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I. Purpose
This purpose of this agreement is to outline the coordination of services provided by the Emergency and Psychiatry Departments in the treatment and disposition of psychiatric patients who present in the emergency department.  
This document serves to identify the minimum baseline service level and should be supplemented by local operational policies and clinical protocols.	
II. Audience
All Emergency Department (ED) and Psychiatry Department Physicians, Clinicians, and Staff 
Addiction Medicine, Hospitalists, ED Case Managers and Medical Social Services should be included as appropriate based on local work flows involved in the coordination of care.
III. Service Agreements
1. Patient Assessment: 
a. Medical and psychiatric treatment of suspected psychiatric patients will begin immediately by the ED team per usual department protocols.
b. A Psychiatrist will be available at all times for a telephone consult during medical clearance for questions regarding psychiatric medications.  
c. The ED physicians will order labs as needed per local/county facility requirements when they feel the patient will most likely be admitted to a psychiatric facility. 
d. Once a patient has been identified as needing a consultation for emergency behavioral health assessment and/or treatment, the ED Physician will contact a member of the Psychiatric (Psych) Treatment Team/PET.
e. Appropriate medical workup will continue and is not a barrier to having the patient seen by a clinician on the Psych Treatment Team. The exception to this is if the patient is significantly altered secondary to a medical condition such that they are not able to be interviewed. 
f. If a patient is acutely intoxicated from alcohol/drugs and does not have the capacity to undergo a psychiatric assessment, a psych consult can be deferred until the patient regains the ability to undergo an evaluation.  The Psych Treatment Team/PET should be notified of the need for possible future assessment and contacted when patient evaluation is appropriate.
g. Consistent with other local area specialty consultation agreements, ideally, a face to face assessment by the Psych Treatment Team/PET should be performed within 2-4 hours of the request for psychiatric consult no matter what time of the day.
i. During daytime hours, the on duty Psychiatrist will be available for consult.
ii. After hours, the on call Psych Treatment Team/PET will be available for consultation.
iii. Telemedicine consults should be managed consistent with regulatory requirements.
h. The Psych Treatment Team will assess the patient, make any treatment recommendations and discuss next steps with the ED Physician. Cases assessed by the Psych Treatment Team/PET must be reviewed with the psychiatrist consultant for treatment recommendations. If the Psych Treatment Team/PET is not available for 4 or more hours, local leadership should determine whether to wait for the psychiatrist consult or contact the on call Psych Consultant.
i. The Psych Treatment Team will document an initial comprehensive assessment and treatment recommendations in the chart.
j. The ED Treatment Team (or CDU Provider) will sign out medical care of psychiatric patients to the next ED Treatment Team (or CDU Provider) at the end of each shift, and will document in an “ED note” at every shift for the entire time the patient remains in the ED prior to discharge or transfer, and including after medical clearance. 
k. The ED Physician, Psych Treatment Team, and Security officers and supervisors will work in collaboration to ensure sufficient coverage for patient care and department safety.
l. For geriatric psych, dementia, and Alzheimer’s patients, the ED Physician and Psych Treatment Team will engage ED case management and social medicine to identify the lowest appropriate level of care, such as SNF's or home with additional caregiving resources, to avoid prolonged stays in search of hospitalization.
2. Management of Patients with Prolonged Length of Stay (over 24 hours): 
a. The ED treatment team or ED case manager will update the Psych Treatment Team daily of patients in need of new consults or rounding. 
b. Patients remaining in the ED primarily for psychiatric reasons, 24 hours past the initial psych assessment, will be re-evaluated at least once every 24 hours by the Psych treatment team regardless of hold status.
c. The Psych Treatment Team will document daily assessments in the patient’s chart and notify the ED Physician of any update in treatment plan.
d. [bookmark: _GoBack]The ED Treatment Team will sign out medical care of psychiatric patients to the next ED Treatment Team at the end of each shift, and will document in an ED Note at every shift. 
e. The attending ED Physician and consulting Psychiatrist should follow a local escalation process to notify the ED Chief and Psych Chief or Behavioral Health Quality Management lead and Utilization Management Physician leadership for psychiatric patients who remain in the ED 48 hours after medical clearance.
f. The workflow for patients on involuntary 72 hour holds or with voluntary status should follow the involuntary 5150 hold work flow outlined below in item 5.
3. Medication Management:
a. Medications related to the medical treatment will be managed by the ED Physician and or medical consultant as appropriate.  
b. Medication initiation, documentation and ordering related to the psychiatric treatment will be managed by the ED Physician, medical consultant or Psychiatrist on call based on local area protocols.  
c. A Psychiatrist will be available at all times for a telephone consult for questions regarding psychiatric medications.  
d. Medication management consultations by Psychiatry should be requested in cases where symptoms are present. These may include, but are not limited to, severe anxiety, severe depression, mania, psychosis, disorganized behavior, agitation, or any behaviors that may pose an immediate threat to the safety of the patient or others. 
e. Patients discharged to home may be given a prescription for no more than 7 days of psychiatric medication until medication management can be assumed by the outpatient Behavioral Health treatment team. 
f. Psychotropic medications dispensed upon discharge should be provided with rapid internal follow up or referral to community mental health if the patient is not a KP member. Discharge medications should be those indicated for short term use until the patient can be seen in KP Mental Health or call/walk in to a community MH clinic.
4. Transition of Care:
Transfer to Psychiatric Inpatient
a. Local area processes should be followed to secure bed placement as soon as the determination has been made to discharge to an inpatient psychiatric facility.
b. The discharge plan should be communicated, at the patient’s request, to a family member/friend including which hospital the patient is being transferred to.
c. For patients who are minors (under 18), or are on a conservatorship, the parent, guardian or conservator must be notified.
d. The local Behavioral Health Intensive Care Coordinator (ICC) or case manager, will monitor for patients booked into post hospitalization (POSH) intensive outpatient visits and track for appropriate follow up care.
Transfer to Intensive Outpatient Behavioral Health Services
a. All psychiatric patients being discharged from the ED to home are considered at risk and should be booked into a Behavioral Health Intensive Outpatient Services (BHIOS) ED follow up visit to establish the appropriate outpatient treatment plan.
	Schedule Block Name
	Cadence Visit Type

	ED Follow Up
	PSPHI 30, 60 (Individual)


b. The BHIOS appointment should take place within 24 - 48 hours of discharge from the ED.
c. The local Behavioral Health Intensive Care Coordinator (ICC) or case manager, will monitor daily for all BHIOS ED referrals and track patients for appropriate outpatient follow up.
5. Involuntary 5150 Hold Workflow
a. The Psych Treatment Team will complete a safety assessment once a consult is requested. 
b. The Psych Treatment Team will reassess patients at least once every 24 hours and determine whether a patient continues to meet criteria for 5150.
c. If a patient no longer meets criteria for a 5150, it will be rescinded once there is authorization from the appropriate clinician, based on local workflows, and the patient will be discharged with a clinically appropriate aftercare plan.


Definitions:
1. “Psych Treatment Team” – refers to the local area specific Psychiatry providers who cover the Emergency Department.  This could include Psychiatrists, Therapists, Case Managers, Nurses, and Nurse Practitioners as defined by the local area operations
2. “CDU” – stands for Clinical Decision Unit
3. “PET” – refers to the afterhours mobile psychiatry emergency team
4. “ED Physician” – refers to the attending emergency department physician
5. “ED” – stands for Emergency Department
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