Southeast    Louisiana    Hospital
Mandeville,  Louisiana
U.R. Standards for Chart Review

UR REVIEW PROCESS: Medical Record reviews are completed on all patients <21 and over 65, Medicare recipients, and 25% of all others; from admission to discharge: UR reviews Admit,  MTP (10 days), Continued Stay, and Extended Length of Stay until discharge.  

I.
Admission Review (within 24 hours)

Intent: There must be evidence of justification for admission.

a.  Services are appropriate to meet patient needs.

b. Patient is medically stable and does not require special medical interventions - routine, medical clearance present.

c.  Patient requires acute psychiatric care (suicidal, violent, unable to care for self).

d.  Primary diagnosis is codeable and appropriate (no substance abuse or MR as a primary diagnosis).

A.  Admit M.D.
Admit M.D. will complete a Psychiatric Evaluation, OMH-UMR: PE-1, within 24



 hrs.  This must be legibly handwritten for review by staff, first 24 hours

                         and over the weekend or holiday.  This Psychiatric Evaluation will contain:

1.
Patient’s chief complaint

2.
History of present illness, including onset and reason for current admission

3.

Past psychiatric and medical history and treatment

4.

Mental status to include, at least:

a. Attitude and general behavior

b. Affects

c. Stream of mental activity

d. Presence/absence of delusions or hallucinations

e. Intellectual functions

f. Judgment/insight

g. Assessment of orientation and memory

5.
Assessment of high risk behavior


6.
Patient’s strengths

7.
DSM-IV/ICD9 diagnosis using Axis I, II, III, IV and V and supported by Mental Status.  Substance abuse cannot be primary diagnosis.  R/O diagnosis should not be used as primary, provisional diagnosis can be used for 15 days, with justification in the progress notes.


8.
Initial Treatment Plan that includes justification for treatment, PRN order, precautions, and a tentative Discharge Plan.  The plan should cover all orders written at admission and rationale for any non-routine work-up that is ordered.

9.
The History and Physical must be completed in 24 hours.  When other than an Acute patient is admitted on weekend or holiday, a short History and Physical must be completed by Admission M.D.  The patient will go to Medical Clinic on the first working day following admission.


B.
Admit Orders (OMH-UMR: DOS1)



All non-routine tests/evaluations that are not part of the routine admit work-up require an order for authorization.

1.

Date, time, and signature of M.D.

2.

Type of diet, circled or indicated.

3.

Precautions as indicated by patient condition.

4. Special work-up (as indicated).

5.

PPD intradermally (circled as indicated).

6.

Indication of allergies (chart flagged).

7.

Specific lab work orders must be consistent with treatment criteria for diagnosis and service.

8.

Orders should be indicated in Treatment Plan and rationale for non-routine work-up included in Treatment Plan.

9.  
Special Restraint/Seclusion considerations.


C.
Nursing Service Admit Progress Note
1.

Date, time, signature, and title.

2.

Description of patient’s physical and emotional condition, and summary of care rendered at admission to include orientation to ward, and rules and regulations.

3.

R.N. admit Note or co-signature with Nursing Service Admit Note, describing patients condition on admission, reaction to unit and patients “Reason for Admission” with behavioral descriptors.


D.
R.N.  Assessment    Form # OMH-UMR: NA-1

1.

Six of 6 pages of R.N. assessment completed on all patients within 8 hours of admission.

2.

Complete all blocks and comments when appropriate according to the Policy/ Procedure, including initial Nursing Management Plan on page 6.  R.N. will sign with date and time.

II
Master Treatment Plan 
The Master Treatment Plan is to be completed within:  ninety-six (96) hrs. for Acute Beds, seven (7) days for admissions for Inpatient, and thirty (30) days for Outpatient.



Intent:     There must be evidence of appropriate treatment planning:

a.
Timely, comprehensive, multidisciplinary assessments that have been integrated to identify psychosocial and medical problems that require treatment.

b.
Individualized, special multidisciplinary interventions to address these treatment needs.

c.
Evidence of implementation of the treatment.

The first 10 days of hospitalization are critical and must be thoroughly documented to justify the need for acute care services.  On-going observation and interaction with the patient should be evident by all disciplines.

