Attending: Koth kicrard L {,. 7

l WILLTAMS  LYNHAE O I

Age/Sex; 45 F Page. Ju
Unit #: JouLuisler Account #: J84050217483
Admitted: 10/30/09 at livs Location: J.ZA bommion Hospital Patient Care *Live* Printed 11.02/09 ot Ouds
Status: DIS IN Room/Bed: J.227- CLINICAL DOCUMENTATION RECORD
Intervention Description Sts Directions From Intervention Description sts Directions From
ACtivity Uccurred kecorded Documented Activity Occurred kecorded Documented
Loue Dt 1l | Ol e g Compent Uoife Lhange Type late Lige Ly late Lune oy Coginent Hoile Ll
Artiaty Dare 10730004 Ll 1409 {coptimed) Actiyity Oate- 10730009 Lige- 1459  {contiaued)
1002002 PSY: Admit History/Systems Assessiment +  (continued) 1002002 PSY: Admit History/Systems Assessment +  (continued)

Neurulogical Assessment WOP: ¥
Oriented To:

Hand Grips:

Eyes Upcllv

Best Motor kesponse

best Verbdl kesponse

lutal:

Moverienit Kight Arm:

Movellient — LeTt Arm:

Movement Right Leg

Movement  Left Leg:

Newru Comment™:
-~ Lbye/bdr/Nose/Tnroal Assesshient ~~-
EENT Ha: GLASSES

EENT Assescment wbP: ¥
Vicual Impayrment

Hearing linpal rment
[hroat Complaint:

Mucous Membrdrnes
Left Nares:

Kight Nares:

EENT Cumment™

- LardiovasCular Assesument ~—-
Cardiovascular Ha: DENIES

Cardiovascular Assessiient wWhp: ¥
Skin Color:
Skin:

ASSUCated igns & Symptoms

Does Patient Have a Pacemaker:
Implantable Defibrillator:

Cardiovasculdar Comnent”:

Circulatory Assessment WOP: Y
Altered Circulatory Site:

Proximal Pulse to Affected Site Evaluated
Proximal Pulse Character

Amount of Edema Noted Proximdl to Affected Site:

Capillary Refill Proximal to Affected Site:

Skin Proximal to Affected Site:

Skin Calor Praximal to Affected Site:

Sensation Proxiimal to Affected Site:

Distal Pulce to Affected Site Evaluated:
Distal Pulse Character:

Amount of Edema Noted Distal to Affectea Site

Cap1Tary Refill Distal to Affected Site:

Skin Distal to Affected Site:

Skan Colar Distdl to Affected Site:

Sensation Distal to Affected Site

Circulatory Comment™:

~~~ Respiratory Assessment ~—




. § 3
Age/Sex: 35 i Attending: Roth iichard L Gk l WILLTAMS L AR D I ﬁ‘_JJ Paye: ¢l
Unit #: Jobuulslzy Account #: Jsd4050217483
Admitted: 10/30/09 at llbs Lacation: J.ZA Dominion Hospital Patient Care *Live* Pranted 11:0270Y gt unss
Status: DIC IN Room/Bed: J.27¢ B CLINICAL DOCUMENTATION RECORD
Litervention Description Sts Directions From Intervention Descriptian Sts Directions From
Activity Uccurred Recorded Documented Activity Occurred Recorded Documented
Lope [IRTEE T Ly Date Tne  0p  Comnent Units (hange Type [ate Time Gy late T by Comnent Lt R IRTIN
Artity Date- 10730709 e 1459 cconmipued) Acrivaty Dare- 10730709 Lime- 1489 (contimued)
1002002 POY: Admit Histury/Systems Assessiment +  (continued) 1002002

Respiratory Ha: DENLES

Previous treatiment of asthina:

Tabacco Use Now or 10 Previous 12 Months
NONE

Kind ot tubacCo:

Packs/tins per day:

How indny years

Quit? When:

smoking Reterral ;

ok iy cessalion anstruction given Lo the patient and/or Cdregiver-

Mok g Cotlitient™ :

[s Patient Present? Y
Able to pertorm T8 & Contagious Respiratory Intection Point of Entry Screen Y

Reason-

I5 patient currently esperiencing any of following in last 7 days:

Fever greater than 100.47 N
Cough? N

€37.8 C)
(not related to
allergy or COPD)
Persistent Cough greater than 3 weeks?
Cough with blood produced?
Sore Throat?
Night swedats?
Urieaplained weignt loss?
Fatigue?

R .

Body, Achies? N
Rash? N

Haval Congestion ot reldted o dllergies or sinus infections)? N

PU reports prior tstory of T8 or positive TB skan test? N
Close contalt with a person who has TB? N

PSY: Admit History/Systems Assessiment +  (continued)
Close contact with any person having dn Influenza-lTike 111ness? N

IB Point of Entry Screen: Contagious Respiratory Infection Point of Entry Screen-
NEGATIVE NEGATIVE
Mask applied, patient i1solated, and receiving unit/department notified?

Respiratory Assessment WOP: Y
RUL Breath Sounds :

RLL Breath Sounds:
LUL Breath Sounds:
LLL Breath Sounds:
kKespirdatory Eftort:

Cough:
Sputun Color:

Sputum Consistency:

Sputum Amount :

Capillary Refill:
~~~ Oxygen/Respiratory Asuessment ~~-

