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The goals of this collaborative protocol are to:  
• Achieve greater consistency in the concept, application and procedures of medical 

screening to minimize inappropriate placement and to improve care of patients.  
• Enhance the collaboration between psychiatry and emergency medicine departments 

and to maximize coordination of care.  
• Streamline the flow of psychiatric patients through the emergency department.  
• Avoid the use of unnecessary tests and procedures, which incur unnecessary costs 

and create the potential for iatrogenic harm.  
• Maximize the use of current medical directives and allow the timely initiation of 

applicable medical tests. 
 
 
Background  
 
Prior to consulting patients to the Psychiatric Emergency Service, it is important to ensure 
that individuals are medically stable1 and have the cognitive ability to participate in an 
assessment.  In particular, the emergency-based team should consider whether the 
patient’s presenting symptoms are caused or exacerbated by a medical condition, assess 
and treat any medical condition requiring acute intervention, and determine if intoxication 
may prevent an accurate psychiatric exam.   
 
A symptom-based evaluation and focused medical assessment should be performed by 
the emergency team including.  
 

• vital signs 
• a relevant medical history 
• a brief review of systems 
• physical examination 
• mental status examination (including tests of orientation).i Laboratory investigations 

may be required in certain cases.  
• in cases of new onset confusion, mania or psychosis, screening for delirium, 

dementia and depression 
 

Laboratory investigations and medical imaging can be ordered based on the following 
minimum guidelines (see algorithm) 
 

1. Patients who have a previous psychiatric history and established psychiatric 
diagnosis require a basic history and physical examination including the vital signs 
for medical screening.  

a. No laboratory investigations are required unless clinically indicated.  
 

2. Patients with no prior psychiatric history who present with new onset of confusion, 
mania, or psychosis baseline evaluation should include a screen for delirium, 
dementia and depression.   

                                                        
1 The term ‘medical clearance’ is problematic because it implies different things to different groups.  Focused medical 
assessment better describes the process in which, with reasonable medical certainty,  medical causes for patient’s 
presentations are considered,  other illnesses/injuries are detected and treated, and the patient is medically stable for further 
psychiatric assessment.   
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a. Suggested lab tests include:  
i. CBC, Electrolytes, BUN, Creatinine, Glucose,  

ii. Blood Alcohol Level (BAL) 2 
iii. Urine Drug Screen3   
iv. Consideration of a CT Head is warranted in all such patients.  
v. If such patients are over 60 years of age, consider an EKG and 

chest X-ray.  
 

3. Patients who have serious comorbid medical conditions or concurrent medical 
complaints should receive a relevant work-up to ensure they are medically stable 
for psychiatric assessment.  

 
4. Patients who are HIV+ and not actively followed by a primary care or infectious 

disease specialist. 
 

a. For patients considered for admission, chest X-rays should be performed 
to help rule out active TB. Identifying active TB is particularly important 
due to close person-to-person contact on psychiatric ward.  

b. For patients not considered for admission, chest x-rays are ordered at the 
discretion of the emergency physician.   

 
5. Patients with a history of substance misuses and/or signs of intoxication: 

a. For patients considered for admission: 
i. Blood alcohol level (BAL)2 

ii. Urine drug screen3 
iii. Liver Function Tests should be performed for patients with a history 

of substance misuse and/or signs of intoxication.  
Note:  Patients are unlikely to be admitted to a mental health facility on the 
basis of substance-induced psychiatric symptoms only.  

 
6.  Females between the age of 12 and 55 will have a ΒHCG performed to rule out 

pregnancy and allow appropriate ongoing medication and psychiatric decision-
making. 

 
7.  Consideration of a standardized medical work-up for homeless individuals as 

guided by newly developed care plans based upon recent work by Inner City 
Health Associates. 

 
For any given patient, exceptions can be made to the above guidelines if there is mutual 
agreement between the emergency physician and the psychiatrist. It is an expectation that 
when a patient is transferred to another institution within the protocols of the Mental 
Health and Addictions Emergency Department Alliance, medical screening will be 
appropriately documented prior to the patient’s transfer.  
 

                                                        
2 Cognitive ability rather than a specific Blood Alcohol Level should determine the basis on which clinicians begin the 
psychiatric assessment. 
3 Routine urine toxicology may not impact the emergency medical assessment.  However, it is often done on behalf of the PES; 
return of results should not delay patient evaluation or transfer.   
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Documentation of the following must be present in the medical record prior to transfer 
from the ED:  

1. A brief summary of the results of both the history and physical  
2. Results of available laboratory and/or medical imaging tests.  
3. List of pending laboratory and/or medical imaging results. 
4. Recommendations for the management of any medical conditions identified in the 

ED.  
 
