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Involuntary Evaluation Capacity and
Medical Clearance
An involuntary hold needs danger plus mental illness plus unable to care for self
plus no safer option. Capacity needs understanding plus appreciation plus
reasoning plus communication. Medical clearance needs vital signs plus labs plus
safety risk plus a physical exam. Every piece of capacity is tested for THIS decision
right now—not forever, not for everything.

T H E  O N E - L I N E  T R U T H

Capacity means you can understand the facts, see how they apply to you, reason through

your options, and tell someone your choice.

The chain — how it unfolds

Chronic stress, trauma, or untreated mental illness floods the brain with cortisol (the body's

main stress hormone), which over time shrinks the hippocampus (your memory and context

filer) and weakens the prefrontal cortex (your planner and brake). — why: With a smaller

hippocampus, you cannot file new memories or pull up the right context to make sense of

what is happening now—so the doctor's explanation does not stick, and you cannot connect

the facts to your own safety. With a weaker prefrontal cortex, you cannot weigh options, see

consequences ahead, or calm down the amygdala's alarm signals. This breaks two of the

four pieces of capacity: understanding (you cannot hold the information) and appreciation

(you cannot see how it applies to you).

The amygdala (your alarm center) loses its brake from the prefrontal cortex and stays on

high alert, tagging safe people, safe places, and helpful medical care as threats. — why: You

feel terror or rage even though the nurse is just trying to start an IV, so you refuse, pull

away, or try to leave—because your brain is screaming danger. This looks like 'behavioral'

refusal, but it is actually a broken threat-detection system, and it breaks the third piece of

capacity: reasoning (you cannot weigh the real risks because everything feels like a threat).
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In psychosis (schizophrenia, severe bipolar mania, or drug-induced), dopamine signaling in

the mesolimbic pathway (deep reward and emotion circuit) runs too high, creating

hallucinations (you hear voices that are not there) and delusions (you believe things that

are not true and cannot be talked out of them). — why: The extra dopamine makes your

brain assign meaning and importance to random noise—so you hear the voice of God or the

CIA in the static, or you believe the medical team is poisoning you. This breaks appreciation

and reasoning: you cannot see that the facts the doctor is telling you are real, because your

brain is generating a louder, scarier alternative reality.

At the same time, low serotonin (common in depression and anxiety) removes the mood

stabilizer, and low GABA (the brain's main calming signal) removes the brake on panic and

agitation. — why: You swing between hopelessness so deep you cannot see any point in

treatment (breaks communication of a choice—you just say 'I don't care' or go silent) and

terror so intense you cannot sit still long enough to hear the explanation (breaks

understanding—you cannot take in new information when your nervous system is in

overdrive).

Social amplifiers—homelessness, active substance use, untreated chronic pain, abusive

relationships, isolation—keep the stress-hormone tap wide open, so the brain never gets a

break to repair the circuits. — why: Cortisol and adrenaline stay high, inflammation stays

high, sleep stays broken, and nutrition stays poor—so even the right medication

(antipsychotic, mood stabilizer, antidepressant) cannot work if the environment is still

dangerous. Biology and social factors are not separate; they feed each other in a loop, and

you must treat both at the same time or the person will cycle back into crisis within days of

discharge.

A hidden medical emergency (hypoglycemia, intracranial bleeding (hemorrhage), thyroid

storm, serotonin syndrome, severe infection, or acute liver failure) disrupts the brain's fuel,

oxygen, or chemical balance and produces confusion, paranoia, aggression, or refusal that

looks identical to primary psychiatric illness. — why: The person cannot answer simple

orientation questions, their speech is garbled, they are combative or trying to leave, and

the team assumes 'agitated psych patient'—but the real problem is the brain is starving for

glucose, drowning in toxins, bleeding, or on fire with fever. If we skip the vital signs,

fingerstick glucose, and basic labs, we miss the one thing that will kill them in the next

hour, and we lose the chance to restore capacity by fixing the medical crisis first.
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Once you stabilize the biology (safe blood sugar, controlled blood pressure, right psychiatric

medication, treatment of infection, fluids, oxygen) AND reduce the social stressors (safe

place to sleep, case management for housing or substance treatment, harm reduction,

trauma-informed care, pain control) at the same time, the prefrontal cortex and

hippocampus can start to recover, the amygdala can calm down, and the neurotransmitters

can rebalance. — why: Capacity is not permanent—it can come back as the brain heals. As

the person becomes less confused, less terrified, and more able to hold a conversation, they

often regain the ability to understand the facts, see how the facts apply to them, reason

through the options, and communicate a stable choice. The goal of the involuntary hold is

always to restore capacity as quickly as possible so the person can make their own

decisions again, not to keep them locked up. We are buying time for the brain and the social

safety net to stabilize together.

