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Maine EMS personnel are general ly cal led to tr anspor t a mental ly i l l  patient in one of two 
si tuations:

Em er gency Tr anspor t
Safety for  the patient and the crew  is the pr imar y concern in the tr anspor t of the mental ly 
i l l  patient. Personnel should make sure they do a thorough evaluation of the patient to f ind 
and tr eat possible medical causes of the behavior. Refer  to the Agitation/Exci ted Deli r ium 
protocol, Or ange 3.

Al l  diagnostic and therapeutic inter ventions administered by EMS provider s are pursuant 
to the prescr iptive author i ty of a physician. In cer tain l imited si tuations, when a patient 
poses a signi f icant danger  to self  or  other s, i t may be appropr iate to r estr ain the patient 
involuntar i ly. Provider s are cautioned to use physical r estr aint as a last r esor t, preferably 
w ith the assistance of local law  enfor cement, r efer  to Or ange 2. Once the decision is made 
to r estr ain a patient, the least r estr ictive r estr aint r easonable should be implemented and 
the patient should r emain r estr ained unti l  ar r ival at the emergency depar tment, unless i t 
inter feres w ith the deliver y of medical care. Only commercial ly avai lable soft r estr aints are 
approved by Maine EMS. 

Non-Em er gency Tr ansfer
Mental ly i l l  patients who are being tr ansfer red usually fal l  into one of these categor ies:

Voluntary Committal ? These patients have agreed to be tr ansfer red to a faci l i ty for  
evaluation and tr eatment of an under lying mental i l lness. I t is impor tant to get a thorough 
repor t on the patient pr ior  to tr anspor t to avoid surpr ises en route. Voluntar y committal 
patients can change their  mind dur ing tr anspor t. In this case, i t is the r esponsibi l i ty of the 
EMS personnel to discharge the patient at a safe location, preferably at the or iginating 
faci l i ty. I f  i t is not possible to r eturn the patient to the or iginating faci l i ty, noti fy local law  
enfor cement to meet you at your  location.

Involuntary Committal ? Patients who are being committed involuntar i ly must have 
committal papers (blue papers) completed pr ior  to tr anspor t. Between the hours of 7 a.m. 
and 11 p.m. a judge has to sign the committal papers. After  11 p.m. and before 7 a.m. the 
papers do not have to be signed except for  River view  Psychiatr ic Center  (former ly AMHI) ? 
this is know n as the ?pajama clause?. Make sure that the tr anspor ting ser vice is l isted 
cor rectly on the papers. According to Maine law , the patient must be tr anspor ted in the 
least r estr ictive form of tr anspor tation avai lable. Make sure you get a thorough histor y to 
determine whether  r estr aints w i l l  be necessar y. If the receiving facility refuses to accept the 
patient after evaluating them, the transporting service is required, by law, to transport the 
patient back to the originating facility.

Transpor t of Mental ly I l l  Patients
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E A P

Depression/Suicidal Ideation

1. Ensure the scene is safe and request law  enfor cement for  patients actively 
threatening/attempting suicide

2. Assess the patient for  need of medical tr eatment and fol low  appropr iate  
protocol

3. Establish r appor t w i th the patient by l istening careful ly and speaking in a 
non-confrontational manner.

4. Assess the patient 
 a. Has a suicide attempt been made?  I f  yes, r equest ALS 
  b. SAD PERSONS Scale (r epor t score to r eceiving hospital)
     1 point for  each of the fol low ing 

Sex:male
Age <20 or  >44
Depression
Pr evious suicide attempt
Ethanol abuse
Rational thinking loss
Social suppor ts lacking
Organized suicide plan
No spouse (divor ced, w idowed, single)
Sickness (chronic, debi l i tating, or  severe)

c.  Columbia Suicide Screening (i f  possible, discuss the fol low ing questions 
w ith the patient):

i .   Have you w ished you were dead or  w ished you could go to sleep and 
not wake up?

i i .  Have you been thinking about how  you might ki l l  yourself?
i i i . Have you taken any steps towards making a suicide attempt or  

prepar ing to ki l l  yourself  (such as col lecting pi l ls, getting a gun, giving 
valuables away or  w r i ting a suicide note)? 

