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	Criteria
	
	Yes

	 1.
	Attending MD Admission Note includes:
	

	
	A.
	Reason for patient’s admit is clearly documented.
	

	
	B.
	Brief psychiatric and medical history.
	

	
	C.
	Current medications.
	

	
	D.
	Past medication treatment / response
	

	
	E.
	Assessment of suicidal / violent behavior
	

	
	F.
	Assessment of substance abuse
	

	
	G.
	Identification of physical problems
	

	
	H.
	Full 5-axis DSM-IV diagnosis
	

	
	I.
	Initial Admission Care Plan
	

	
	J.
	Evaluation occurred and documented within 24 hours of admit
	

	 2.
	The initial Mental Status Exam includes:
	

	
	A.
	General presentation
	

	
	B.
	State of consciousness and orientation
	

	
	C.
	Mood and affect
	

	
	D.
	Form of thought
	

	
	E.
	Content of thought (include suicidal / assaultive / homicidal ideation)
	

	
	F.
	Perceptions, judgment and insight
	

	 3.
	History and Physical (H/P) documented within 24 hours of admit.  If not, clearly document 
	

	
	each day until H/P is completed.
	

	 4.
	PPD status is assessed on admit and follow-up PRN.
	

	 5.
	Lab tests are ordered as medically indicated and with medically indicated follow-up.
	

	 6.
	Completed Informed Consent obtained for all psychotropic meds ordered except emergent).
	

	 7.
	MDTP / Patient Ed plan completed / sighed within 72 hours of admit.
	

	 8.
	MD Progress Note documentation includes 
	

	
	A.
	Subjective
	

	
	B.
	Current treatment
	

	
	C.
	Efficacy of medication regimen
	

	
	D.
	Pain management
	

	
	E.
	Side effects
	

	
	F.
	Medical problems
	

	
	G.
	Labs
	

	
	H.
	MSE
	

	
	I.
	Working DSM-IV diagnosis
	

	
	J.
	Plan for treatment
	

	
	K.
	Plan for discharge
	

	
	L.
	Assessment of Readiness and Appropriateness of Discharge
	

	
	M.
	When patient is referred to Crisis Residential or IMD, clinical factors which prevent a lower level of care are documented.
	

	
	N.
	Physical exam assessment review and implementation of recommendations is documented in Progress Notes.  If not implemented, explain.
	

	
	O.
	All medical record entries are legible/dated/signed with title and with VMC ID#.
	

	 9.
	Treatment targets symptoms.
	

	10.
	Discharge Summary recaps the hospital stay, notes labs with results, TB screening discharge medications, and pain management issues (if any.)
	

	11.
	Discharge referrals are consistent with the needs of the patient.
	

	12.
	Patient’s history and psychopathology support the final diagnosis.
	

	13.
	Advance Directive Acknowledgment discussed with patient and documented on MDTP. 

If Advance Directive exists, but is not available, signs the Advance Directive Alert form completed by Social Services.
	

	
	
	

	
	
	

	
	
	

	15. 
	S&R Physician Order Sheet includes:
	

	
	A.
	Specific method of S&R; if seclusion with 4-PT, position is indicated.
	

	
	B.
	Specific reason (DTS, DTO, etc.) for S&R and behavior description.
	

	
	C.
	Emergent medications.
	

	
	D.
	Physician signature, VMC ID#, printed name, date, time.
	

	16.
	S&R debriefing includes:
	

	
	A.
	Date & time
	

	
	B.
	Names & titles of individuals involved in the debriefing.
	

	
	C.
	Description of behavior which led to S&R.
	

	
	D.
	Statement(s) of what the patient could have done to avoid the use of S&R. giving direct patient quotes.
	

	
	E.
	Checkmarks if patient’s physical well-being, psychological comfort, and right to privacy addressed.
	

	
	F.
	Documentation within 1 hour in the Progress Notes of physician face-to-face evaluation of S&R.
	

	
	G.
	Documentation of counseling to patient for any trauma due to S&R.
	

	
	H.
	Checkmark if the treatment plan modified.
	

	
	I.
	Signature with date & time.
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