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Abstract—Significant numbers of patients present to
mergency Departments (ED) with psychiatric complaints,
nd alternative or concomitant medical diagnoses are com-
only present. The literature reveals that physical exami-

ations on these patients in the ED are often incomplete.
he purpose of this study was to assess the completeness of
xaminations for “medical clearance” in our ED. We con-
ucted a retrospective chart review of consecutive adult
atients presenting to our ED over 1 year, using patients
ith a disposition diagnosis of “schizophrenia” as our sub-

ect group. The ED physician and nursing records were
nalyzed for 17 quantitative and qualitative variables, and
hese were stratified for age. Complete physical examina-
ions were regularly lacking. Complete vital signs (VS) were
ocumented in only 52% of cases, whereas no VS were
ecorded in 6% of patients. Older patients were more likely
o receive full examinations, but this was not universal.
atients with psychiatric presentations should undergo a com-
lete physical examination, including a full set of VS, before
isposition from the ED. © 2008 Published by Elsevier Inc.

Keywords—medical clearance; physical examination;
mergency department; emergency physician; schizophre-
ia; psychiatric diagnosis

INTRODUCTION

erforming the “medical clearance” of a patient in the
mergency Department (ED) before admission to a psy-

ECEIVED: 7 May 2006; FINAL SUBMISSION RECEIVED: 7 Ap

CCEPTED: 16 November 2007

369
hiatric facility is a common task for Emergency Physi-
ians (EP). Up to 12% of ED patients present with
sychiatric complaints or a prior psychiatric diagnosis
1). The literature indicates that complete examinations
n the ED are often not documented (2–4).

To determine the completeness of medical examina-
ions on patients with psychiatric illness, we undertook a
etrospective audit of schizophrenic patients presenting
o our hospital. Our results were then compared with the
xisting literature.

METHODS

retrospective chart review was performed on consec-
tive adult patients presenting to our university-affiliated
dult ED, located in a level-one tertiary care hospital in
he center of a major Canadian city. We have two fully
ccredited emergency residency training programs and
ee approximately 45,000 patients per year. The study
eriod was from January 1, 2002 to December 31, 2002.
ll patients with a disposition (admission, transfer, or
ischarge) diagnosis of schizophrenia were included.
he EP and nursing records were used to obtain the

equired data.
The charts were analyzed by a single observer (MS).

ecords were excluded if not yet finished, or if the
atient was seen in the ED by a physician other than an
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ril 20
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370 M. Szpakowicz and A. Herd
ttending or trainee EP. Individual charts were examined
n reverse chronological order and the first ED visit

eeting the inclusion criteria was selected, to allow for
ne encounter per patient in the data analysis.

Seventeen variables were analyzed. These were chosen
s they are deemed commonly accepted components of a
hysical examination for any patient (5). Higher morbidity
nd mortality due to chronic respiratory illness and diabetes
ellitus in the schizophrenic patients prompted the inclu-

ion of SaO2 and glucometry (6). Quantitative variables that
ould be recorded without ambiguity were: standard vital
igns (VS), transcutaneous capillary oxygen saturation
SaO2) by oximetry, and rapid point-of-care glucose mea-
urement (glucometry). Semi-quantitative items included
xaminations of eye movements and pupillary responses,
he central neurological system (CNS) and other cranial
erves, the respiratory (RS) and cardiovascular systems
CVS), and the abdomen, skin, and head and neck. These
ere considered to have been done if the record contained

n appropriately detailed examination or, depending upon
he clinical presentation and the opinion of both study
uthors, any pertinent reference to that specific system.
omments about general appearance and behavior are
ore qualitative, but the inclusion of these was

hought to be an important indicator of the overall
nclusiveness of examinations.