On Oxygen:

02 Delivered Per:

02 Liters / Minute:

Sp02 Continuous Monitoring:
Sp02% After Oxygen Applied:

Respiratory Comnent”:

~~~ Gastrointestinal Assessfient -~



Age/Sex: st
Unmit #: JuGLulslor
Admitted: 10/30/0% at 1lLg
Status: DIS IN

Attending: Koth Kichard ( Lod
Account #: JB4095071/483

Location: J.2A

Room/Bed: J. 27" s

l WILLTAMS LYNNAE D

| W

Dumnion Hospital Patient Care *Live*

CLINICAL DOCUMENTATIUN RECORD

Paye 74

Fronted [1/02/70Y9 al 0633

Intervention Description

Sts Directions From Intervention Description Sts Directions From
AcLivily Uccurred Recorded Documented Activity Occurred Recorded Documented
BeT: [ale Lune Ly Date Lue Ly Conmend Uote Chanye Tvpe fate Tlwe by ldte Dl by (oiient (TSN EN (o
li;lL‘Jl Date 10740709 Lime- 1499 (contined) Artivity Date- 10730704 Liwe- 1459 (continyed
1002602 POY: Admt History/Systeins Assescment +  (continued) 1002002 PSY: Admit History/Systems Assessment + (continued)
Gastrointestinagl Hx: DENIES

Gastrointestingl Assessment WOP: Y

GI Complaint:

Vamting tpisodes 1 Previods 24 Hours:
Content/Appearance of Emesis:

HUU Bowel Sourids
RLQ Bowe!l Sounds -
LUQ Bowel Sounds
LLQ Bowel Sounds

Laul bBowel Movement . 10/30/09
Description of Stool: Normal

Abdomen Sott & Non- Tender
Abdomen Firm/Rigad: N

Distention:

Guarding:

Rebound Tenderness :
lenderness to Palpation

Palpable Mass

Gl Cuimient ®

=== Nutritiongl Assessment ~~~

L1gns of Nutrmitional Rich Nutrition Consult
None

Nuteitional Comnents™

Total

~~~ Gentodrinary Assesstient ~—-
GU Hx: DENIES

Genttourinary Assessment WDP: Y
Seaual History: NOT Sexually Active

Sexual Orientation:

Condom used?
Reproductive-Female:

keproductive Male:

LMP:
Abnormal Urination:

Urine Appedrance:

Catheter:



. N A
Age/Sex: 3t Attending: Rolti kichara L Gl [ WILLIAMS LyanAE D AAJ ) Paye: 3
Unmit #: Joowulslz? Account #: J84090217483
Admtted: 10/50/09 at 1lup Location: J.ZA Dominion Hospital Patient Care *Live* Fronted 11702709 ab Uudd
Status: OIS IN Room/Bed: J 222 CLINICAL DOCUMENTATION RECOKD
Intervention Descriptiun Sts Directions Fram Interventian Description Sts Directions From
ACtivity Uccurred kecorded Documented Activity Occurred Recorded Documented
Lige Dale Lime by Dalge Luge by Comeent Uiite (hang Type [adte Tie oy Qate Diwe by Congpent LUt Lliapige
Actraty Date- 10750709 D 1459 (oontioueds Activity Date- 10730709 Dime - 1459 cconmnued)
1002002 POY: Admit History/Systems Assessment +  (continued) 1uu2o02 PEY: Admit History/Systems Assessment +  (continued)

