MEDICAL CLEARANCE OF
PATIENTS WITH BEHAVIORAL
EMERGENCIES

Louis Ciamillo, MD

Assistant Professor

Clinical Service Chief

Department of Emergency Medicine
Medical College of Georgia

The Unfunded Mandate

We are charged by the state to
medically clear psychiatric patients prior
to transfer to state run facilities.

It is up to us to collect the cost of
medical clearance, from the patient.

The state pays nothing to emergency
departments or hospitals for this service

The Unfunded Mandate

NO!!

The Georgia Department of Human
Resources division of Mental Health,
Developmental Disabilities and Addictive
Disease DHR-MHDDAD (for short) has
provided “Guidance” for us as clinicians
to follow when clearing a patient for
transfer to any of their facilities.
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THE UNFUNDED MANDATE

The Unfunded Mandate

As clinicians, we should determine
when a patient is medically stable using
the same testing and evaluation
standards we use on all of our

patients right?!

The Unfunded Mandate

In an effort to cut costs and save the
state money:
the ability to do lab work, administer 1V
medications, place a band-aid, etc. has
been removed from the lexicon of services
these facilities can provide.
The costs are therefore deflected to the
state’s emergency departments



The Unfunded Mandate

They are asking us to clear the patients
medically prior to transfer

They want to tell us how to do it

They want us to order labs and studies that
they will need (not us) in their management
of the patient.

We get to bill a patient population with
significantly lower collection rates
compared to the general patient population
and we're stuck with the unpaid balance.

It wasn't a happy ([, 2w
childhood. Twas | fiates Kids"
often misquoted. e

The System’s Flaws

The language in the policy provided by
the state describes a common sense
clinical approach to medical clearance of
patients.

Cl —An 1t conducted by a physician, Advance Practice
Nurse, or Physician’s Assistant involving physical examination and laboratory
levaluation, when indicated, in order to determine whether a person being considered for
referral to a State Hospital or CSP requires medical services which cannot be provided
by that State Hospital or CSP.

The Unfunded Mandate

Related Costs

Space

Nursing

Security

Non-psychiatric patients who walk out b/c of fear
Transportation

The state law enforcement agencies have up to
72 hour to transport pts.

We are at their mercy

THE SYSTEM’S FLAWS

The System’s Flaws

It goes on to describe patients who
wouldn’t require labs, imaging, etc. and
promotes a MD to MD communication
policy for all patients:

The physicians are encouraged to always engage in a physician-to-physician discussiol
of the issues, especially when there is a difference of opinion between the State
Hospital or CSP physician and the physician at a medical hospital. In cases where the
referring physician believes the State Hospital or CSP physician is requesting
inappropriate labs or evaluations or denying acceptance inappropriately, the referring
physician may request to discuss the case with the State Hospital or CSP Clinical
Director (or designee) at any time through any Admissions staff member. At all times it




The System’s Flaws

Get's a little confusing here:

“In cases where the referring physician believes the

ysician is ting inappropriate labs or
evaluations or denying acceptance inapprop ly, the
referring physician may request to SS se with
the agency Medical Director (or desi

These guidelines are intended to provide consistency
for referrals into bilization programs and
MHDDAD hospitals in Georgia. However the ultimate
decision to admit or not admit is that of the receiving
MD.”

The System’s Flaws

It's almost impossible to get through the
ward clerk when you call

Sometimes the doctors refuse to talk
until the labs are done

When you speak to a doctor they almost
never understand your point and
demand labs

What about the call to the Medical
Director when a dispute exists.....good
luck.

The System’s Flaws

BOTTOM LINE:
They hold all the cards.
There is no back-up support
We have no real time recourse

Possession
is 9/10ths and all.

In order to get a patient transferred we must

comply with their orders or we keep the
patient, period....should this change?

The System’s Flaws

So....What Really Happens?

What if you don’t think any labs are
indicated?

W hat if you think the BP of 175/95 is
probably the pt's baseline and doesn’t
require treatment prior to transfer?

The System’s Flaws

Even if all the labs are done and you've
jumped through every hoop, they can still
delay acceptance by avoidance.

The doctor is always in an emergency.

Whichis weird because | thought they weren't
equipped to handle emergencies there.