5. Provide constant, 1:1 super vision for  the patient
6. Collect i tems such as toxic substances, alcohol, drugs and medications that 

may have been taken and tr anspor t w i th patient to the hospital
7. Provide suppor t for  fami ly and fr iends who are present.  
8. Obtain information from family and fr iends and obtain their  contact 

information should the hospital have any questions.
9. Transpor t the patient to the closest faci l i ty that can meet their  medical and 

psychiatr ic needs

Refer  to Gr ey 16 for  Transpor t of Mental ly I l l  Patients protocol
Refer  to Or ange 2 for  Restraint protocol
Refer  to Or ange 3 for  Agi tation/Exci ted Deli r ium protocol

PEARL
A SAD PERSONS Score > 4  or  a "yes" answer  to any of the Columbia Suicide 
Screening questions may indicate that the patient r equir es psychiatr ic 
hospital ization. However , al l  pat i ents pr esent ing w i th  a psychiat r i c 
em er gency should be t r anspor ted to the hospi tal  for  evaluat i on.
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Restraints

In cer tain l imited si tuations, when a patient poses a signi f icant danger  to self  or  others, i t 
may be appropr iate to r estr ain the patient involuntar i ly. Provider s are cautioned to use 
physical r estr aint as a last r esor t, preferably w ith the assistance of local law  enfor cement. 
Once the decision is made to r estr ain a patient, the least r estr ictive r estr aint r easonable 
should be implemented and the patient should r emain r estr ained unti l  ar r ival at the 
emergency depar tment, unless i t inter feres w ith the deliver y of medical care. Only 
commercial ly avai lable soft r estr aints are approved by Maine EMS. 

EMT/AEMT
1. Refer  to Altered Level of Consciousness Protocol, Gold 5, to establish etiology of 

agi tation.  
2. Request law  enfor cement assistance
3. Request ALS
4. Attempt de-escalation techniques (speak in an honest, non-confrontational tone whi le 

avoiding eye contact). 
5. Have appropr iate personnel avai lable pr ior  to ini tiating r estr aints
6. Restrain patients in a lateral or  supine posi tion.  NEVER leave patients r estr ained in a 

prone posi tion. NEVER r estr ain a patient?s hands and feet behind them (hog-tying).  Al l  
applied r estr aints must be easy to r emove should a medical emergency occur.

7. Never  place objects on top of patients to r estr ain them. 
8. Restrained patients r equir e 1:1 obser vation by EMS personnel and requir e continuous 

cardiac, pulse oximetr y and waveform capnography monitor ing, i f  able to do so.
9. Contact OLMC as soon as logistical ly possible after  secur ing the safety of 

the patient and provider s.
10. Documentation: Document de-escalation techniques unti l ized pr ior  to physical 

r estr aint. Document type of r estr aints used, how  restr aints applied, when restr aints 
applied, why restr aints applied (patient's behavior  and mental status), the agency and 
individual that applied the r estr aints, fr equent vi tal signs and CSM checks, education 
provided to patient and time OLMC noti f ied.

11. Restraint devices applied by law  enfor cement r equir e an off icer?s continued presence to 
ensure patient safety and al low  for  quick r emoval, i f  necessar y.  Law  enfor cement 
should accompany the patient in the ambulance.  

12. Restrained patients should not be moved in a stair  chair  device as violent patients 
cannot proper ly be r estr ained in a stair  chair  and EMS personnel may be easi ly throw n 
off-balance by a r esisting patient.

13. Restrained patients should be tr anspor ted to the nearest emergency depar tment that 
can safely accept the patient.

PARAMEDIC

14. Refer  to Agitation/Exci ted Deli r ium protocol, Or ange 3. Physical r estr aint is both 
physical ly and mental ly tr aumatizing to patients. Consider  pharmacologic 
management, i f  r equir ed, once the patient is physical ly r estr ained. 

E A

P

Pear l s for  Rest r aints
In conjunction w ith and suppor t of a joint statement r eleased in October  2020 by the NAEMSP, NASEMSO, 
NEMSMA, NAEMT and APA, the MDPB strongly suppor ts r egular , continuing education focused on the 
management of behavioral emergencies, implementation of QA/QI processes dedicated to these si tuations, 
and foster ing local r elationships w ith key stakeholders that encourage local systems of care to suppor t EMS 
cl inicians car ing for  patients suffer ing from behavioral emergencies.
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Agitation/Exci ted Deli r ium #1

EMT
1. Maintain crew  safety; ask for  law  enfor cement assistance, i f  avai lable
2. Attempt verbal de-escalation using dir ect, empathetic and calm voice. Present 

clear  l imits and options. Respect the patient's per sonal space. Avoid dir ect eye 
contact and assume a non-confrontational posture

