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Provision of Care
Standard Operating Procedure

Obtaining Emergency Psychiatric Care
1.  PURPOSE. Outline the procedures used to assess, stabilize, and transport patients with potential psychiatric emergencies, involuntary inpatient hospitalization of psychiatric patients.
2.  REFERENCES.  

2.1 AR 40-3, Medical, Dental, and Veterinary Care.

2.2 DoD Directive 6490.1, Mental Health Evaluations of Members of the Armed Forces.
2.3 DoD Instruction 6490.4, Requirements for Mental Health Evaluations of Members of the Armed Forces

2.4 Southeastern Arizona Behavioral Health Services Arizona Title 36 Pre-petition Process
2.5 Arizona Statute 36-520, Title 36
2.6 Memorandum of Understanding between Southeastern Arizona Behavioral Health Services and Raymond W. Bliss Army Health Center
3. DEFINITIONS:   
3.1 A psychiatric emergency involves an emotionally ill patient who is perceived as being a danger to self, others or who is emotionally gravely/acutely disabled.

3.2 Emotionally ill describes an individual who has a mental disorder; a substantial disorder of the person’s emotional processes, thought, cognition or memory, and may include patients who are considered to be a danger to self and others. Emotionally ill patients DO NOT include patients who present behaviors primarily due to the effects of alcohol or drug abuse.
3.3 Danger to Self describes a patient whose behavior, thoughts, or words constitutes a perceived danger of inflicting serious physical harm upon oneself, including attempted suicide or the serious threat. 

3.4 Danger to Others describes a patient whose behavior, thoughts, or words constitute a perceived danger of inflicting serious physical harm upon others.

4. RESOURCES:

4.1 The Southeastern Arizona Behavioral Health Services (SEABHS) is a publicly funded behavioral health service covering Cochise County which provides comprehensive mental health services such as crisis intervention, triage, inpatient hospitalizations, psychiatric stabilization, and outpatient counseling for all types of mental health disorders. In accordance with our Memorandum of Understanding with SEABHS, the SEABHS will provide crisis mental health intervention for RWBAHC patients seven days a week, 24 hours a day by calling 1-800-586-9161.  
4.2 In-patient care for active duty personnel is provided by Psychiatric Health Facility (PHF), Benson, AZ; the Southern Arizona VA Healthcare System, Tucson, AZ; William Beaumont Army Medical Activity, El Paso, Texas; or on occasion a non-military Tricare-approved facility if no bed is available in a DoD facility.  

4.3 Family members are offered in-patient care by a variety of non-military facilities arranged by Tricare.  

5. RESPONSIBILITIES:

5.1 The Chief, BHS will:

5.1.2 Serve as the proponent of this SOP.

5.1.3 Fulfill the responsibilities of case management for active duty patients referred outside the facility.  
5.2 LIPs will abide by the procedures in this SOP when they encounter a patient with a potential psychiatric emergency.

5.3 RWBAHC Case Managers will fulfill the responsibilities of case management for non-active duty patients referred outside the facility IAW with MEDDAC Memo 40-26 Case Management Plan.  

6. INFORMED CONSENT:
6.1 An attempt to obtain and document informed consent for hospitalization should be made in all cases.

6.2 Patients regardless of beneficiary category who refuse to give informed consent may be hospitalized without informed consent, but a refusal to consent to hospitalization needs to be documented in medical records, and LIP’s attempting to hospitalized such patients must follow the correct procedures followed later in this SOP.  

7. PROCEDURES APPLICABLE TO ALL POPULATIONS:
7.1 The process starts when a patient, family member, provider, or other staff suspect that a patient has a potential psychiatric emergency. 

7.1.1 Patient’s who access the organization by phone: If the patient is an active duty member, the patient should be referred to BHS at 533-5161/7030. If the patient is a family member, the patient should be referred to the SEABHS crisis hotline at 1-800-586-9161 who will give further guidance.

7.1.2 Patient’s who access the organization by walking in – or patients who are already being seen for a scheduled appointment - are assessed by a LIP to determine that a potential psychiatric emergency exists. 
7.2 In cases where the LIP determines that the patient requires emergency department level medical evaluation, the provider will refer the patient to the Sierra Vista Regional Health Center Emergency Room by calling 911 to obtain a transport – and by discussing the patient with emergency care providers.   
7.3 The LIP should conduct a focused, pertinent evaluation to rule out non-psychiatric medical illness as the cause of the presentation and ensure medical stability. The minimal medical evaluation should consist of vital signs; a pertinent history and physical; urine drug screen; and blood draw for EtOH, stat glucose, CBC, O2 saturation, and electrolyes.
7.4 For active duty soldiers, the LIP will then call behavioral health services at 533-5161/7030 where a qualified mental health provider (Psychiatrist or PhD Psychologist) will be activated to conduct an appropriate psychiatric assessment and determine if a true psychiatric emergency exists. The activated MH provider will make an appropriate disposition in coordination with SEABS. These recommendations may include transfer of a patient to an in-patient psychiatric facility or follow-up on an outpatient basis. If a qualified mental health provider is not available, proceed as in step 7.5
7.5 For family members/civilians, a the LIP will contact the SEABHS crisis hotline at 1-800-586-9161 who will give further guidance, including a further evaluation for inpatient or outpatient care.
7.6 Transportation: Depending on the MH provider’s disposition, patients may be transported in an ambulance or by our transport section in a van with a medic.  In accordance with the transportation section’s SOP, all transports conducted by the transportation section will involve patients who do not require restraints.  If the patient is deemed potentially violent or dangerous to himself or others, an ambulance will be used for transportation and the MPs may be called to assist with the transport and address issues relating to the need to bring patients into physical custody. 