                                                        
References  
[1] Thomas W. Lukens, Stephen J. Wolf, Jonathan A. Edlow, Samina Shahabuddin, Michael H. Allen,   
Glenn W. Currier, Andy S. Jagoda. Clinical Policy: Critical Issues in the Diagnosis and Management of the Adult Psychiatric Patient in the Emergency 
Department. Ann Emerg Med. 2006;47:79-99 
[2] Walter-Ryan WG, Alarcon RD, Meadows DT. Toward a profile of medically ill psychiatric patients. South Med J 1987;80:822-6.  
[3] Madsen AL, Aakerlund LP, Pederson DM. Somatic illness in psychiatric patients. Ugeskr Laeger 1997;159:4508 – 11.  
[4] Abiodun OA. Physical morbidity in a psychiatric population in Nigeria. Gen Hosp Psychiatry 2000;22:195 – 9.  
[5] Dan B, Gregoire F, Verbanck P, et al. Organic morbidity of hospitalized psychiatric population. Acta Clin Belg 1991;46:209 – 18.  
[6] Hall RC, Gardner ER, Popkin MK, et al. Unrecognized physical illness prompting psychiatric admission: a prospective study. Am J Psychiatry 
1981;138:629 – 35.  
[7] Koranyi EK, Potoczny WM. Physical illness underlying psychiatric symptoms. Psychother Psychosom 1992;58:155 – 60.  
[8] Koran LM, Sheline Y, Imai K, et al. Medical disorders among patients admitted to a public-sector psychiatric inpatient unit. Psychiatr Serv 
2002;53:1623 – 5.  
[9] Koran LM, Sox HC, Marton KI, et al. Medical evaluation of psychiatric patients. Arch Gen Psychiatry 1989;46:733 – 40.  
[10] Henneman PL, Mendoza R, Lewis RJ. Prospective evaluation of emergency department medical clearance . Ann Emerg Me d  
1994;24:672 – 7.  
[11] Olshaker JS, Browne B, Jerrard DA, et al. Medical clearance and screening of psychiatric patients in the emergency department. Acad Emerg Med 
1997;4:124 – 8.  
[12] Carlson RJ, Nayar N, Suh M. Physical disorders among emergency psychiatric patients. Can J Psychiatry 1981;26:65 – 7.  
[13] Riba M, Hale M. Medical clearance: fact or fiction in the hospital emergency room. Psychosomatics 1990;31:400 – 4.  
[14] Miller AK, Tepper A, Sieber K. Historical risks of tuberculin skin test conversion among non-physician staff at a large urban hospital. Am J Ind 
Med 2002;42:228 – 35.  
[15] Assal F, Cummings JL. Neuropsychiatric symptoms in dementias. Curr Opin Neurol 2002;15:445 – 50.  
[16] Koponen S, Taiminen T, Portin R, et al. Axis I and II psychiatric disorders after traumatic brain injury: a 30-year follow up study. Am J Psychiatry 
2002;159:1315 – 21.  
[17] Lamberg L. Psychiatric symptoms common in neurological disorders. J Am Med Assoc 2001;286:154 – 6.  
[18] Thompson Cl, Reid A. Behavioural symptoms among people with severe and profound intellectual disabilities: a 26 year follow up study. Br J 
Psychiatry 2002;181:67 – 71.  
[19] Hutto B. Subtle psychiatric presentations of endocrine diseases. Psychiatr Clin North Am 1998;21:905 – 16.  
[20] Velasco PJ, Manshadi M, Breen K, Lippmann S. Psychiatric aspects of parathyroid disease. Psychosomatics 1999;40:486 – 90.  
[21] Sonino N, Fava GA. Psychiatric disorders associated with Cushing’s syndrome: epidemiology, pathophysiology and treatment. CNS Drugs 
2001;15:361 – 73.  
[22] Crimlisk HL. The little imitator-porphyria: a neuropsychiatric disorder. J Neurol Neurosurg Psychiatry 1997;62:319 – 28.  
[23] Green AI, Austin CP. Psychopathology of pancreatic cancer: a psychobiologic probe. Psychosomatics 1993;34:208 – 21.  
[24] Cole MG, McCusker J, Dendukuri N, et al. Symptoms of delirium among elderly medical inpatients with or without dementia. J  
Neuropsychiatry Clin Neurosci 2002;14:167 – 75.  
[25] Webb WL, Gehi M. Electrolyte and fluid imbalance: neuropsychiatric manifestations. Psychosomatics 1981;22:199 – 203.  
[26] Marsh L, Rao V. Psychiatric complications in patients with epilepsy: areview. Epilepsy Res 2002;49:11 – 33.  
[27] Webster R, Holroyd S. Prevalence of psychotic symptoms in delirium. Psychosomatics 2000;41:519 – 22.  
[28] Teuth MJ. Diagnosing psychiatric emergencies in the elderly. Am J Emerg Med 1994;12:364 – 9.  
[29] American Psychiatric Association. Diagnostic and statistical manual of mental disorders. 4th ed. Washington (DC)7 American Psychiatric 
Association; 1994.  
[30] Lipowski ZJ. Delirium (acute confusional states). J Am Med Assoc 1987;258:1789 – 92.  
[31] Reeves RR, Pendarvis EJ, Kimble R. Unrecognized medical emergencies admitted in psychiatric units. Am J Emerg Med 2000;18:390 – 3.  
[32] Miller NS, Ries RK. Drug and alcohol dependence and psychiatric populations: the need for diagnosis, intervention, and training. Compr Psychiatry 
1991;32:268 – 74.  
[33] Klien JF. Adverse psychiatric effects of systemic glucocorticoid therapy. Am Fam Physician 1992;46:1469 – 74.  
[34] Anfinson TJ, Kathol RG. Screening laboratory evaluation in psychiatric patients: a review. Gen Hosp Psychiatry 1992;14:248 – 57.  
[35] Sox Jr HC, Koran SM, Sox CH, et al. A medical algorithm fordetecting physical disease in psychiatric patients. Hosp Community  
Psychiatry 1989;40:1270 – 6.  
[36] Tintinnali JE, Peacock FW, Wright MA. Emergency medical evaluation of psychiatric patients. Ann Emerg Med 1994; 23:859-62.  
[37] Korn CS, Currier GW, Henderson SO. Medical clearance of psychiatric patients without medical complaints in the emergency  
department. J Emerg Med 2000;18:173 – 6.  
[38] Ferguson B, Dudleston K. Detection of physical disorderly in newly admitted psychiatric patients. Acta Psychiatr Scand 1986;74:485 – 9.  
[39] Dubin WR, Weiss KJ, Zeccardi JA. Organic brain syndrome: the psychiatric imposter. J Am Med Assoc 1983;249:60 – 2.  
[40] Serper MR, Allen MH. Emergency psychiatry: rapid screening for cognitive impairment in the psychiatric emergency service: I.  
Cognitive screening batteries. Psychiatr Serv 2002;53:1527 – 9.  
[41] Copersino ML, Serper M, Allen MH. Emergency psychiatry: rapid screening for cognitive impairment in the psychiatric emergency service: II. A 
flexible test strategy. Psychiatr Serv 2003;54:314 – 6.  
[42] Inouye SK, VanDyck CH, Alessi CA, Balkin S, Siegel AP, Horwitz RI. Clarifying confusion: the confusion assessment method: a new method for 
the detection of delirium. Ann Intern Med 1990;113:941 – 8.  
[43] American College of Emergency Physicians. Clinical policy for the initial approach to patients presenting with altered mental status. Ann Emerg 
Med 1999;33:251 – 81.  
[44] Kolman PB. The value of laboratory investigations of elderly psychiatric patients. J Clin Psychiatry 1984;45:112 – 6.  



