Patient Name:____________________________________________________

ALABAMA STATE PSYCHIATRIC HOSPITAL
Criteria for Determining Medically Inappropriate Admissions       


1. Patient with acute neurological changes/symptoms including status epilepticus or unexplained neurological deficit. The patient should have a neurological assessment with CT or MRI.
2. Wound without surgical evaluation or treatment not fully addressed.
3. Decubitus in need of surgical debridement or extensive wound care; particularly Stage 3 or 4.

4. Unevaluated fall and/or trauma within 24 hours.
5. Comatose patients.
6. Ventilator dependent patient.
7. Unevaluated abnormal physical findings or lab exams (neurological, cardiovascular, Ob-Gyn, pulmonary, GI, GU, musculoskeletal, endocrine, electrolytes etc).
8. Patient in respiratory distress [resting resp rate of 24/min or above or < 12/min.]
9. Unstable vital signs/oxygen desaturation.
10. Patient requiring urgent surgery.
11. Patient with medically significant bleeding.
12. Evidence of Sepsis.
13. Deep Intravenous lines such as central line, jugular line or PICC.
14. Complicated Pregnancy that may endanger the life of the mother or fetus.
15. Patient at risk of medically significant complications due to alcohol or acute other drug inebriation or withdrawal.
16. Patient with cancer that needs work-up or treatment expeditiously.
17. Patients who meet criteria for hospice care.
18. Other unstable condition as assessed by a physician.

Psychiatric Medical Clearance Checklist [Please Complete all sections!]
	
	YES
	NO

	1. Does the patient have a NEW psychiatric condition?  
	
	

	2. Any history of active medical illness needing evaluation?
	
	

	3. Any abnormal vital signs prior to transfer?

                     a. Temperature  above 100.5F or below 97.5F
                     b. Pulse outside of 50 to 120 beats/minute

                     c. Blood pressure systolic < 90 or > 200; diastolic >  120

                     d. Respiratory rate > 24 breaths/minute

                     e. Oxygen desaturation

(For a pediatric patient, vital signs indices outside the normal range for his/her age and sex)
	 
	

	4. Any abnormal physical exam (unclothed) 

                   a.  Musculo-skeletal system [joint deformities, degenerative          changes, atrophic changes, any form of disability etc]
                   b.  acute and chronic trauma (incl. victimization /abuse)

                   c.  Breath sounds

                   d.  Cardiac dysrhythmia, pathologic murmurs

                   e.  Skin and vascular signs: diaphoresis, pallor, cyanosis,    edema, wound/pressure ulcers
                   f.  Abdominal distention, bowel sounds, fecal impaction
                  g.  Neurological with particular focus on:

                        i.   ataxia    ii.  pupil symmetry, size    iii.  nystagmus    
                        iv. paralysis    v.  meningeal signs    vi.  reflexes
	
	

	5. Any abnormal mental status indicating medical illness such as lethargic, stuporous, comatose, fluctuating mental status?
	
	


If ‘yes’ to any of the previous questions, additional testing may be indicated.

	
	YES
	NO

	6. Were any additional labs done?  

Note results of labs.
	
	

	7. Were X-rays performed?   

Note results of x-rays.
	
	

	8. Has the patient been medically cleared in the ED or by another physician other than a psychiatrist? The psychiatrist is acknowledging responsibility for medical clearance if not cleared by a non-psychiatric MD.
	
	

	9. Was there any medical treatment needed by the patient prior to medical clearance?  If yes, note the treatment rendered/attach documentation.

	
	

	10. List of current medications and time last administered attached?
	
	


11. Transfer Diagnoses: 

Psychiatric_______________________________________________________

 FORMTEXT 
Medical_________________________________________________________ FORMTEXT 

Substance abuse__________________________________________________ FORMTEXT 

12.  Any medical follow-up or treatment required at the State Psychiatric Facility?    

If yes: What treatment/follow-up? __________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

NOTE: the following are required for all patients transferred to a state operated psychiatric facility:  Attach the following documents:
(Discharge Summary    (History & Physical Exam 
(Current Meds/MAR’s    (Labs, X-rays, Consults, Operative reports
(Recommended Treatment or Surgeries
 I have had adequate time to evaluate the patient and the patient's medical condition is sufficiently stable, does not meet any inappropriate medical criteria for state psychiatric facilities and transfer to a state operated psychiatric facility does not pose a significant risk of medical deterioration.

Physician Signature: ___________________________________ MD/DO    Date _________
Physician Name:      ___________________________________

[Check list adapted from: Zun et. al: A tool for the emergency medicine evaluation of psychiatric patients   Am. J Emerg. Med, 14:329-333, 1996]
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