Catheter Type:

Description ul Catheler bunction:

ALLUCTaled Zigns & Symhpluis

U Cument ™

~~~ kndoCrine Assessment ——-

Endocrine Ha: DENIES
Endocrine System WOP: Y

Lndocrine Conment ™ :

Limune: System

linnune Syotem Comment

= Musculoskeletal Assessment ———
Musculoskeletal Ha: DENLES

Musculuskeletal Assessment wbP: Y
ueneralized Weakness
kight Upper Extremity
Left Upper batremity
Kignt Lower Eatiemity:

Left Lower Extremity:

Balance/Gait:
Paralysis:
Anputee:

Complaints of Joint Swelling/Tenderness:

Musculoskeletal Comment™:

~~~ Functional Assessment ~-~
Functional Assessment WDP: Y

Functional Comment™:

Physical Limtations Interfering with Recreational Activities: N
Describe:

Other Lumtations Interfering With Recreational Activities: N
Describe:

Need special equipment/supplies for routine care? N
Special Equipment:

Do you Exercise on a Regular Basis:
Type of Exercise: RUNNING, WEIGHTS
Frequency of Exercise: THREE TIMES A WEEK

Any Change 1n Sleep patterns:
NO SLEEP PROBLEMS

~~~ Integumentary Assessmient ~~-



Age/Sex: 34 Attending: koth. Richard | l&_’J I WILLTAMS LYRNAE D ] S Paye: U4
Unit #: Jouuuigiz? Account #: JB4090217483
Admitted: 10/30/09 at 115 Location: J ZA Dominion Hospital Patient Care *Live* Franted 11:02/09 at Ucss
Status: OIS IN Room/Bed: J 227-B CLINICAL DOCUMENTATION RECORD
Intervention Description sts Directions From Intervention Description Sts Directions Frai
Activity Occurred Recorded bocumented Activity Occurred Recorded Documiented
Lype Oule Ly by ligte i | Weinran| Units Change Type Dare Tiwe by Qate L by Comgient Lnite Chsnge
Pivity Date- 10730709 Lime- 1189 (coptioued) Activaty Dare- 10/30/09 Tiwe: 1459 (continued)
1002062 POY: Admit History/Systems Assessment +  (continued) 1002002 PSY: Admit History/Systems Assessimient +  (continued)
Integuncntary Ha: DENIES
Prior mistory of chronic wounds, non fealing wounds? N

Prioc tnstory of stapn infection? N

Integuimentary Assessiient WOP: Y

Presence of open or dratmng woundw?
Presence of wounds that resemole spider bites?

Integuinentary Comnent

#l Incrsion/Wound Location

#1 Incision/Wound Type:

#1 Incicion/uound Dressing Clean/Dry/Intdct :
#l Incision/Wound Uressing Change Date:

#1 Incision Approximated without Redness

#1 Incision/Wound Size (cm):

#1 Incision/wound Depth (cm):

#1 Incision/Wound Edges:

#1 Incisron/Wound Odor

gl incisron/dound Dratnayge Atiount
#l Incision/zaound Dressing/ Treatinent

#l Incrsron/zwound Cunment

#2 Incision/Wound Location:

#2 Incision/Wouna Type:

#2 Incision/Wound Dressing Clean/Dry/Intact:
#2 Incision/Wound Dressing Change Date:

#2 Incision Approximated Without Redness:

#2 Incision/Wound Size (cm):

#2 Incision/Wound Depth (cm)

#2 Incision/Wound Edges :

2 Incision/Wound Odor:

#2 Incision/Wound Drainage Amount
#2 Incision/Wound Dressing/Treatment :

#2 Incision/Wound Comment :

MEDICAL Hosprtahization®



Age/Sex: U3 i Attending: Roth kichard | \‘yj I WILLTAMS  LYNNAE D I ‘gdgi Paye
Unit #: JoGbulslol Account #: J8409021/483
Admtted: 10/30/09 at Llog Location: J ZA bomimon Hospital Patient Care *Live* Printed 110270y al Uuss
Status: DIS [N Room/Bed: J 227 B CLINICAL DOCUMENTATION RECORD
Intecvention Description Sts Directions From Intervention Description Sts Directions b
ACtivity Uccurred Recorded Documnented Activity Occurred kecorded Docuient ed
Lipe Lare Lige by Date Lime Dy Commeot lpire Chagge Lupe Dale Lime Ly Date Dime by Comgent Ut Ll
Aottty Date 1073009 e 1459 (coniimed] Activity Dare- 10730709 _Dime- 1489 (continued

lo0rou POY:S AdmL History/Systems Assessment + (continued)
