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AMT Physician Peer Review

	Documented Criteria for MMW/MMT Admission
	
	
	
	
	

	
	Yes
	
	No
	
	Comment or N/A

	1. Substance Use/Abuse History 
	
	
	
	
	

	     a) opiates
	
	
	
	
	

	     b) alcohol
	
	
	
	
	

	     c)  smoking
	
	
	
	
	

	     d) other drug use
	
	
	
	
	

	2. Lab test verifying current narcotic drug use 

    (On-Trak or VMC UTox)       
	
	
	
	
	

	3. Standard Screening Labs ordered or waived
	
	
	
	
	

	4. Preventative vaccination status evaluated 
	
	
	
	
	

	5. Pregnancy test or waiver in female patients
	
	
	
	
	

	6. Physical Exam
	
	
	
	
	

	    Evaluation of organ systems for sequelae of addiction (infectious disease, pulmonary, liver, cardiac, and dermatologic)        
	
	
	
	
	

	    VS, weights, general appearance, HEENT, chest, abdomen, extremities, skin
	
	
	
	
	

	    Neurological system
	
	
	
	
	

	    Overall impression
	
	
	
	
	

	7. Physical evidence of opiate dependence
	
	
	
	
	

	8. Final determination of opiate dependence
	
	
	
	
	

	9. Medical Problem List updated
	
	
	
	
	

	
	
	
	
	
	

	Documented Physician Notes
	
	
	
	
	

	MD/Patient Interaction: Clear notation regarding face-to-face patient visit vs. telephone contact or other 
	
	
	
	
	

	Purpose of visit is noted
	
	
	
	
	

	Impression/Assessment is noted
	
	
	
	
	

	Discussion of plan with patient is noted
	
	
	
	
	

	If Rx written, photocopy of Rx in file
	
	
	
	
	

	If methadone dose level or take-home adjusted, rationale for adjustment and assessment for side effects is noted.
	
	
	
	
	

	If methadone order is written, methadone dose & step level are included.
	
	
	
	
	

	Any scheduled appointments are missed are noted accordingly
	
	
	
	
	

	
	
	
	
	
	

	Hospitalization
	
	
	
	
	

	MD’s coordination efforts with hospital staff are clearly noted
	
	
	
	
	

	Hospitalization date(s), reason, and circumstances involved are noted
	
	
	
	
	

	Medical problem list is updated accordingly
	
	
	
	
	

	
	
	
	
	
	

	
	Yes
	
	No
	
	Comment or N/A

	Incarceration
	
	
	
	
	

	MD’s coordination efforts with jail are clearly noted
	
	
	
	
	

	
	
	
	
	
	

	Maintenance Methadone Dosage Levels
	
	
	
	
	

	If dose change is adjusted without in-person patient visit, MD rationale for the change is clearly documented.
	
	
	
	
	

	MD Order includes both dose & step level
	
	
	
	
	

	
	
	
	
	
	

	Annual Medical Review
	
	
	
	
	

	Updated medical history and symptom review is completed.
	
	
	
	
	

	Toxicology results and progress in treatment is reviewed
	
	
	
	
	

	Current methadone dose and step level are assessed for appropriateness and documented.
	
	
	
	
	

	Updated MD order with current dose and step level is provided.
	
	
	
	
	

	Medical Problem List is updated as appropriate
	
	
	
	
	

	Updated physical exam in performed at least once every 3 years.
	
	
	
	
	

	
	
	
	
	
	

	Addiction Medicine in Pregnancy
	
	
	
	
	

	Documented referral to Pre-natal Care Provider
	
	
	
	
	

	Documented coordination with Pre-Natal Care provider as needed
	
	
	
	
	

	Alcohol history documented; counseling on risks of fetal exposure provided
	
	
	
	
	

	Smoking history documented; counseling on risks of fetal exposure provided
	
	
	
	
	

	Toxicology results reviewed & results discussed with patient; counseling provided
	
	
	
	
	

	MMT patients: counseling on risks of prenatal opiate exposure provided
	
	
	
	
	

	MMT patients: counseling on perinatal and fetal risks of methadone provided
	
	
	
	
	

	MMT patients: counseling on NAS and necessity of pediatric evaluation provided
	
	
	
	
	


Peer’s review notes on this chart/case:

I have received this peer chart review and will go over the results.   Any feedback is noted below. 
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