3. If  altered mental status, check oxygen saturation and per form f inger  stick 
blood glucose, i f  so tr ained

ADVANCED EMT
4. If  blood glucose is less than 60 mg/dL, r efer  to Diabetic/Hypoglycemic

          Emergencies protocol, Gold 6

PARAMEDIC 
5. Per form the Altered Mental Status Scale: 

E

P

A

Pr ocedur e for  AMSS Assessm ent Scor e

1. Obser ve the patient - i f  aler t, r estless, agi tated or     
combative 0 to + 4

2. Say the patient's name in a gentle tone of voice and   
ask patient to open eyes -1

3. I f  no r esponse to voice, continue w ith routine EMS -2 to -4

Score Responsiveness Speech
Facial 

Expression
Eyes

+4 Combative, very violent, 
out of control

Loud outbursts Agitated Normal 

+3 Very anxious, agitated, mild 
physical element of violence Loud outbursts Agitated Normal

+2 Anxious, agitated Loud outbursts Normal Normal

+1 Anxious, agitated Normal Normal Normal

0 Responds to name in 
normal tone Normal Normal Clear, no ptosis

-1 Lethargic response to 
name

Mild slowing or 
thickening

Mild relaxation
Glazed or mild 

ptosis (<half eye)

-2 Responds only if name is 
called loudly

Slurring or 
prominent slowing

Mild relaxation 
(slacked jaw)

Glazed or marked 
ptosis (<half eye)

-3 Responds only after mild 
prodding

Few recognizable 
words

Mild relaxation 
(slacked jaw)

Glazed or marked 
ptosis (<half eye)

-4 Does not respond to mild 
prodding or shaking

Few recognizable 
words

Mild relaxation 
(slacked jaw)

Glazed or marked 
ptosis (<half eye)
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Agitation/Exci ted Deli r ium #2

PARAMEDIC
7. If  Altered Mental Status Score +1, +2 or  +3, consider  midazolam 4-10 mg IM

           for  patient/EMS provider  safety and patient comfor t. Fir st dose should be
           based on patient's size, age, and the cir cumstances causing agi tation 

8. If  Altered Mental Status Score +4, consider  ei ther :
*  Midazolam 4-10 mg IM  for  patient/EMS provider  safety and

             patient comfor t. Fir st dose should be based on patient's size, age, and the
             ci r cumstances causing agi tation

-OR-

*contact OLMC for  Ketamine 4 mg/kg IM . Ketamine may not be used in 
patients greater  than 65 years old

9. Monitor  and document the fol low ing ever y 5 minutes - ECG, O2 sat, ETCO2,
           AMSS, and vi tal signs 

10. Contact OLMC for  dosing questions or  i f  patient r equir es r epeat dosing. 

P

Pear l s for  Agi tat i on/Exci ted Del i r i um  

Agi tat i on  - is defined by excessive, purposeless cognitive and motor  activi ty or  
r estlessness, usually associated w ith a state of tension or  anxiety

Exci ted Del i r i um  - is a sub-categor y of agi tation, w i th a potential for  higher  
mor tal i ty and morbidi ty. I t can be defined by a patient presenting w ith the 
fol low ing constel lation of symptoms (based on the 2009 ACEP White Paper ) w ith 
fr equency in parenthesis:

- Exceptional/abnormal pain tolerance (100%)
- Tachypnea (100%)
- Tacti le hyper thermia (95%)
- Unusual str ength (90%)
- Police Noncompliance (90%)
- Lack of ti r ing against r estr aint (90%)
- Inappropr iate clothing for  environmental temperature (70%)
- Violent and paranoid behavior  
- Rapid development of symptoms 
- Rapidly and f luctuating per iods of calm and then deli r ium

 
These symptoms may be caused by a number  of intoxicants, including, but not 
l imited to alcohol, sympathomimetics (cocaine, methamphetamine, MDMA), and 
dissociative agents (PCP, LSD, dextromethorphan, K2/Spice, Bath Salts, DMT, etc). 
Ear ly contact  of  OLMC i s essent ial  for  pr oper  pr epar at i on of  the r eceiv ing 

faci l i t y and staf f . 
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Agitation/Exci ted Deli r ium #3

Pear l s
- Patient who are in a post-ictal state (i .e. have just suffered a seizure) are NOT 

considered to be in exci ted deli r ium and should NOT r eceive Ketamine
- Patients should NOT r eceive BOTH Midazolam and Ketamine due to concerns for  

potential addi tive affects and respir ator y depression 

Pear l s for  Midazolam /Ketam ine
 

Midazolam
- Patients w ith under lying medical conditions (including COPD/CHF/CAD) as well  as 

patients older  than 60 are more l ikely to suffer  adverse effects from midazolam. 
Consider  lower  doses in this population. 