8. SPECIFIC PROCEDURES FOR Involuntary hospitalization of emotionally ill patients.

8.1 Active duty personnel, regardless of service, requiring psychiatric hospitalization may be admitted with or without their consent, by a Psychiatrist The process for determining if an Active Duty patient is imminently dangerous to self or others is governed by DoD Instruction 6490.4, Requirements for Mental Health Evaluations of Members of the Armed Forces.   
8.2 Involuntary hospitalization of non-active duty/civilian emotionally ill patients must be properly coordinated.  A qualified mental health provider, upon determining a patient may be dangerous to himself/herself or others will IAW Arizona law coordinate with SEABHS, the only resource in Cochise County authorized to execute involuntary 72-hour psychiatric commitment.  
8.3 For uncooperative or combative patients, call 911 and have the ambulance and MPs dispatched to provide a transport to the Sierra Vista Emergency Room.  
9. SPECIFIC PROCEDURES FOR INTOXICATED PATIENTS

9.1 Intoxicated patients are not considered candidates for emergency psychiatric hospitalization.  Primary care providers who suspect intoxication will perform an appropriate clinical evaluation and either release the patient or transfer him/her to the Emergency Room if indicated.  When non-intoxicated, these patients may be referred to ASAP for ongoing rehabilitation.  
10. SPECIFIC PROCEDURES FOR AFTER DUTY HOURS: 
10.1   To assist in making the disposition decision for such patients, the primary care manager on call should consult with the SEABHS crisis counselor on-call by calling 1-800-586-9161.

This number is directly connected to the Psychiatric Facility in Benson which has an on-call state psychiatrist available to provide consultation if necessary. The patient will either be instructed to be transferred to Sierra Vista Emergency for further evaluation or followed up with Behavioral Health Service during the next duty day. As is the case during duty hours, after normal duty hours psychiatric emergencies are referred to SEABHS via a crisis hotline 1-800-586-9161.
10.2 BHS’ on-call staff has been instructed not to respond to calls for patients who are intoxicated from alcohol until their blood alcohol level is below .08 mg/dl.   
11.  PROPONENT. The POC for this SOP is the Chief, Behavioral Health Service at 533-5161/7030.
APPENDIX A

TITLE 36

APPLICATION FOR EMERGENCY ADMISSION FOR EVALUATION

(A.RS. 36-524)

STATE OF ARIZONA

County of (
               )

The undersigned applicant, being first duly sworn/affirmed,  hereby requests that

________________________________________________________________

(Evaluation agency)

admit the person named herein for evaluation.

The undersigned applicant alleges that there is now in the County a person whose name and address are:

______________________________

_________________________


 (Name)






(Address)

and that she/he believes that the person has a mental disorder and, as a result of said mental disorder, is:

( ) a danger to self;

( ) a danger to others

and that, during the time necessary to complete pre-petition screening under A.R. S §36-520 and 36-52l, the person is likely without immediate hospitalization to suffer serious physical harm or serious illness or is likely to inflict serious physical harm upon another person.

The conclusion that the person has a mental disorder is based on the following facts:__________________________________________________________________________________________________________________________________________________________________________________________

The specific nature of the danger posed by this person is:
____________________________________________________________________________________________________________________________________________________________________________________


A summary & the personal observations upon which  this statement is based is as follows:________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

PERSONAL DATA, OF PROPOSED PATIENT

Age __________ Date of Birth___________ Sex:______________Race:______________

Weight ______ Height _____ Hair’ Color_____ Eye Color __________

Social Security No ___________________ Religion ________________

Distinguishing Marks___________________________________________
Marital Status _____________ Number of Children _______________ 

Occupation_____________________________________________________
Present Location______________________________________________
Dates and places of previous hospitalizations _______________________________________________________________
How Long in Arizona
________________Previous State______________
Veteran?________. C-No. _____________
Education ___________________________________________________
Primary language of proposed patient: 
Eng1ish _____________ Spanish_____________ 

NAME, ADDRESS, TELEPHONE AND FAX NUMBER OF:

1)Applicant:____________________________________________________

2)Guardian:_____________________________________________________

3)Spouse:_______________________________________________________

4)Next of Kin: ________________________________________________

5)Significant other persons: _____________________________

6) Primary language of applicant: 
English _______________ Spanish________________

7) Printed or typed name of applicant_______________________
Title ______________________________________________________
Relationship to proposed patient:______________________________ 

Applicant’s address___________________________________________
Applicant’s  telephone

Home____________________Work_________________

Applicant’s fax number _______________________
WHEREFORE, the undersigned requests that the agency admit the person for evaluation.

