 
the basic models of the doctor-patient relationship. AMA Arch Intern 
Med 1956;97(5):585-92. [CrossRef]

13. Charles C, Gafni A, Whelan T. Decision-making in the physician-patient 
encounter: Revisiting the shared treatment decision-making model. 
Soc Sci Med 1999;49(5):651-61. [CrossRef]

14. Tanoubi I, Cruz-Panesso L, Drolet P. The patient, the physician, or 
the relationship: Who or what is "difficult", exactly? An approach for 
managing conflicts between patients and physicians. Int J Environ Res 
Public Health 2021;18(23):12517. [CrossRef]

15. Pajonk FG, Bartels HH, Biberthaler P, Bregenzer T, Moecke H. [Psychiatric 
emergencies in preclinical emergency service; incidence, treatment 
and evaluation by emergency physicians and staff]. Nervenarzt 
2001;72(9):685-92. [CrossRef]

16. Diercks DB, Adkins EJ, Harrison N, Sokolove PE, Kwok H, Wolf SJ, et 
al. Clinical Policy: Critical Issues in the Evaluation and Management 
of Emergency Department Patients With Suspected Appendicitis: 
Approved by ACEP Board of Directors February 1, 2023. Ann Emerg Med 
2023;81(6):e115-52. [CrossRef]

17. Evanoff AB, Baig M, Taylor JB, Beach SR. Ketamine: A Practical Review for 
the Consultation-Liaison Psychiatrist. J Acad Consult Liaison Psychiatry 
2023;64(6):521-32. [CrossRef]

18. Murphy SM, Irving CB, Adams CE, Waqar M. Crisis intervention for 
people with severe mental illnesses. Cochrane Database Syst Rev 
2015;2015(12):Cd001087. [CrossRef]

19. Mothibi JD, Jama M, Adefuye AO. Assessing the knowledge of emergency 
medical care practitioners in the Free State, South Africa, on aspects 
of pre-hospital management of psychiatric emergencies. Pan Afr Med J 
2019;33:132. [CrossRef]

https://doi.org/10.1016/j.emc.2020.02.001
https://doi.org/10.1016/j.annemergmed.2005.10.002
https://doi.org/10.1136/bmjopen-2019-032726
https://doi.org/10.5811/westjem.2011.9.6863
https://doi.org/10.1002/emp2.12138
https://doi.org/10.5811/westjem.2011.9.6864
https://doi.org/10.1176/ps.50.3.381
https://doi.org/10.1136/medethics-2012-100945
https://doi.org/10.1001/archinte.1956.00250230079008
https://doi.org/10.1016/S0277-9536(99)00145-8
https://doi.org/10.3390/ijerph182312517
https://doi.org/10.1007/s001150170047
https://doi.org/10.1016/j.annemergmed.2023.01.015
https://doi.org/10.1016/j.jaclp.2023.06.001
https://doi.org/10.1002/14651858.CD001087.pub5
https://doi.org/10.11604/pamj.2019.33.132.18426