A. Database


Each discipline is expected to complete routine assessments, handwritten or typed, in a timely manner: (calendar days)



1.
RN Assessment - 8 hours    (all units)      

2. Psychiatric Admit Note - 24 hours

3. History & Physical Exam - 24 hrs.
4. AIMS Complete - 24 hrs. (all units)    
5. Pt/Family Education Assessment - 7 calendar days (all units) 

6. Nutritional Screen - 7 calendar days (all units)


7. Social Service - 6 calendar days, 72 hrs. on Acute Units
8. Eye Exam - 3 calendar days (Children’s and Adol. Units)

9. Activity Assessment – 72 hrs. on Acute Units, 5 calendar days (all other units)

10. Education Screen - 3 calendar days - (Children’s and Adolescent Units)

11. O.T. Screen - 5 calendar days (Children’s and DNP)

12. Fall Assessment – 24 hrs.  (all units)

13. Assessment of R/S Risk – 24 hrs. (all units)

B.           Special Work-ups Ordered


All non-routine tests/evaluations that are not part of the routine admit work-up

                        requires an order for authorization.

1.
Speech & Hearing Evaluations will be ordered by M.D. and completed within 7 days.

2.
Psychological evaluation ordered when appropriate.  Must be completed and on chart within 15 days of order.  If not completed timely, the reason will be noted in the Progress Notes.

3.
Sickle Cell Screen on all Afro-American children and adolescents.

4.
Admissions with history of drug abuse will have an EKG and Urine Drug Screen.

5.
Pregnancy test routine on all adolescent females.  Adult females done only if ordered by M.D.

6.
Immunization Record, on chart and addressed at Staffing; Children’s and Adolescents.

7.
Completed clinical Check List with indicated dates of data base completion.

C. Master Treatment Plan

The Master Treatment Plan is to be completed within:  ninety-six (96) hrs. for Acute Beds, seven (7) days for admissions for Inpatient, and thirty (30) days for Outpatient.  The handwritten Integrated Summary will be signed by the MD.
1.
The handwritten Plan of Care will remain on the chart until the Plan of Care is typed.

a.
Summary of Reason For Admission complete.

b.
All assessment areas addressed.

c. Patients strengths are comprehensive.

d. Criteria for discharge/LOS appropriate.

e.
Diagnosis must be codable to DSM-IV/ICD9 terminology Axis I, II, III, IV and V.

f.
Health Education addressed.

g.      Special Restraint/Seclusion Consideration.

h.      Fall Assessment updated.

2.
Interdisciplinary Master Treatment Plan - Problems Reflect Behaviors.  No Diagnosis Can Be Stated as Problem.

a.     Problems reflect active treatment with:

· Short term/long term goals are achievable and appropriate to behaviors.

· All disciplines are listed with team action.

· All team actions have frequency.

· All disciplines documented on Signature Sheet, present or reviewed.

· Patient/family/OCS/guardian are present or invited, documented on a signature Sheet.

3.
At time of the MTP Review, the interdisciplinary Patient/Family Education Assessment must be completed to identify the patients level of understanding.



Includes:    Education Needs

THE USE OF PRIVILEGE LEVEL, GROUP SYSTEM AND THERAPEUTIC PASS SHOULD BE INCLUDED IN PLAN OF CARE.


III.
Treatment Team Reviews        (Continued Stay > 40 Days)
Intent:   There must be evidence of justification for Continued Stay based on a

              patient’s:

a.
Need for continued treatment (suicidal, violent, unable to care for self, medication regulations, complications of assessment, placement delays, etc.).  All must be documented.

b.
On-going delivery of treatment to meet patient’s needs, (meds, precautions, individual/group therapy, activities, education, etc.), documented.

c.
A current, active treatment that reflects progress toward treatment objectives or modification of interventions.

A. Team Reviews


The Treatment Plan will be updated:

a.   Every seven (7) days for Acute Beds.

b. At forty (40) days for all Inpatients.  Thereafter, the Treatment Plan is routinely reviewed:

· For under 21 and over 65 every thirty (30) days.

· For under 21 to 65, every sixty (60) days up to 1 year and then every 90 days.

c.  Update every six (6) months for DNP-OS.

1.
Interdisciplinary Summary Must Show Continued Progress or Reason for No Change/Progress:

a.
Documented major changes in interventions or reason why not.

b.
Status of all inactive/observed problems should be addressed.

c.
Any new problems or goals are identified.

d.
Evidence must be documented that problems/goals are achieved or changed during each team review.  New problems should be handwritten and noted at time of changes.

e.
Interdisciplinary Pt/Family Education Flow Sheet must have documentation on education and interaction by all treating disciplines.


2.
At 40 days of hospitalization, the treating physician, with input from the Interdisciplinary Team show justification for Continued Stay, address need for consults or need for assistance with placement.  This justification must be documented in Progress Notes and Treatment Plan narrative summary.


3.
The Treatment Plan is to be revised whenever there is a significant change in

                        status:

· Marked change in mental status, behavioral function that requires new treatment approach.