GALL BLADDEK 2005

Medical Conditions™:

CRRENT COLD

PSYCH Hospitalizations™:
NONE

Precautions:

PriySical/Seaual/Emotional /Verbal Abuse or Neglect Hx: N
Evidence of Pnysical and/or Psychological Abuse: N
Does the Patient Feel Sdafe at Home: Y
Deseribe Abuse”

APPROPRIATE ATTIRE
DRESSED IN SULT
COOPERATIVE
TEARFUL

SUSPICIOUS
RESTLESS

"I HAVE A LOT ENERGY"
HAS ADD

Moud: ANXTQUS

"I FEEL GOoD"
SUPERFICIAL
RESTRICTED

ANXTOUS

Oriented x3

Appeardnce
~—~~~MENTAL STATUS EXAM~~~
Benhavior

AT feCl:

Urientation:
[hought Process . THDECISIVE
BLOCKING
RAMBL [NG
DENTES RACING THOUGHTS
DISORGANLZED
CIRCUMSTANTIAL
PARANOTA
PERSEVERATIVE
CONCERN FOR JOB SECUKITY
POOR MEMORY
POGR CONCENTRATILON
DENIES

[hought Content

Perceplual

COHERENT
HESTTANT
REPEATS QUESTTONS

Pl ]

1002002 PSY: Admt History/Systems Assessment +
Motor /Activity: Normal

(cuntinued)

suicidal Ideation: N
Describe Suicidal Thoughts/Plan/Means™

Suicide Plan? N

Previous Suicide Attempts: Y

When/How”™ :

IMPULSIVIELY DROVE INTO CAR AND CAUSED 2 CAKR COLLISION
ON WED 10/27/09, WENT TO GEORGETOWN UNIVERSITY HOSP
YESTERDAY. HAS EXHIBITED BIZARRE BEHAVIOR SINCE THAT
TIME BUT PT 1S POOR HISTORIAN AND DENIES REPORTED
BEHAVIORS

Have you known someone who has attempted/committed sutcide?N
Wnen/How/Relation/ lmpact™:

Additional Suicide Risk Elements: Hx of risky hehavior
Sev. anxiely/panic/agitat
IDS WORK AS STRESSOR

Homicidal ldeation: N Homicidal Plan? N
Describe Hamcidal Thoughts/Plans/Means”:




Age/Sex: S5 i WILLTAMS L yanlAE D I G Page . Cu

Unit #: Joubulslor
Admitted: 10/30/0% at 1lug
Status: DIS [N

Attending: koth Ricnard | \Ea’; [

Account #: Js4050217483
Location: J.2A
Room/Bed: J.222-B

Dominion Hospital Patient Care *Live*

1 Printed 11702709 at bedd
CLINICAL DOCUMENTATION RECORD

Intervention Descriplion Sts Directions Fram Intervention Descriptian Sts Directions From
AcLivity Uccurred Recorded Documented Activity Occurred kecorded Doucumented
Lot Late Lipee by [ate Liie Ly Comnent lnits Change Tyne pate Ome by late Lime Dy Coment IR Lhoange
Activaly Oate- 10730704 Lune - 1499 rantinued] Activity Dare- 10/30/09 Diwe- 1459 (continued?
1002002 FSY Admt History/Systems Assessment +  (continued) 1002002 PSY: Admit History/Systems Assessment +  (continued)
Homicidal/Violence Risk tactors:
N/A

Self Destructive behavior: Y

Self Destructive/Harm Behaviors:
INTENTTONAL CAR ACCIDENT

THIS WEEK

Describe Self-Destructive Behaviors™:
SEE ABOVE

Any Recent Losses?
Recent Loss, bxplain™:

Additional Drugs or Chemical Use: N
Type of Drug:
How Often:
How Long Used:
How Much:

Last Used:

Type of Drug:

Intoxicated: N How Often:
Last Use® How Long Used:
How Much:

Fsycnotic: Y

Last Used:
Type of Drug:

Describe Puychosis”® How Often:
REPORTEDLY PARANOID BY STATE DEPT PSYCHIATRIST, How Long Used:
BIZARRE BEHAVIORS R/T CAR ACCIDENT THAT ARE NOT How Much:
TYPICAL OF PT---CURSING. FEELING THAT PEOPLE WERE Last Used:

FOLLOWING HER, HT C MANY. MANY QUESTIONS RE HER JOB
SECURITY TO THIS WRITER

==RESTRAINT ==

Techmgue/Methods/Touls to Help P Control their Behiavior

Drug Use Comment™:

Does Patient Drink Alcoholic Beverages: N
Type of Alcohol

As Appropriate, PL/Family helps 1n adentifying such Techriques: How Often:
Medical Cond. that places Pt dat > Risk During Restraint/Seclus. : How Long:
How Much:

Hx of Abuse thial Would Increase Psychological Rick w/Restraint/Seclusion

PUFamly Educated on hospitals Prinlosophy on Restraint/Seclusion

Famly s Role, Including Notification 1s Discussed das Appropriate:
~~~~CAFFEINE HISTORY~~~~

