
 

 
 

Psychiatry Triage Guideline 
Medical Associates Clinic has established this guideline to outline the process for access to 
patient care in the Psychiatric Department. 
 
1) Requests for evaluation in the Psychiatric Department can either be the request of the patient 

(self- referral) or practitioner referral. When there is a request for appointment, the following 
occurs: 
a) The receptionist will obtain the patient’s name, date of birth, type of insurance, and a 

phone number where the patient can be reached. The date and time will be noted in the 
Message Center in the patient’s record- it must be saved to the chart. If the patient has a 
type of insurance not covered in this department, the caller will be informed and told to 
contact the customer service phone number on the back of their card. If the patient offers 
information to the receptionist regarding the reason for the appointment request, the 
receptionist will also note this in the Cerner Message Center. The receptionist will inform 
the patient that a triage nurse (see paragraph 2a for qualifications of a triage nurse) will 
return their call to set-up an appointment.  Information will be communicated between 
the receptionist and the triage nurse via the Cerner Message Center. The nurse will triage 
the call and set-up an appointment according to the risk ratings outlined below.   

b) If there is a credit warning, the receptionist notifies the business office.  After the 
business office approves the office visit, the triage nurse returns the patient’s call. The 
date and time of the attempted or completed call is documented in the Cerner Message 
Center. If several attempts are made to contact the patient, each attempt is documented.  
Once the triage nurse contacts the patient, a triage slip template is completed and saved in 
Cerner. Information documented on the template include: symptoms & previous psych 
history, psychiatric medications the patient is currently on, whether or not the patient was 
referred by another practitioner, patient insurance information, any other information that 
may be pertinent regarding the request for an appointment, and the initials of the triage 
nurse.    
Based upon the conversation with the patient, the triage nurse determines which level of 
risk the patient is currently in, and documents this on the triage slip template.  
The ratings are as follows: 

• Level 1 is considered non-urgent and an appointment will offered within 10 
business days. 

• Level 2 is considered urgent and an appointment will be offered within 48 hours. 
• Level 3 is considered non-life threatening but severe and an appointment will be 

offered within 6 hours. 
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• Level 4 is considered life threatening and an emergency. These patients will be 
directed to the Emergency Room for immediate evaluation. 

Once a risk rating is determined, the triage nurse schedules an appointment based upon 
the risk rating.  

c) If the risk rating assigned is a non-life threatening emergency or urgent situation, the 
patient will be seen by a psychiatrist, psychologist, PA, ARNP or the intake nurse within 
6 hours of the call. 

d) If the risk rating is life threatening or an emergency, the patient is directed to the 
Emergency Room for immediate evaluation. If the patient agrees to proceed to the 
Emergency Room for evaluation, the triage nurse contacts the hospital to inform them the 
patient will be arriving. Once the patient has arrived, he/she is assessed in the Emergency 
Room by either the ER physician or psychiatric staff (if available), to determine if the 
patient’s condition warrants admission. The provider on call is then contacted by the ER 
physician assessing the patient to discuss findings and to discuss treatment plan options.  
If the patient refuses to go to the Emergency Room for evaluation, the triage nurse 
attempts to discuss the situation with a family member (or significant other), the need to 
bring the individual into the emergency room, and/or instruct them how to obtain a court 
order. In addition, the triage nurse may contact the local police if it is believed that a 
welfare check is warranted. 

e) If the patient is referred to the Psychiatric Department for evaluation by another 
physician or practitioner, the referring physician or practitioner is notified by a 
receptionist of the patient’s appointment date and time, when such information is 
requested by the referring provider.  

f) If a patient who was referred by another physician or practitioner fails to show for their 
initial appointment in psychiatry, the referring physician or practitioner is notified. It also 
is noted in the patient’s record that he/she failed to keep the appointment. A letter is sent 
to the patient informing him/her of the missed appointment.   

g) To ensure continuity and coordination of care between the psychiatrist or APP and the 
primary care provider: 
i) Check for release of information to the primary care provider. This is only necessary 

if the patient’s primary care provider is outside MA on follow-up visits.  We will not 
need it to respond to the referring provider after the initial visit.  (The PCP would 
already know, as they made the referral). 

ii) In the progress note, which contains the diagnosis, medications and treatment plan, 
make a note to cc the referring provider- this should be sent through the Message 
Center in Cerner.   

iii) This will be a part of the patient’s Cerner chart.  We are no longer making sub records 
for most new patients. If the exchange of information between the treating 
psychiatrist/APP and the primary care provider is via telephone, a notation of the 
conversation will be placed in the patient’s chart in Cerner. If the referring provider is 
within Medical Associates, a release is not required when sending them information. 
Conversely, a signed release is required in order to send information to any outside 
provider if not the referring provider). This release will also be necessary for outside 
MA providers for any follow-up visits. MA Clinic providers will have full access to a 
prescribing provider’s notes. 
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2) Qualifications of nursing staff to conduct psychiatric triage: 
Licensed behavioral health care practitioners must make triage and referral decisions that require 
clinical judgment (i.e. assessing a member’s potential for self-harm following a traumatic event 
and determining the appropriate level and intensity of care). Licensed behavioral health care 
practitioners include appropriately qualified registered nurses (RN); practitioners with a master’s 
degree (i.e. PA; ARNPs) or other practitioners with additional training, including Psychologists 
and Psychiatrists. A staff member making clinical decisions is supervised by a licensed Master or 
Doctorate level practitioner with five years of post-master degree clinical experience.  
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