____________________being first duly sworn, on his/her oath 

Printed Name/Title

deposes and says that s/he has read the Application for Emergency Admission for Evaluation for Emergency Admission filed pursuant to A.R.S. 36-524 and knows the contents therefore, and that the matters stated therein are true of his/her knowledge, except such matters stared upon information and belief, and as to those matters s/he believes them to be true.





_____________________________________________

Signature of person requesting emergency admission

SUBSCRIBED AND SWORN to before me this ____ day of

______2O___.









___________________










Notary Public

My commission expires:

___________________

APPENDIX B

TITLE 36

APPLICANT STATEMENT

REGARDING:____________________________________DATE:_____________

I believe, on the basis of HAVING PERSONALLY SEEN THE EVENTS LISTED BELOW, that the above named person is, as the result of a mental disorder AND NOT DUE TO ALCOHOL AND/OR USE, a danger to se1f or others and requires immediate hospitalizations.

(PLEASE TYPE OR PRINT LEGIBLY)

EVENTS, BEHAVIORS OR STATEMENTS BY PROPOSED PATIENT, WITH DATES, WHICH LED UP TO TODAY’S EVENT:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
DISCRIPTION OF TODAY’S EVENTS THAT LED YOU TO REQUEST EMERGENCY HOSPITALIZATION:

________________________________________________________________________________________________________________________________________________________________________________________________

I UNDERSTAND THAT BY SIGNING THIS APPLICATION STATEMENT, I ACKNOWLEDGE THAT I MAY BE REQUIRED TO APPEAR AND TESTIFY AT A COURT HEARING.

________________________________________________________________________________________________________________________________
APPLICANT FIRST NAME

MIIDDLE INITIAL   

LAST NAME

________________________________________________________________

ADDRESS
_______________________
CITY ___________ ZIP ___________

TELEPHONE:HOME__________________WORK_____________FAX____________
PRIMARY LANGUAGE OF APPLICANT: ENGLISH ___SPANISH_____OTHER

SUBCRIBED AND SWORN to before me this _______ day of______20__________

____________________________

Notary Pubic

My Commission  Expires:

_____________________

APPENDIX C

TITLE 36

WITNESS REPORT—For Emergency Applications

This report is about___________________________________________
(Name of Person Needing Treatment)

Today’s  Date:_________

1. Check the boxes of the statements that you believe to be true.

o This person has a MENTAL PROBLEM that is NOT because of alcohol or drug use.

o This person is a DANGER  to himself or herself or others because of this mental problem.

o This person needs to be in a HOSPITAL RIGHT NOW because of this mental problem and the danger to self and/or others.

2. In answering the following questions, it is important that you state only what you heard the person. say or saw the person do, not what others have told you they saw or heard. If you need more room to write, there is additional space on the second page.


3. What did you hear this person say to make you believe that the statement(s) (that is, the boxes you checked) are true? ________________________________________________________________________________________________________________________________

4. When did you hear this person say these things?













________________________

Dates/ Times)

5. What did you see this person do to make you believe that the above statements are true?___________________________________________________________________________________________________________________________

6. When did you see this person do these things? 










___________________________







             Dates/Times

7. Have you heard this person threaten to hurt himself (herself) or anyone else? ___ If you have heard threats, what did he (she) say?___________________________________________________________________________________________________________________________

8. If you have heard threats, do you believe he (or she) will carry out those threats? Why or why not?____________________________________________________________

9. If you believe this person needs to be in the HOSPITAL RIGHT NOW (that is if you checked that box), what have you  heard or seen today (or recently) that makes you think they are an immediate danger to him/self/herself or other people? ________________________________________________________________________________________________________________________________

10. I there anything else that you think doctors should know about this person’s mental condition? If so, what? ________________________________________________________________

11. MY RELATIONSHIP  to this person is:  o FAMILY  o FRIEND  o POLICE OFFICER. o DOCTOR o CRISIS EVALUATOR  o CO-WORKER ER EMPLOYEE

o OTHER:________________________

12 . How long have you known this person?_______________________

o I understand  that I may have go to a court as a witness to answer questions about   what the statements I hive made in this Witness Report. What I have said in this Witness Statement is based on what I have heard or seen, and is true to the best of my knowledge_

________________________________   ____________________________
Print Your Name





Sign Your Name

_______________________________________________________________

Address (Street and/or P.O. Box, City, State, Zip, Code)   
_______________________________________________________________
Telephone Number




 
I speak and understand  o English
o Spanish    o Other: _________________________ 

Additional Comments:  Is there anything else you think that psychiatrists, counselors or authorities should know about this person’s mental condition that you’ve not had a chance to say? If so, please tell us. 

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________