Last Drink:

Type of Alcohol:
How Often:

How Lung:

How Much:

Last Drink:

Type of Alcohol:

Types of Carfeine: None How Often:
How Long:
At per Day: How Much:

Last Drink:
Alconol Coimient™:

COU DETORIFICATION PRUTOCOL WITHORAWAL SEVERIT( ASSEUSHUNT CublAb)




Age/Sex: 33 | Attending: Koth, Richard L \\“3; I WILLTAMS LinnAE D | Qh“,} Page. o/
Unit #: Jooubisle? Account #: JB405021/483
Admitted: 10/30/09 at Llbo Location: J.2A Dominion Hospital Patient Care *Live* Pronted 11702:09 ot Usde
Status: DIS IN Room/Bed: J.220 B CLINICAL DOCUMENTATION RECORD
Intervention Description Sts Directions From Intervention Oescription Sts Directions Feain
ACLivily Jecurred Kecorded bocuinented Activity Occurred Recorded Documented
Lipe Oate Do by Oare Lige by Comnent lnite Change Type Dare Tme  ny  Date Doe by Congient Lingte (Lang:
Activity Qaree 1070009 Tuwe - 1459 (continged) Activity Date- 10730709 Dime 1459 (contingeds
1002602 PSY: Admit History/Systems Assessment +  (continued) 1002002 PSY: Admt History/Systems Assessiment +  (continued)
Naused/ Vomting: Last Tetanus:
Tremor .
Paroxysmal Sweats:
Anxtety:

Agitation

factile Disturbances:

Auditory Disturbances

Visual Disturbances:
Headache/Ful lness 1n Head:
Urientaton, Clouding Sensorium;
Score:

Letos Cuient™ .

FALL RISK ASSESSMENT

=IMMUNTZATTOH COMMUNTCABLE DISEALE SCReEN-
al vaccination stdtus

Pricunioct
bate:
Influeniza vacCinalion status
Dale

Pattent candidale Tur vacCines)?

Hx/Assessment Comnents™:

Hx-Source of Information:

Limuni zations Current?
Recent Exposures:

Pre or Perinatal Event:
Disease:

PT functioning affecting Family/Guardian:

Currently recerving help from any dgencies?