Secondary analysis was performed with the data strat-

able 1. Documented Physical Examination by Components

Item Examined

Total
Patients

(n � 202)

Proportion
of

Patients (%)

omplete set of 4 standard
VS*

105 51.9

artial set of VS† 85 42.1
Temperature 157 77.7
Heart rate 186 92.1
Respiratory rate 115 56.9
Blood pressure 185 91.0

ranscutaneous O2 saturation 56 27.7
lood glucose 11 5.4
xtra-ocular movements 23 11.4
upillary response to light 52 25.7
ranial nerves, other 25 12.4
eurological system, other 73 36.1
ead and neck 38 18.8
espiratory system 108 53.5
ardiovascular system 104 51.5
bdomen 63 31.2

ntegumentary system 24 11.9
eneral appearance 139 68.8
ehavior 153 75.7

Complete set of 4 standard VS includes all of the following:
emperature, respiratory and heart rates, and blood pressure.
Partial set includes at least one of the standard 4 VS.
S � vital signs.
fied for age. For this comparison, patients were placed
V
c

nto one of three age groups: 18 to 30 years; 30 to 50
ears; and 51 years or older. Five groups of variables
ere analyzed: a complete set of standard VS; glucom-

try and SaO2; a full examination of the CNS including
ranial nerves; and combined CVS and RS examinations.

The findings were compared to the existing literature,
hich was searched using the PubMed engine to inves-

igate the Medline databases. MeSH headings included
medical clearance,” “emergency,” and “mental disor-
er.” Search limits were “English language,” “human
ubjects,” and “articles with abstracts.”

RESULTS

total of 202 adult patients with a disposition diagnosis
f schizophrenia were assessed in our ED between Jan-
ary 1, 2002 and December 31, 2002. Seventy-two per-
ent (n � 144) were male. The average age was 37.8 �
2.1 years, with a range of 17 to 74 years. Eighty-one
ercent (n � 163) were assessed by an attending physi-
ian directly, whereas 19% (n � 37) were seen by a
rainee with direct or indirect supervision by the attend-
ng EP.

The findings are illustrated in Table 1. A complete set
f VS was documented in 52% (n � 105) of cases,
hereas no VS were recorded in 12 (6%) patients. A
artial set was noted in 42% (n � 85), with the respira-
ory rate being the most commonly omitted sign. SaO2

nd glucometry were documented in 27.7% (n � 56) and
.4% (n � 11) of the time, respectively.

Sub-group analyses were carried out on the data strat-
fied by age categories (Table 2). The youngest patients
ere least likely to have each one of these variables
ocumented. Of note, however, the oldest age group was
ess likely to have a complete assessment compared to
he middle age group, in four out of five variables.

Not illustrated is that a patient assessed by a trainee
P was more likely to have a complete examination,
hereas one seen by an attending EP was more likely to

able 2. Physical Examination by Age Group

Age
Categories

18–30 years
(n � 112)

30–50 years
(n � 59)

� 50 years
(n � 31)

ull VS 32 (28.5%) 50 (84.5%) 13 (41.9%)
lucometry 1 (0.1%) 8 (13.6%) 2 (6.5%)
aO2 15 (13.4%) 26 (44.1%) 14 (45.2%)
omplete CNS
examination

4 (3.6%) 14 (23.7%) 7 (11.8%)

VS and RS
examination

27 (24.1%) 54 (91.5%) 20 (64.5%)
S � vital signs; CNS � central neurological system; CVS �
ardiovascular system; RS � respiratory system.
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How Well are Psychiatric Patients Examined in the ED? 371
ave observations of the appearance and behavior noted,
ut less likely to receive a full examination.

DISCUSSION

t is important to perform a complete medical assessment
n psychiatric patients presenting to the ED. It has been
hown to be a necessary component of a comprehensive
valuation of psychiatric patients (7–10). After the med-
cal history, a physical examination is a fundamental,
on-invasive, and inexpensive intervention. Due to their
llness, psychiatric patients may not be able or willing to
rovide an adequate medical history, which underscores
he importance of an appropriately detailed examination.

The literature shows that up to 63% of patients with
ymptoms classically associated with psychiatric illness
ave primary or co-morbid medical disease (7–10). One
tudy found that 24% of patients admitted to a neuro-
sychiatric unit had their initial diagnosis later changed
rom a psychiatric to a medical one, or vice versa (11).
ome authors suggest that between 44% and 83% of
atients erroneously admitted to a psychiatric facility
ould have been better identified and redirected by an
ppropriate physical assessment (4,12). Eight percent of
he misdiagnoses had unaddressed abnormal VS (12).

Several studies reveal that physical examinations per-
ormed on patients with psychiatric complaints are often doc-
mented incompletely (3,4,11). Our results show that this
ontinues to be true (Table 1), at least in our study setting.

