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* Drive:

* Insight:

Orientation:

Abstract

thinking:

B O DA
POTEML 1303, WP 4607, B 7953

P )

fi ﬁfbﬁﬁ%’? RLA SR
TR RECEIRE R T

28




W S

S TR

B

29




P+ ~ RSP HES
PSYCHIATRY INTERNSHIP GUIDELINES FOR MEDICAL STUDENTS

Responsibilities

Inpatient Psychiatric Services

Admission of Patients

® Interview patients as resident/attending assigns

® Write complete documentation on no more than one new admits in one day

®  Be prepared to give a precise and comprehensive presentation of the patient” s case to
the team, and have pertinent data available for the team’ s review. Try to gather all
data prior to rounds.

On-Call Duties

®  No more than two over-night duty in one week. (two for 7" grade student; one for 5"
or 6" grade student)

® You are responsible for your assigned call days. If you have a major problem, you are
responsible to find a senior student to cover your call, and to inform the resident on
call with you. Your grade will reflect your attentiveness to your on-call duties.

® (all begins at 5:00 p.m. on weekdays, and at 8:00 a.m. on weekends and holidays.
You are expected to be in the hospital when you are on call.

® While on call, you will be expected to see new admissions as well as consults to the
general hospital and emergency department as your resident directs. Your resident will
decide which patients you write-up.

®  The morning following call, you are expected to attend morning report. Be prepared to

give a concise presentation of the patients you worked up.

General Duties on Inpatient Services

Assist in work-up of new admissions as above

30



® Typically be responsible for following and charting on no more than 5 patients at a

time. (5 for 7" grade student; 2-3 for 5" and 6" grade student) (if some patients

become less acute, the number of patients may increase).

®  You are expected to be available from 8:00 a.m.-5 p.m. Monday through Friday. Your

attending may extend these hours as needed to complete work, rounds, etc.

(1). Pre-Rounding

v

Review your patient’ s charts each morning. - NOTE: the patient” s vital signs,
sleep, appetite, nurse’ s observations of the patient, any refusal of medications,
refusal to attend various therapeutic modalities (e.g. group therapy, OT, exercise,
etc.), problems with medications, need for p.r.n. medications, restraints, etc.
Talk to your patients - be aware of their status, do Mini-Mental State Exam as
appropriate.

Obtain any pertinent new data prior to team rounds (X-Rays, Labs, EEG results,
EKG reports, Neuropsychological or psychological testing, consultation reports,

etc.) Review with your resident before rounds.

(2). Team Rounds

v

Read ahead so you can develop an understanding of your patient” s illness, so
you can participate in a team discussion regarding a reasonable assessment of the
patient’ s status with respect to diagnosis, management, treatment goals,
prognosis, and disposition options.

Develop an understanding and appreciation for the multidisciplinary team

approach to patient care, and the role of each team member.

(3). Morning Meetings

v

Prepare and attend to report your patient” s history and happening in morning
meetings
On duty chief resident or attending may ask you to make presentation for your

patients

(4). Documentation

Daily Notes on Each of Your Patients --- S.O.A.P. Format

May write before or after rounds, as attending prefers; should include:
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Subjective
What the patient tells you - new complaints or concerns
Objective
Summary of staff observations since last team rounds
Your observations
Notations about sleep/appetite/medication, compliance/problems with
medications/participation in unit activities/use of p.r.n. medications for sleep,
agitation, psychosis, acting out, etc./need for restraints or seclusion/aggressive
behavior/vital signs
Mental Status Examination, including a MMSE when appropriate to the patients
condition
New data: X-rays, labs, psychological or neuropsychological testing, EEG,
EKG, ECT reports, information from family, etc.
Assessment / Plan
Problem list with assessment, rationale for changes in therapy, treatment goals,
plans for disposition. Should include a list of active psychiatric and medical
problems. If you are unsure of the plan, it is acceptable to write, "Will discuss
with attending/resident."
(5). Orders on Your Patients
You are allowed for entering orders on your patients and having them co-signed
by your resident daily. It 1s a important part of training program, and needs to be
monitored and regulated.
Weekend Summary Notes (or Prior to a holiday)
Should include the above (as daily progress notes), but also a list containing diagnoses,
current medications, allergies, any special problems to watch for, labs or other studies to

follow-up during the weekend.

Example

Diagnosis - Axis [~V

Psychiatric Meds - Other Meds -
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Psychiatric p.r.n. Meds -

Problems to watch for :

Plan :

Off-Service Notes

List diagnoses, interventions, patient’ s responses to interventions, prognosis, plans for
disposition, brief summary of hospital course by problem list. This is a courtesy to the
practitioner who follows you.

Discharge Notes

At discharge you should write in the last page of the chart *

Admission and discharge dates

Multiaxial diagnosis

Procedures

Consults

Disposition

Condition at discharge

Discharge medications

F/U appointments

Any pertinent labs (e.g. lithium levels, CBC, etc.)

Discharge Summaries

You are expected to dictate only on patients you followed. Your resident or attending will
review the summary with you.