Throughout this process, we must watch for implicit bias—especially the tendency to see

refusal or fear in patients of color, particularly Black men, as 'dangerous' or 'non-compliant'

rather than as a symptom of pain, medical crisis, or justified distrust of a system that has

historically harmed them. — why: If we move too fast to restraints or involuntary holds

without doing the full medical workup and without taking time to build trust and explain

clearly, we worsen the trauma, break the therapeutic relationship, and miss the real

diagnosis. Capacity assessment and medical clearance must be done with the same rigor

and respect for every patient, regardless of race, and we must name and interrupt our own

biases every single shift.

Spot it — what you see, and why

Patient cannot explain what the proposed treatment is or what it would involve: The frontal

lobe (the planning and understanding part of the brain) may be injured by illness,

confusion, or altered mental state, so the person cannot hold or repeat back the basic facts

being explained to them.

Patient cannot say what might happen if they accept or refuse the treatment: Damage or

disruption to the prefrontal cortex (the part of the brain that weighs choices and outcomes)

keeps the person from connecting a choice to its likely result, even when told clearly.

Patient cannot weigh the risks and benefits to make a choice: Executive function circuits

(the brain's decision-making wiring) are offline due to psychosis, delirium, intoxication, or

severe depression, so the person cannot compare options or settle on one.

Patient's reasoning is driven entirely by a delusion or false belief: The dopamine pathways

in the limbic system (deep emotion and reward circuits) are overactive or misfiring, locking

the person into a fixed, false idea that blocks logical thought about the real situation.
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Patient cannot communicate a stable choice over time: Fluctuating consciousness (as in

delirium) or severe thought disorganization (as in acute psychosis) means the person's

answer changes minute to minute because attention and memory are unstable.

Patient is cooperative but answers are vague, off-topic, or nonsensical: Wernicke's area or

other language and reasoning centers in the left hemisphere are impaired by stroke,

encephalopathy, or severe psychiatric illness, so words come out but do not form a logical

thread.

Red flags — act now

Active hallucinations or delusions that control the patient's reasoning about treatment

Fluctuating level of consciousness or attention span under two minutes

Recent head injury, stroke, overdose, or metabolic crisis (hypoglycemia, severe sepsis, liver

failure) that was not medically cleared

Patient is a danger to self or others and emergency psychiatric hold is indicated under state

involuntary-commitment law

Treat it — in this order

Assess the four capacity components for THIS specific decision: understanding the

situation, appreciating it applies to them, reasoning through choices, and stating a clear

choice → Documents exactly which thinking steps are broken and whether the person can

legally consent to or refuse care. This protects their autonomy when capacity is intact and

justifies involuntary care when it is not.

Medical clearance: rule out delirium, intoxication, low blood sugar (hypoglycemia),

infection, stroke, thyroid storm, or medication side effects mimicking psychiatric crisis →

Finds and fixes reversible medical causes that look like mental illness. Treating a UTI-

driven delirium or giving glucose for low blood sugar (hypoglycemia) can restore capacity

in minutes to hours without any psychiatric medication.

Involuntary psychiatric hold (criteria: imminent danger to self, imminent danger to others,

or grave disability preventing basic self-care) with interpreter services if needed—never use

family as interpreter for safety or consent questions → Removes the person from immediate

harm and creates a monitored space to stabilize the brain without the crisis stressor

making things worse. Allows you to assess and treat safely.
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Medication targeting the specific brain circuit: antipsychotic (blocks dopamine) for

psychosis, antidepressant (boosts serotonin) for severe depression, benzodiazepine (boosts

GABA, the brain's calming signal) for acute agitation or panic → Rebalances the

neurotransmitter the brain was using to cope with stress. Dopamine blockers quiet

hallucinations and paranoia. Serotonin boosters lift mood and reduce suicidal thinking.

GABA boosters stop the thought-spiral and physical panic.

Before discharge: coordinate housing, substance-use treatment if needed (medication-

assisted treatment for opioid or alcohol use disorder), outpatient psychiatry appointment

within 7 days, and a written safety plan with crisis phone numbers → Removes the chaos

and isolation that broke capacity in the first place. Stable housing, addiction treatment, and

a follow-up plan lower the chance the person lands back in crisis.

Your top priorities at the bedside

Place patient on continuous observation with a sitter or in a room visible from the nursing

station if danger to self or others is suspected — why: Patients with suicidal ideation,

homicidal ideation (thoughts of hurting others), or severe agitation can act impulsively;

direct observation prevents self-harm, elopement (leaving against medical advice), or

violence in the seconds it takes to intervene

Obtain bedside fingerstick glucose immediately and repeat if below 70 mg/dL or above 250

mg/dL — why: Low blood sugar (Hypoglycemia) under 55 mg/dL causes confusion,

aggression, and altered mental status that reverses in minutes with glucose; high blood

sugar (hyperglycemia) above 250 can cause delirium; both mimic psychiatric emergency

but need opposite treatments

Check vital signs including oxygen saturation, and perform a brief neurologic check: pupils

equal and reactive, speech clear, face symmetric, grip strength equal — why: Fever

suggests infection like urinary tract infection or pneumonia causing delirium; low oxygen

causes agitation; unequal pupils or weak grip signals stroke; abnormal vitals require

medical workup before psychiatric diagnosis
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