· Active medical conditions.

· Multiple R/S use.

B.
Progress Notes – Frequency of notes is based on the condition of the patient.


ALL DISCIPLINES:



a.   Charting notes must be legibly written in black ink.



b.
Must comply with approved abbreviations list.



c.
All entries written with date, exact time, code, signature, and code O is used prior to staffing.



d.
When continuing Progress Notes from one page to another, author shall indicate continued and sign name and/or initial.  Continued entry on next page must be dated with “continued” indicated at beginning of entry.

e.
Note any significant change in behavior or treatment, especially first 10 days of admission.


1.  COMBINED TREATMENT/PROGRESS NOTES:  



Combined Treatment/Progress notes indicate the provision of, and the patient’s response to, a specific therapy as well as an indication of how the patient is progressing towards the goals in the treatment plan.


a.  
Combined Treatment/Progress Notes shall relate to the individual patient’s progress toward the short and long term goals specified in the treatment plan.  Combined Treatment/Progress Notes shall include precise behavioral descriptions of the individual patient’s response to treatment, including progress or lack of progress toward the objectives specified in the patient’s treatment plan.  Combined Treatment/Progress Notes shall contain recommendations for the revision of the treatment plan, if indicated.


b.  
Frequency of Combined Treatment/Progress Notes is based on the



condition of the patient but must be recorded:

· Acute Adult – each shift by Nursing Service (any discipline), and every 96 hours by the RN, SW, Activity Therapist (OT, RT, MT) and all other disciplines participating in the treatment plan.

· All other Inpatient Services – at least weekly (every 7 days) for the first 60 days and at least monthly (every 30 days) thereafter.

· DNP Outpatient – at least monthly.

   A greater frequency is indicated when patients are acutely ill, in crisis or receiving more intensive treatment.



2.
NURSING



a.
Refer to medical problem interventions as indicated in the Plan of Care.

b.
Nursing Service Admit Note to include emotional and physical condition and orientation to the ward.

c.
R.N. entry at time of admission or cosignature of P.A. note; R.N.

descriptive note written in 24 hours.

d.
Entry to justify use of PRN medications and stat treatment and response. R.N./L.P.N. entry or co-signature.

e.
Entry to document action taken for patient incidents (elopement, injury, drug error, etc.)

f.
R.N. assessment at time of entry into restraints/seclusion in emergency situations, and when M.D. is present.

g.
Nursing Service Discharge Note includes physical, emotional, and Aftercare Plans.

3.
M.D.  Specific Entries to Progress Notes

a.
M.D. Progress Notes will be written at least weekly (every 7 days)  for the first 60 days and at least monthly (every 30 days) thereafter.  Entry should relate to Treatment Plan.  A greater frequency is indicated when patients are acutely ill, in crisis, or receiving more intensive treatment.

b.
When any precautions are initiated or discontinued.

c.
Entry to justify ordering certain treatment or consultation.

d.
Entry to justify any change of medication, use of high dose (risks & benefits), polypharmacy or nontraditional drugs.

e.
Entry to show evidence of follow-through to any physical illness. 

f.
Entry of evaluation following drug error/drug reaction.

g.
Entry at time of transfer to update plans “Off Service” note by M.D., order to continue medications at time of transfer.

h.
All orders for narcotics, sedatives, and antibiotics must be time limited.

i.
Entry to justify use of restraints/seclusion, including evidence of less restrictive means, including conversation with patient.

j.
Consultations to another M.D., Medical Clinic, neurology or psychopharmacology must be reviewed and addressed in Progress Notes and consult must be initialed and dated.

k.
Justification for Continued Stay must be addressed by M.D. and Treatment Team in Progress Notes.

l.
Abnormal labs, addressed in Progress Notes or on lab slip with M.D. signature and date.  All consults need signature and date.

m.
All AMA discharges must state patient is not committable and risks and benefits of continued stay have been discussed with patient and/or guardian.
4.
Other Treating Disciplines

a.
Social Workers/Case managers will write and initial Progress Note from an interview with the patient.  Progress Notes are required at least weekly for the first 60 days and monthly thereafter.

 b.
Education teacher will review Education Screen, interview the patient as soon as possible.  Objective and action must be completed prior to the Master Treatment Planning.  Weekly notes will relate to Treatment Objectives at school.

c.
Activities will complete assessment and have objectives and action completed prior to MTP and complete weekly notes relating to Treatment Plan.  All other disciplines assigned to treat the patient, i.e., O.T., Speech, Psychology, Dietitian will follow the goals and objectives documented in the Treatment Plan and document according to the plan.

d.     
Pt./Family Education – for all disciplines to complete when education is provided.