Special educational needs?

Difficulty learning new things?

Easiest way for pt to learn?

~~ Adolescent Specific ~



l WILLTAMS LYHNAE D

Age/Sex: 55 f Attending: Koth,Kichard | W/ l LR Fage. o
Unit #: Joobulslzy Account #: Js4050217483
Admitted: 10/30/09 at 1lug Location: J.ZA Dominion Hospital Patient Care *Live* Fronted 11702709 al Uusd
Status: DI [N Room/Bed: J.227-8 CLINICAL DOCUMENTATION RECOKRD
Intervention Description Sts Directions From Intervention Descriptian Sts Directions Froi
Activily Uccurred Recorded Documented Activity Occurred Recorded Documiented
Lape Datg Tume by larg T by Coment Unites (hanye Tvpe Date Dime Ly Date Dige Dy Congent it (g
Actauaty Date 10730709 Lime 1459 (contined) Activity Oate- 10730709 Lige 1459 ccontiaued)
1002002 PSY: Admit History/Systems Assessment +  (continued) 1g0ze02 PSY: Admit History/Systems Assessment +

How dues pt eambit anger:
Exmipit frustration:
Eamnbit sadness
Respound Lo authority figures:
Discipline techmques used
Whal works:
What doesn’t work:
Alythiing preventing visiting pt

Fami ly/guardian 1nvolvenent in treatinent

Famn ly/guardian expectations for treatment:

Adulescent Comment™:

Educaton provided ¢t e Line:
litle of educatur:

Personts) educdted

Readiness to learn:

Identitied learning needs

Learning preference:

Barriers to learning:

Teaching method:

New/Reinforcement teachiing:

Specific topic(s) taught:

Response/evaluation:

Educ Content™:

~~ Medication Reconciliation ~—

Patient Compliance:
Why 15 Patient Non-Compliant:

(continued)

Takes Daily Medications, Vitamins, Herbal or OIC Medvcalions . f



Age/Sex:
Unit #:
Admitted:
Status:

33 F Attending: Koth Kichard L \g&ﬂ;
Joouulslrr Account #: J84090217463

10730709 at liwy Location: J 2A

DIS IN Room/Bed: J 2278

W

I WLLLTAMS L (NNAE D I

Dominmion Hospital Patient Care *Live*
CLINICAL DOCUMENTATION RECGRD

Pages Y

Pronted 11:02/09 at Uo3d

Intervention Description Sts Directions From Intervention Description Sts Directiong Frai
Activity Occurred Recorded Ducumented Activity Occurred Recorded Docunented
Lope ure T Ly Oore Ll Ly Compent Units (hange Tupe Dale Tlwe by Oate D Dy Coigient aate Ll
Actiaaty Dage- 10730709 Line- 1489 (continged) Activity Date- 10/30/09 Time- 14459 contnyed)
100G2u02 POY: Adinl History/Systems Assessment +  (continued) 1002002 PSY: Admit Hictory/Systems Assessment +  (continued)
Huine Medications:
~~~ PATIENT S HOME MEDICATION LIST ~~~
Medicatiun-Strength Dose/Route Frequency (Last Dose Taken) Is patient following fall prevention directions Update Date of Last Fall
o - B Montn/Year of Lact tall
ADDERALL 30 MG ORAL DATLY
(10/30/09) Fall Kisk Commnent:
o ) B _ bnd of Medication List High Risk tor Falis

sources Used For

Ttns Documientdtion: PATIENT REPORTED

Routine Pharimacies Used: CVS

Clarirication needed tor any Medication: N

Hotie: Medication Disposition: NONE

AKKKKKRKARKARRAKAKKAKARRARKNAARKKA KRR KK KKKKAKKKKAKK KK

* Hame Medication queries have been %
A reviewed/upddted by J NUR MP RN *

KKKKKAKKARNKK KRR AKKKKKARKKKRNKRRRKNRAKKRKKKARKRKARAKAA KK

IS patient Responsive:

Fall Rick

AdAT Fall Risk

Elements :

Llements

Fall Precautions

Fall Precautions Comment :

Eall thie arcount /ujedr:

Activuity Date- 10730709 Lime- 2310

Patient Notes:
Create

HURSE NOTES

10/30/09 2310 ERC 10/30/09 2317 ERC

A. MEDICATION EFFECTIVENESS: Pt
Pt. demies any side effects to meds 4t this time.

the back lounge for the majority of the shift
affect and anxious mood. Pt. demes need for Tx.

here. this 1s just a misunderstanding™. Pt. demie

hallucinations at this time
C. SAFETY STATUS:
throughout shift.
throughout shift.
denies any suicidal or homicidal 1deation at this

Pt. on a locked umt and mainta

shift

rates med efticacy as "good

dal thiys time

B. SYMPTOM STATUS: Pt. up and visible in milieu. observed on Lhe payphone i
Pt.

presents with d4 constricted

. stated "I don't need to be
S events and statements fmade
prior to admission. Pt. wanted to request AMA discharge, however spoke Lo the
CN and decided to remain at DH. Pt. denies any auditory or visual

Ined un building restrction

Pt. mdaintained on routine Qlsmin. and mouth checks
On 1:1 Pt. gave a safety level of 10/10 out of 10. Pt

time.

D. PATIENT/FAMILY EDUCATION: PL. attended all groups and umit activities this



Age/Sex: 43

Unit #: JOULULe1Z” Account #: Js409021/483
Admitted: 10/30/09 at llss Location: J.2A
Status: DIS IN Room/Bed: J 220 &

|

Attending: Kull Richard L

WILLTAMS L (INAE D I

g

Domimon Hospital Patient Care *Live*
CLINICAL DOCUMENTATION RECOKD

Paye: SU

Pranted 11.02/09 at Uuss

Intervention Description Sts Directions From Interventian Description Sts Directions Fia
ACtivity Uccurred Kecorded Documented Activity Occurred Recorded Documented
Lpe ate L Ly [Date D by Comenl lnits Chaage Type Late Dme by Date Lime Dy Cogigent Hogte WERTIS|
Activaty Dare: 160/40/09 L 2310 (eantinued) Actyaty Dare 10/31/09 Lnes 0819 (oot ioued)
Patient Notes: NURSE NOTES (continued) 1051009-A CARE AREA STATEMENT: MH Adult + (continued)
E. ADL'S: Selt care, cumplete 2: CARE GUALS: Dominion MH Adult _ Al4:
3. STANDARD: DUMINION HOSPITAL WIDE CARE Alp:
FooMEDICAL CIF TNUDICATED): Pt. demies any somatic compldints at this time. No 4. PSY_PROBLEM: Anxiety o Ale:
S/5 of distress evident at this time 5. PSY:PROBLEM: Alteration 1n Thought Proc: Al/
6 i 1B
G. NUTRITIONAL STATUS: Pt. ate 100% of meals this shirt 7 : 19
Note Type  Descriptiun 8: ;20
o Tene e g: P
10: v 22
AcTiatry Oate- 10430704 Lume 2314 Ll: v 28
12: 24
1051009 A CARE AREA STATEMENT: MH Adult + A At End of shift CpP I have reviewed the Pt problems listed above and the Ireatment Plan for pL: ¥

- Docuinent

— O OO U WR —

12

~~DOCUMENT AT END OF EVERY SHIFT--
16 be docunented every shift, 1o review
current PL. problems and to verify that
the Mt Adult Patient Population Care
Standards have been followed.
10730709 2314 SNR - 10/30/09 2314 SHR
1) Review of Patient PROBLEMS w/Status on PLAN of CARE
Developmental Ade 18-40 yrs-YOUNG ADLT : Al3:
CARE GOALS: Dominion MH Adult . Al4:
STANDARD: DOMINION HUSPITAL WIDE CARE : AlS:
PEY PROBLEM: Anxiety - Alo:
FOY CPROBLEM: Alteration in Thought Proc. Al7:
v 18
19
20
21;

Y
el

2
24:

I nave revicacd the PU problems 1sted above and the Treatment Plan for pt: Y
Ihe PU Care Standdrds eppropriate for this patient defined for his/ner patient population

fave been met throughout the shift (unless otherwice documented): YES

(Review-SHFT F8)

The Pt Care Standards appropriate for this patient defined for his/her patient population
pprop

have been met throughout the shift (unless otherwise documented): YES
Did the pt. start a new medication this shift? N

(Keview-SHFT Foy

D1d pt hdve any adverse reaction to med this smitt? N It yes, fullow ADR Policy to repor

Comment :

Eater Hote? B Shart- 11PM-7AM PALRER HAREARS £ Pl

Slgiatyre

Activity Date- 10731709 T - 0948

Did the pt. start a new medication this shiftt? N
D1d pt nave any adverse reaction 1o med this shift? N 1T yes, follow ADR Policy to report
Cominent :

ater Nore? 4 Chict M1 1P Clgiatyee ROMULIS SalnRA - R

Arpy oty Date- 16731409 Lie- (619

1051009-A CARE ARLA CTATEMENT: MH Adult + A At End of smift cp

I

Docuiient

=~DOCUMENT AT END OF EVERY SHIF1--
[0 be documented every shift, to review
current PL. problems and to verity that
the M Adult Patient Population Care
Standards have been tollowed.

10731709 0019 BRK  10/31/09 0cl0 BRE

1) Review of Patient PRUBLEMS w/Status on PLAN of CARE

bevelopiental Age 18-40 yrs-YOUNG ADLT © ALS:

1002003 Psychosocial Assessment std + A
- Document 10/31/09 0948 AXZ 10/31/09 1008 AxZ

Reason For Admission®:
Pt is psychatic

Does Patient Meet Criteria for Current Level of Care: Y
Supervisor Intormed:
Primary Language: ENGLISH ENGLISH
Socidl/Cultural /Educational Influences™:
Pt works in the State Uepartment. She gratuated from
GTU from the School of Foreign Services. She was in a
car accident 10/27/09. She reported to police that she
wanted to know what 1t would feel like to be in a car
accident. Later she did not recall saying that. Pt
1S suspicious, talking to herself. and is eshibiting
anxiety. Pt demies A/V hallucinations.