There are some possible reasons for neglecting com-
lete physical examinations on this particular population
9,11). Psychotic patients can be uncooperative, hostile,
nd sometimes even violent. However, this fact would
sually be documented on the ED record and the exam-
nation deferred. Diagnostic assumptions are often made,
specially by more experienced clinicians. For example,
atients seen directly by the attending EPs were more
ikely to have general observations noted, less likely to
ave complete examinations documented, and more
ikely to have consultations initiated. Although the “ge-
talt” impression of a patient is an important adjunct to a
omplete evaluation, it should be accompanied by a de-
ailed medical assessment. Familiarity with patients who
requent the ED may also breed a false sense of diagnostic
ecurity. Even if the reason for admission is exclusively
sychiatric, self-neglect during the acute phase of the
llness may create additional non-psychiatric complica-
ions such as dehydration, malnutrition, or infection.

In a recent survey, one-half of EPs believed that
outine laboratory testing should be performed on psy-
hiatric patients presenting to the ED, but this practice is
ot supported by the literature (13). A complete medical

istory and physical examination, with full VS, is usually i
ufficient to exclude a medical reason for the presenta-
ion (14,15). Findings consistent with an organic etiology
f a psychiatric presentation include: new symptoms
fter age 40 years, sudden onset of symptoms, toxidrome,
isual hallucinations, disorientation, altered level of con-
ciousness, new medication, and abnormal VS (16).

In some medical systems, the ED examination is the only
edical assessment these patients may receive during their

ntire hospitalization: once admitted to a psychiatric unit they
re unlikely to undergo another physical examination. Several
rticles indicate that only 13–35% of psychiatrists routinely
erform “physicals” on their newly admitted outpatients
3,17,18). Thirty-two percent of psychiatrists feel unqualified
o do “medical” examinations (17).

Given the above-noted attributes of the physical ex-
mination, it should be consistently applied to psychiat-
ic patients presenting to the ED (4). We believe that a
omplete history and physical examination should be
erformed on all psychiatric patients presenting to the
D, except in circumstances where it would be unsafe to
o so, in which case it should be deferred until the
linical situation has been controlled. In our analysis, a
omplete set of VS was documented only slightly more
han half the time, yet these are an important marker for
rganic disease. We believe that full VS, including SaO2

nd glucometry, should be recorded by protocol for all
atients with psychiatric presentations. Other aspects
f the physical examination will remain at the EP’s
iscretion.

Age seems to be a factor in how often EPs document
full examination on patients (Table 2). Older patients
ere more likely to have complete examinations docu-
ented, including a full set of VS. This seems logical, as

ne might anticipate more medical problems with in-
reasing age, but one study demonstrated that patients
nder age 55 years had a fourfold greater chance of
aving a missed medical diagnosis (4). In our population,
tratifying results for age above and below 50 years
ielded conflicting results, and we do not have a satis-
actory explanation for this finding.

imitations

imitations of our methodology are several. This was a retro-
pective chart review with all of the attendant limitations. This
as not a multi-center study, which raises the possibility of

nstitutional bias. This study looks at the adequacy of physical
xamination using the only available surrogate measure—
ocumentation in the medical record. Our study design
oes not allow for differentiation between lack of docu-
entation and lack of evaluation. However, if history or

xamination parameters are not documented in the chart,

t is then unclear if they were performed or not. Simi-
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372 M. Szpakowicz and A. Herd
arly, we did not assess the completeness of chart docu-
entation for a comparison sample of non-psychiatric

atients seen in our ED during the study period. The final
imitation is that our study was not designed to follow
atients after disposition from the ED to document ad-
erse outcomes and establish a link between incomplete
hart documentation and whether this actually resulted in
dverse clinical outcomes. As our literature review sug-
ests, there are some data showing that inadequately
xamined psychiatric patients have adverse outcomes
nd it is possible that our cohort is similar, however, we
id not assess for this. This could be further evaluated by
prospective, randomized, multi-center study, which is

ufficiently powered to detect a difference in outcomes
etween routine complete examinations and targeted ex-
mination at the discretion of the examining physician.

CONCLUSION

atients with psychiatric presentations should undergo a
omplete physical examination, including a full set of
S, before disposition from the ED. A complete exam-

nation is often all that is necessary in excluding alternate
r concomitant medical diagnoses; however, our study
emonstrates that in our institution this is not docu-
ented for every psychiatric patient, even after arrival at

he psychiatric unit or facility.
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