C.
Doctors Orders – Legible/written in black ink

1.
Contain date, time, and signature.

2.
Must comply with approved abbreviations.

3.
Verbal orders must be signed and dated within appropriate time, according to policy.

4.
Must be written by physicians approved to write orders or written by R.N. in an emergency as a verbal order and must be countersigned within 72 hours,  M.D. signature, date, and time.

5.
Orders are for 30 days only and must be brought up to date monthly.

6.
All orders for narcotics, sedatives, and antibiotics must be time limited.

7.
Orders must be written for precautions, treatments, therapies, and consultations.

8.
Treatment is consistent with criteria for diagnosis and follows recommended regimen (dosage and indication) or Progress Note to justify deviation.

9.
Orders must be written, if patient is to be limited from routine activities.

10.
Medications are to be issued at standard times unless the order indicated otherwise.



11.
Orders for R/S:



a.
Time-out> 30 minutes is seclusion and requires MD Order and monitoring

b.
If a physician is not immediately available a RN may initiate a verbal order from a physician.  The MD must sign, date, and time the order within 1 hour.  The MD must assess the patient for Restraint and/or Seclusion before approving/signing the order for use.



c.
Order must state reason, time limits, and behavior for release

d.

Orders for R/S must not exceed the age related time frames:

· Every 4hours for adults, 18 and over, with MD face-to-face reassessment every 8 hours.

· Every 2 hours for ages 9-17, with MD face –to-face reassessment every 4 hours.

· Every 1 hour for under age 9, with MD face-to-face





 reassessment every 4 hours.

D.
Miscellaneous Forms
1.
Incident reports for injuries, drug errors, elopements, and patient incidents, according to CID Policy.

2.
Restraints/seclusion record: 15-minute checks, codes, vital signs within one hour of entry and/or 30 minutes after each PRN medication is given and at least once during each subsequent eight-hour shift thereafter.  Evidence of meal, bathroom, hygiene exercise. 

3.
Suicide precaution record present and complete for orders for suicide precautions, documentation every hour for Level II and III, according to policy.  Documentation at beginning and end of every shift for Level I.

4.
Infection report for contagious disease or antibiotic therapy is not kept on ward charts, but referral to the Medical clinic should be indicated in Progress Notes and/or on order sheet antibiotic orders.

5.
Consultation form for medical clinic, neurology, patient care monitoring review present.

6.
Diabetic record for diabetics.

7.
Medication sheet for continuous PRN, and stat medications.

9.
Treatment sheet for continuous, PRN, and stat treatments.

10.
Sheet for ordered vital signs other than at admission.

11.
Consent for treatment indicated for educational taping, medical information.

12.
Sleep log.

13.
Lab slips are present for all lab work ordered by the physician.  All  labs signed, dated and addressed in Progress Notes or on Lab slip.

14.
Enuresis form completed, when appropriate.

Addendum

Developmental Neuropsychiatric – Outpatient Service
Admission     Review
Justification for Admission is Documented

	A.  Illness meets DSM IV criteria with daily functioning severely impaired.

	B.  MMR and/or developmental disabilities must meet admit criteria.

	C.  Parent, guardian must sign responsibility to participate in program according to criteria.


MD Screen/Orders

	A.  Completed Physical Screen Only.

	B.  Date, Time, Signature 

	C.  Lab Work PRN for Medications

	D.  Allergies

	E.  Orders


All other documentation review is the same as in-patient, using UNIFIED MEDICAL RECORDS, except History and Physical and Nursing Assessment.


Restraint/Seclusion is not used in Outpatient Services.


Hours are   8:00 A.M.   To   4:30 P.M.
 

Partial Hospitalization
 

Admission     Review
 

Justification for Admission is Documented

 

	A.  Enrolled in school or statement patient can return even after expulsion or truancy.

	B.  Illness meets DSM IV criteria with daily functioning severely impaired.

	C.  Substance abuse must be a secondary problem.

	D.  MMR and/or developmental disabilities must meet admit criteria.

	E.  Parent, guardian must sign responsibility to participate in program according to criteria.


 

MD Screen/Orders

 

	A.  Completed Physical Screen Only.

	B.  Date, Time, Signature 

	C.  Diet

	D.  Lab Work PRN for Medications

	E.  Allergies

	F.  Therapy and School


 

All other documentation review is the same as in-patient, using UNIFIED MEDICAL RECORDS, except History and Physical and Nursing Assessment.

 

       

Restraint/Seclusion is not used in Partial Hospitalization.

 

            

Hours are   8:00 A.M.   To   4:30 P.M.
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