Transfer Forms for long-stay hospital, nursing homes,

Ask your resident for assistance.

Rationale for Documentation

Basic Rationale for Charting (always use black ink when charting)
® The medical record is a legal document, and is subject to review by Quality Assurance,

various review boards, third party payers, other practitioners and at times by the courts.
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.

2.

1.

As such, it should be legible, concise, and accurate. If an error is made, draw one
single line through it. Write error and your initials.

Its purpose 1s to reflect, as accurately as possible, the evaluation and management of a
patient” s illness(es).

Any entry into a chart becomes a permanent part of the record on a patient, and as
such, should be carefully considered.

Do not express feelings or derogatory comments about other care-providers in the
medical record. Doing so puts not only the other person in jeopardy, but also you and
the team. There are other avenues for expressing your concerns and feelings.

Various forms of documentation serve specific purposes, but taken together should
constitute a coherent history of a given episode of illness. What follow is a very basic
outline of the purpose and logic behind various types of documentation that physicians,
psychiatrists, in particular, do.

Admission History and Physical condition

Reflects as accurately as possible the patient” s presenting symptoms, his past history
(medical and family history, social history [including developmental, birth order,
education, significant attachments, social support system], legal history, substance use
history, physical exam, systems review, lab data, and multiaxial diagnosis and
treatment plans.

Daily Progress Notes

Reflect the ongoing assessment and management of the patient’” s illness including:
New data as they are acquired

History, observations, lab, radiographic, consultations, testing

A rational synthesis of the data into a diagnostic formulation

The rationale for therapeutic interventions, treatment goals

The patient’ s response to interventions

Includes positive and negative responses (e.g. improvement, or complications,
medication side effects)

The plan for future management

Prognosis
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(3). Discharge Notes
1. Serve to record in the chart a brief synopsis of the patient” s hospital course, status
at discharge, and clear plans for ongoing care.
2. It leaves a record of important discharge data in case the patient is readmitted, and
1S a courtesy to the practitioner who my see the patient next.

3. It also can serve as a helpful outline for dictating the discharge summary.

(4). Weekend Notes (or pre-holiday notes)
A basic outline of patient” s diagnosis, medications, allergies, anticipated problems,
pending labs for the attending covering during the team’ s absence
(5). Discharge Summaries
This document 1s a culmination of all your previous charting, and should record a
synthesis of the patient” s problems, what you did to evaluate and manage them
during this hospitalization the patient’ s response, and a plan for ongoing care.

It includes:

—_

. The patient’ s presenting illness, his symptoms, signs, history of his illness
How you evaluated the patient’” s illness

How you made sense of what you found

What you did to treat the patient and why you did 1t

How the patient responded to what you did

A

How the patient will be managed in the future

If you" ve done your previous charting efficiently, all the data you need should be readily
available for dictation of the discharge summary.

The outline of the discharge note 1s a good format, but in the discharge summary, you will
include a "Hospital Course" section for each problem. Make it brief!! It should not be a
recounting of daily events, but a surmmary that includes the above data in a coherent,

concise format.

Guidelines for Psychiatric Evaluation Write-Ups
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A psychiatric evaluation 1s a comprehensive interview (or set of interview) conducted with

the patient and possibly others who know the patient well.

The write-up of the psychiatric evaluation follows a format very similar to other formal

medical evaluations, and 1s broken down into sections with specific names. The interview

and write-up cover -

Identifying information * Name, age, and other characteristics deemed important.
Chief complaint - The reason the patient gives for having the evaluation.

History of Present Illness : The story of the problems, symptoms, concerns leading up
to the present request for evaluation. Significant rule-outs should be included

( Psychotic disorders or episodes, Mood disorders or episodes, Anxiety disorders or
episodes, Substance use disorders, directly contributing medical/surgical diseases,
directly contributing trauma)

History of Past Psychiatric Illness * The story of past psychiatric problems, symptoms,
treatment.

Medical History - Medical diagnoses, problems, symptoms, past surgery, alcohol and
drug use, smoking history.

Allergies

Social/Developmental History * Personal, psychological and family issues; social
problems, concerns, and strengths; experiences in the family of origin, trauma and loss,
spiritual issues, beliefs and concerns; sexual history.

Family History * History of psychiatric disease, alcohol and drug problems in family
of origin and relatives.

Psychiatric Review of System * Includes all symptoms not covered in the History of
Past Psychiatric Illness (including rule-outs), and covers symptoms of all major mental
disorders.

Mental Status Examination : A systemic evaluation of the patient’ s functioning at
the present moment, includes assessment of attitude, appearance and behavior; speech;
mood and affect; thought and language; perceptions; cognitive function; insight and
judgment.

Assessment - Diagnosis and differential diagnosis using DSM-IV-TR on all five axes;
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case formulation (the bio-psycho-social assessment of the patient, putting together all
the pieces of data into a framework that will generate hypotheses for treatment.
Recommendation or Plan : Suggestions for further evaluation, clarification of

diagnosis, and treatment; may include prognosis.
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