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May 8, 2002
Triage guidelines for patients from EC Triage 

to the Psychiatric Emergency Service

University Hospital

Any patient who is sent directly back to the PES from EC triage must meet the following criteria:

1. vital signs (should be obtained at EC triage on ALL patients except those transported by EMS solely for psychiatric evaluation)

Diastolic blood pressure < 110, > 60

Systolic blood pressure < 165, > 90

Temperature < 1000
Pulse < 110, > 60


If abnormal vital signs normalize the patient may be sent to PES.

2. mental status

A. there should be no evidence of delirium (“altered mental status”),the Triage PA should assess the patient if the triage nurse is at all uncertain whether the patient’s abnormal mental state is due to organic vs mental illness:

1. no lethargy, decreased arousal or impaired consciousness

2. no distractibility to the point where the patient is confused and unable to attempt to answer questions

B. must be oriented to person and place and reasonably to time (know the year and the month, and within a few days of the day and date)

C. laboratory workup in triage is not a sufficient evaluation for a patient with delirium since the condition carries a high mortality and morbidity and the sine que non is waxing and waning mental status;  these patients should be triaged to the EC for evaluation

3.
There should be a high index of suspicion for an underlying medical condition explaining psychiatric symptoms in the following situations (and therefore triage to EC for evaluation is highly recommended):

A. nursing home patients

B. patients over 65 years of age

C. patients > 40 years of age with first onset psychiatric symptoms

D. patients with tactile or olfactory hallucinations

E. recent street drug ingestion (within 12 hours) 

4.
All patients brought in on emergency detention by a peace officer must stop at EC triage for assessment (as are all other patients except those arriving by EMS specifically for psychiatric evaluation only).

5. There should not be an emergent/urgent medical condition present (as defined by other triage guidelines).  This includes post-ictal states (patients with a seizure within preceding 24 hours should be assessed in EC).

6. There should be no evidence of significant trauma, either self-inflicted or otherwise (these patients should first be evaluated and treated in the EC).  If questionable, consult the Triage PA.
7.
Substance abuse patients should be evaluated by the LCDC in triage, and if suicidal, homicidal, psychotic, or severely depressed can be triaged to PES for further evaluation provided that:

1) no evidence of active withdrawal, signs of withdrawal delirium, active bleeding, focal neurological signs, or a withdrawal seizure in the last 24 hours.

2) the patient’s vital signs meet the above parameters 
3) the patient should be able to tolerate PO intake (not need IVF, not have vomiting/severe nausea)
4) in triage, if a laboratory workup was warranted to rule-out emergent/urgent medical conditions, the patient will be medically screened by the Triage PA  

8.
The following acuity classification should be used for patients being triaged to the PES (patients must also meet the above criteria to be appropriate for PES):

A. emergent (should be triaged immediately):

1. active suicidal ideation, with intent, with or without plan

2. active homicidal ideation, with intent and with or without plan

3. violence, combativeness, or severe agitation

B. urgent (should be triaged to PES within one hour, provided they do not meet emergent criteria):

1. severe anxiety

2. actively hallucinating

3. paranoid
4. redirectable agitation

5. dystonic reaction (should have unlabored breathing)