Medical Screening in the Emergency Department for Psychiatric Patients 

05/04/11      Dr Julie Spence, Dr Ian Dawe 

                                                                                                                                                                     
[45] Dolan JG, Mushlin AI. Routine laboratory testing for medical disorders in psychiatric inpatients. Arch Intern Med 1985; 145: 2085–8.  
[46] Thomas CJ. The use of screening investigations in psychiatry. Br J Psychiatry 1979;135:67 – 72.  
[47] Willett AB, King T. Implementation of laboratory screening procedures on a short-term psychiatric inpatient unit. Dis Nerv Syst  
1977;38:867 – 70.  
[48] Sheline Y, Kehr C. Cost and utility of routine admission laboratory testing for psychiatric inpatients. Gen Hosp Psychiatry 1990;12:329 – 34.  
[49] Swaminathan S, Ramachandran R, Baskaran G, et al. Risk of development of tuberculosis in HIV-infected patients. Int J Tuberc  
Lung Dis 2000;4:839 – 44.  
[50] Griffin RG, Hoff GL. Tubercolosis screening in Kansas city homeless shelters. Mo Med 1999;96:496 – 9.  
[51] Jones SG. Evaluation of a human immunodeficiency virus rule out tuberculosis critical pathway as an intervention to decrease nosocomial 
transmission of tuberculosis in the inpatient setting. AIDS Patient Care STDS 2002;16:389 – 94.  
[52] Sanchez M, Nicholls T, Currier GW. Risk factors for tuberculosis in the psychiatric emergency department. Emerg Psychiatry 1998;4:33 – 4.  
[53] Schiller MJ, Shumway M, Batki SL. Utility of routine drug screening in a psychiatric emergency setting. Psychiatr Serv 2000;51:474 – 8.  
[54] Elangovan N, Berman S, Meinzer A, Gianelli P, Miller H, Longmore W. Substance abuse among patients presenting at an inner-city psychiatric 
emergency room. Hosp Community Psychiatry 1993;44:782 – 4.  
[55] Claassen CA, Gilfillan S, Orsulak P, Carmody TJ, Battaglia J, Rush AJ. Substance use among patients with a psychotic disorder in a psychiatric 
emergency room. Psychiatr Serv 1997;48:353 – 8.  
 
 