The biggest problem is that all employees
of the state “hospitals” cling to the provided
guidelines like they were written by Sir
William Osler himself.
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BAD OR GOOD MEDICINE?

Bad or Good Medicine?

Let's review the guidelines....

Basic Screening Labs for all patients

1. ALL patients presenting at the ER

CBC

ptable range!

Bad or Good Medicine?

This is state sponsored fraud. If the test is
not indicated, the physician shouldn’t order
it. The bill goes to the patient or third party
payer, not to the state.

These types of practices are what drive the
total cost of health care so high. When
everyone is “trained” to do them the tests
become routine and part of our thought
process.
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Bad or Good Medicine?

Certainly if the state writes the
guidelines it must be founded in solid
evidenced based medicine....right?

Bad or Good Medicine?

While there is no clinical guidelines on
the ACEP website “Labs for everyone
who comes into the Door”, certainly we
can all agree that ALL patients don't
need labs.

Basic “screening” labs have been
approved by other states as the bare
minimum necessary prior to transfer.

Bad or Good Medicine?

2. Psychiatric. New onset psychosis or altered
sensorium

a. Normal neurological examination

b. Rule out medical etiologies

c.Age 49 or les: indicated in item #1 above plus
metabolic panel to include

Electrolytes, Creatinine, BUN and Glucose (would probably
add LFT's, NH3)

d. Age 50 and older: also consider CT or MRI of brain; EKG

Probably Ok, although by definition the patient doesn't have
anormal neurologic exam.



Bad or Good Medicin

3. Psychiatric. Disorders of thought or mood not
covered in item 2 above

a. Rule out delirium

b. Rule out medical etiologies

9 or less: labs as indicated in item 1 above

50 and older: metabolic panel to include Electrolytes,

Creatinine, BUN and
Glucose

I think this is essentially ok. Although labs for the
depressed (my spouse died and | want to kill
myself) are questionable. TFT’s would be most
helpful in chronic depression

Bad or Good Medicin

Why does a high BAL preclude transfer. It seems
we're shooting for the magic number of not too
drunk not too sober. The upper limit should be
removed if pt is conscious/conversational.

Why does every drunk need labs? If a patient
comes in 3 times a week drunk, he/she shouldn’t
get labs every time. If we confirm intoxication and
there is no stigmata of injury the work up is
complete. It's not indicated, it's fraud and quite
frankly we seldom have the patient’s consent for
these non-emergent tests.

Bad or Good Medicin

Otherwise OK, but likely not necessary
given that patients with life threatening
OD would be admitted.
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Bad or Good Medicine?

4. Alcohol Abuse, Dependency or Intoxication

a. CIWA assessmentl or equivalent clinical evaluation of
withdrawal symptoms including but not limited to:

Blood alcohol >300 (individual programs may vary)
Tremor

Diaphoresis

i
2
4

Myalgia

b. Metabolic panel to include Electrolytes, Creatinine, BUN and
Glucose

c.LFT

d. May request labs such as & e or lipase to rule out other
medical etiologies

e. May request CT of brain if subdural is suspected

Bad or Good Medicine?

5. Acetaminophen overdose. Follow
Washington Manual guidelines. Repeat levels
until

below risk for possible hepatotoxicity. Patients on
Mucomyst must complete entire course

of treatment prior to transfer.
. Initial level >120 at 4 hrs
..60 at 8 hrs
..30 at 12 hours
. Repeat after 4 hour interval

Bad or Good Medicine?

6. AIDS

a. Labs as indicated in # 1 above

b. Metabolic panel to include Ele:

and Glu

brain if pathology sus;

c. End stage AIDS patients should not be referred for
psychiatric care in crisis

7. Anemia.

a. Hgb <8 requires work up and correction prior to transfer
b. Chronic anemia with known cause, with hemodynamic
stability and no acute

physician prior to transfer and within one h
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Bad or Good Medicine? Bad or Good Medicine?