- WARNING: May cause respir ator y depression, ar r est, or  apnea. 
- Assess patients for  signs and symptoms of r espir ator y depression and sedation. 
- Administr ation: IM - Administer  undi luted deep IM into large muscle. 
- Administr ation: IV - Do not administer  intr a-ar ter ial ly. Administer  by slow  IV 

injection over  at least 2 minutes using a concentration of 1 mg/mL or  a di lution of 
the 1 or  5 mg/mL concentrations. 

- Concomitant use w ith opioids: [US Boxed War n ing] : Concomitant use of 
benzodiazepines and opioids may result in profound sedation, r espir ator y 
depression, coma, and death. 

Ketam ine  
- Document the patient's Altered Mental Status Score (AMSS) in the r un r epor t.
- Patients w ith an AMSS less than 4 may be more l ikely to r equir e air way 

management when receiving Ketamine, therefore Ketamine is to be used ONLY i f  
the patient is suffer ing from exci ted deli r ium, as measured by an AMSS score of 4.

- Maine EMS Ser vices w i l l  be stocking the 100 mg/mL concentration to accommodate 
the w ide dose ranges in the protocol.  This is to avoid car r ying two ver y di f ferent 
concentrations and the r isk of a ser ious dose er ror.       

- WARNING: Overdose may lead to panic attacks and aggressive behavior ; r arely 
seizures, increased ICP, and cardiac ar rest. Ver y simi lar  in chemical makeup to PCP 
(phencycl idine), but i t is shor ter  acting and less toxic. 

- Administr ation: IM - Inject deep IM into large muscle mass. 
- Administr ation: IV - According to the manufacturer , administer  bolus/induction 

doses over  1 minute or  at a r ate of 0.5 mg/kg/minute; more r apid administr ation 
may result in r espir ator y depression and enhanced pressor  r esponse. Some exper ts 
suggest administr ation over  2 to 3 minutes (Mi l ler  2010). 

- The 100 m g/m L concent r at i on should not  be adm in i ster ed IV un less pr oper ly 
di l u ted w i th , at  m in im um , an equal  volum e of  Ster i l e Water  for  In ject i on, NS, 
or  D5W. 
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Alcohol Intoxication/Severe Alcohol Withdrawal, 1

EMT
1. Assess ABCs
2. Obtain vi tal signs
3. Assess level of consciousness. Consider  alternative diagnosis. Refer  to Altered 

Level of Consciousness Protocol, Gold 5.
4. I f  tr ained, per form f inger  stick blood glucose.
5. I f  blood glucose < 60 or  cl inical condition suggests hypoglycemia, r equest ALS and 

refer  to Diabetic/Hypoglycemic Protocol, Gold 6
6. In  Acute Alcohol  Intox i cat i on  - I f  the patient has evidence of incapaci tating 

intoxication or  acute i l lness/injur y, r equest ALS.
7. Wi th any concer n for  w i thdr awal  - Question the patient about past w ithdrawal 

symptoms. Any patient w i th a histor y of hospital ization for  alcohol w i thdr wal, 
w i thdrawal seizures or  del i r ium tr emens (DTs) should be tr anspor ted to the 
Emergency Depar tment.

8. In ei ther  Acute Alcohol  Intox i cat i on  or  concern for  Alcohol  Wi thdr awal , ask the 
patient about the time and amount of their  most r ecent alcohol ingestion, 
fr equency and amount of routine alcohol use, and any co-ingestions such as 
ethylene glycol (found in anti fr eeze), ethyl alcohol (AKA ethanol, grain alcohol), 
methanol (AKA wood alcohol) or  other  substances. 