8. Diabetes Me S. 9. Febrile patients.
a. Accuche 2ss than 250---no additional work up, unl a. T>101.5, labs as indicated in #1 above and metabolic
other associated conditions or issues require any other labs include Electrolytes
b. Accucheck more than 250 --- add metabolic panel to Creatinine, BUN and Glucose
include Electrolytes, Creatinine b. Chest X-ray if indicated
BUN and Glucose c. Fever of unknown origin: additional labs per physician-to-
c. Blood sugar must be stabilized consistently below 250 mg physician consultation
% for a 2-hour period before
approval and within one hour of transfer 10. HIV+
a. Normal vital signs and no acute complaints: nothing further than
#s 6,7,8 essentially ok labs indicated in #1 above

Bad or Good Medicine? Bad or Good Medicine?

11. Hypokalemia 13. Hypertension

a. Below 3.0, determine etiology a. If asymptomatic and BP below 140/90, no
b. EKG to rule out arrhythmias

c. Levels below 3.0 must be treated and level repeated with
appropriate response to

treatment verified prior to transfer.

b. BP >160/100 must be evaluated and treated
with follow up BP’s <160/100 prior to transfer

12. Hyponatremia
a. Below 125 must be normalized prior to acceptan

No big issues #9

ared the

Bad Or GOOd Med|C| ner) re S in 74 asymptomatic patients.
. ire 116 to 139 mm Hg
The issue of hyp tension is a commo g oral clonidine loading follo
maintenance dosing versus initiating therapy
reason for dEIayS and refusals: maintenance dosing

From ACEP's Clinical Policies: Critical Issues in the Evaluation and Management of

Adut Patients with Asymplomatic. Hypertension 19 Patients given repeated doses of clonidine e required

to have a diastolic blood pressure decrease by 20 mm Hg or

2. Patient Management Recommendations: Do asymptomatic patients fall to a diastolic blood pr > of 105 mm Hg before

with elevated blood pressures benefit from rapid lowering of their discharg

blood pressure? other patients received only the initial oral dosing followed by

Level A recommendations. None specified daily maintenance therapy. ; .

Level B recommendations. '

1. Initiating tr ent fo rtension in the ED is not nec no clinically important difference in blood pressure response
or clinical outcome between study grouy :\}

patients in the ED is number of case studies and r rts of patients with

poor outcomes, including hypotension, ardial ischemia
and infarction, strokes, and death, precipitated by rapidly

ially lower k
lowering elevated blood f S in asymptomatic patients.

d to be norm d g initial ED

(0 mmendatio pecifieds From ACEP's Clinical Policies: Critcal Issues i the EvaluatiGREAM. Mahagdment ot Adalt £ il
pioaEE Hypehiersion




Bad or Good Medicine?

Difficult to reliably get BP down also
difficult to gauge how far it will drop
Incentive to give repeated doses of
meds to “get patients out”

No evidence to support lowering of pts
BPin ED, if asymptomatic.
Responsible for big delays in transfer
May be harmful to patient

Bad or Good Medicine?

15. MRSA
a. Physician to physician communication is expected, with

itive to Vancomycin on blood/w
ulture should have documented intravel
Vancomycin for ten days before s
for transfer

earlier and may not need intravenous treatmen
Vancomycin. (I assume this means community acquired
MRSA. Rx to go with patient if hospitalization not required.)

Bad or Good Medicine?

19. Mechanical assistance or wheelchair

a. Patients able to move or transfer independently
with mechanical assistance or wheelchair may be
accepted

20. Patient refusal to cooperate with lab testing

a. Decision regarding acceptance must be made
on the basis of the information available

No issues with #'s 19 and 20
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Bad or Good Medicine?

14. Hypotension

a. BP <90/60 and/or symptomatic, must be
stabilized for at least one hour prior to transfer.

No issues with #14

Bad or Good Medicine?

16. Pregnancy
a. Assessment of current physical status of mother and child

No #17 (maybe they can’t count)

18. WBC

a. >15,000 or specific etiology must be identified and
treatment k n prior to accepta You may be chasing
labs that were unnecessary to begin with)

Bad or Good Medicine?

All together not too many issues with the
medicine behind the policy

Most of us can think of exceptions to
many of the rules

That'’s “clinical judgement”
We use it every shift

We don'’t need the state to give us a 4
page refresher on how to be doctors



Bad or Good Medicine?

We are tasked with medical clearance
and that should be the end of it

We don't need ward clerks and
psychiatrists questioning the manner in
which we provide clearance

Ironically as one arm of the state is
cutting re-imbursement, the other is
requesting unnecessary work-ups

Olshaker JS, Browne B, Jerrad DA, Pendegrast H, Stair TO, Medical
Clearance and Screening of Psychiatric Patients in the
Emergency Dept, Academic Emergency Medicine Feb 1997; 4:124-8

Retrospective study, urban teaching hospital , over 2 mos

352 pts with psychiatric chief complaints

19% had medical problems

Hx, physical exam, vital signs, and lab testing had sensitivities of
94%, 51%, 17%, and 20% respectively for identifying those medical
problems

Screening without laboratory testing would have missed two
asymptomatic patients with mild hypokalemia

Patient self reporting had 92% sensitivity for identifying positive drug
screens and 96% sensitivity for ethanol (not level).

Conclusion: The vast majority of medical problems and
substance abuse in ED psychiatric patients can be-identified by
VS and H&P. Universal labs and tox screens;on all pts is of low
yield.

Korn CS, Currier GW, Henderson SO, “Medical Clearance” of
Psychiatric Patients without Medical Complaints in the

Emergency Dept, Journal of Emergency Medicine 2000; vol 18
no 2:173-176

Conclusion: Pts with a primary psychiatric complaint coupled with a
documented past psychiatric history, negative physical findings, and
stable VS who deny current medical problems may be referred to
psychiatric services without the use of ancillary testing in the ED.
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Is the State’s Policy
Supported in the Literature?

Korn CS, Currier GW, Henderson SO, “Medical Clearance”
of Psychiatric Patients without Medical Complaints in
the Emergency Dept, Journal of Emergency Medicine 2000;
vol 18 no 2:173-176

5 month retrospective chart review

212 pts enrolled

38% (80 pts) presented with isolated psychiatric complaints with
adocumented past psychiatric hx

All rec’d comprehensive “medical clearance” in the ED followed
by psychiatric consultation

None had positive screening labs or radiographic studies.
Remaining 132 (62%) presented to the ED with medically based
chief complaints or PMH requiring further evaluation in the ED
before discharge.

The initial complaints correlated directly with the need for lab or
radiographic work up for “medical clearance”

What's a CIWA?
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What is CIWA?

Clinical Institute Withdrawal
Assessment of Alcohol Scale,
Revised (CIWA-Ar)

What is CIWA? What is CIWA?

Vitals (HR and BP) plus scaled scores Headache

for: Agitation
Nausea/Vomiting Orientation

Tactile Disturbances

Tremor

Auditory Disturbances

Sweats

Visual Disturbances

Anxiety

What is CIWA? What is CIWA?

Must accompany pts who are abusers of Can be mis-applied eg:
ETOH Etoh intox causes

Must be done regardless of state of 3 Altered sensorium
intoxication Nausea, Vomiting
If ETOH level >300, must wait to drop = DISeiEiEien _

These would lead to a higher CIWA score,
) can increase by 21
,The,n you an assess whether a patient Absolute number is not very helpful, but
is withdrawing compulsory review of symptoms may help

MD recognize sxs of withdrawal early.




What is CIWA?

Not sure about the absolute and
arbitrary number of 300 for ETOH
Seasoned alcoholics may be
conversational at this level. Great
variability among pts.

Final Thoughts

Medical clearance of the pt. with
behavioral emergencies can be difficult.
Despite your training, the state has seen
to it, to provide “Guidelines” to
clearance.

Problems abound with the evidence to
support the guidelines, but the biggest
problem, is that their in the hands of
non-clinical personnel.

Final Thoughts

| believe that we should take action now
to change the system

We are at the threshold of more
government involvement in healthcare.

If we don’t push back now, more will
come and abuses will continue.
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Final Thoughts

Final Thoughts

Ward clerks and psychiatrists cling to
these guidelines as rule of law and not
the “guidelines” that the director of
MHDDAD had intended.

A constant battle exists between us the
clinicians and the “bureaucrats”.

Final Thoughts

Ironically, money is the name of the
game...and in its infinite wisdom, the
state is wasting more and more of it.
Core measures, physician monitoring
and outcome based pay is already here.
At some point we need to act.

| think the Georgia College should draft
a letter to the state regarding guidelines
for medical clearance.

10
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LET ME GET
THIS STRAIGHT...
You WANT To

OFFER 4S
FINANCIAL ADVICE?
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