8. I f  the patient r efuses tr anspor t, r efer  to the Transpor t Protocol, Gr ey 14

ADVANCED EMT
9. In ei ther  Acute Alcohol  Intox i cat i on  or  concern for  Alcohol  Wi thdr awal  - for  

patients r equir ing tr anspor t, consider  IV access and f luid bolus i f  cl inical ly 
indicated 

PARAMEDIC 
10. For  Sever e Alcohol  Wi thdr awal  symptoms, contact OLMC for  the option 

of Midazolam 2.5 mg IV or  5.0 mg IM. May repeat x 1 w ith max cumulative 
dose of 5 mg IV or  10 mg IM
a. Sever e Alcohol  Wi thdr awal  symptoms include hyper tension/tachycardia AND 

two or  m or e of the fol low ing: 
1. Severe tremors, even w ith arms not extended -  tested by "arms extended and 

f ingers spread apar t"
2. Drenching sweats 
3. Continuous tactile disturbances - ask "Have you any i tching, pins and needles 

sensation, any burning, any numbness, or  do you feel bugs craw ling on or  
under  your  skin?" 

4. Continuous auditory disturbances - ask "Are you more aware of sounds 
around you? Are they harsh? Do they fr ighten you? are you hear ing 
anything that is disturbing to you? are you hear ing things you know  are not 
there?"

5. Continuous visual disturbances - ask "Does the l ight appear  to be too br ight? 
Is i ts color  di f ferent? Does i t hur t your  eyes? Are you seeing anything that is 
disturbing to you? Are you seeing things you know  are not there?"

11. I f  seizure, r efer  to Seizure Protocol, Gold 8       

E

P

A

Cont inued
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Alcohol Intoxication/Severe Alcohol Withdrawal, 2

PEARLS For  Al cohol  Intoxciat i on/Wi thdr awal /Del i r i um  Tr em ens
Intoxicated patients w ith any of the fol low ing MUST be tr anspor ted to the Emergency 
Depar tment:
1) Incapaci tat i ng Intox i cat i on: Inabi l i ty to maintain air way; Inabi l i ty to stand from 

seated posi tion and ambulate w ith minimal assistance; At immediate r isk of 
environmental exposure or  tr auma due to unsafe location

2) Acute I l l ness/In jur y: Abnormal vi tal signs, Physical complaint that may indicate 
under lying i l lness/tr auma,Seizure, Hypoglycemia, Trauma, Head Injur y

Deli r ium tr emens (DTs) is a severe form of alcohol w i thdrawal that can be 
l i fe-threatening i f  not tr eated proper ly. DTs usually begin 48 hours after  last alcohol 
consumption and is most severe 4-5 days after  last alcohol consumption. Typical 
duration of DTs is 2-3 days but can last up to 8 days. Untreated DTs has a mor tal i ty r ate 
of 37%. In contrast hospital ized patients w ith DTs have a mor tal i ty r ate of 1-4%.

Cont inued f r om  Pr evious Page
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Care of the Homeless Individual 

EMT/ADVANCED EMT/PARAMEDIC
1. Approach patient in a non-threatening manner  and establish r appor t.
2. Patient may be wear ing several layer s of clothes. Avoid cutting clothes, i f  

possible, as these may be the only clothes the patient has, however  do 
not al low  clothes to prevent a ful l  examination of the patient. Be aware of 
the presence of sharp objects (ie: syr inges, knives, weapons, etc.) in 
pockets and clothing.

3. Be cognizant of  patient possessions and attempt to secure patient 
belongings w ith a tr usted individual i f  i t is not feasible to tr anspor t al l  
belongings.

4. Homeless patients are at r isk of exposure to environmental elements. 
Move the patient to a ?safe? environment (ie: ambulance) ear ly in the 
encounter , i f  feasible. 
a. Once the patient is physical ly in a pr ivate and safe location, consider  

inquir ing about the patient's safety from physical or  verbal threats. 
5. Be aware of  concur rent i l lnesses that may inf luence the chief 

complaint. Homeless indivisuals may lack access to routine medical care 
predisposing them to the r isk for  both chronic and acute i l lnesses. 
a. For  example, the pregnancy r ate of homeless women is estimated to be 

tw ice that of the general population
6. Mental i l lness and substance abuse occur  fr equently in the homeless 

population. Avoid attr ibuting the cur rent chief complaint to these 
under lying conditions.

7. Head injur ies are common in the homeless population. For  patient w i th 
altered mental status, r efer  to Altered Level of Consciousness Protocol, 
Gold 5 or  Head Injur y, Gr een 11 

8. Individuals suffer ing homelessness may have many bar r ier s that l imit 
their  interest in tr anspor t to a hospital. Should the patient r efuse 
tr anspor t, r efer  to the Transpor t Protocol, Grey ***  and consider  
discussing w ith OLMC

E PA

FILL OUT 
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