~~~~FAMILY HISTORY~~~~
Family Psych Hx: Y




Age/Sex: 45 i
Unit #: JouGuleil”

Attending: Roth, Rictard
Account #: J84090717483

v

L WILL IAMS, LYNHAE D ]

W

Paye. 3l

Admitted: 10/30/09 at L1y Location: J.ZA Dominion Hospital Patient Care *LiveX Printed L1:02/09 ot Uods
Status: DIS LN Room/Bed: J.220-8 CLINICAL DUCUMENTATION RECOKD
Intervention Description Sts Directions Fram Intervention Description Sty Directions From
Aclivity (ccurred Kecorded Documented Activaty Occurred Recorded Documerited
Luue [l Lle Ly Date Dy by Comment Uit (hange Tepe Hale Tiwe Ly Date Lue Ly Copent Lot [WIRTINTE
Actieity Date 10731709 e (0948 (coptinued) Actiyity Date- 10731709 Lige - 0948 (contined)

1002005 Psychosocial Assessiment std +  (continued)

Family Poych Relationshng: MA AUNT C SCHIZOPHRENTA

Describe Family Poych Ha™:

SEE ABOVE

Faiitly Ha of Surcide: N

Famitly Sulcide Relationship. WA

bDescribe bamily Ha of Surcide™:
N/A
Family CD Ha: N

faiil 1y CO Relationstinp. N/A

Describe Family €D Ha™:

Patient Poych/CD Treatient Ha: N

beccibe Treatient Ha™:

N/A

Additional Sutcide Kish Elements . Hx of risky behavio
Sev. dnalely/panic/agitat
[DS WURK AS STRESSOR
Homcidal/Violence Risk Factors

/A

Marital Status: Single
Lesual Urientation:

# of Marriages: 0 How Long/Curcent: N/A
How Long Previous Marriages®

N/A

Numves o G tdren: U Ages s N/ZA

1602003 Psychiosocial Assessment std + (continued)
Living Arrangement: Own Place

Needs AIL Living Arrangement: Y

Social Support Network: Excellent
Support Personts): Family
Friends
Treatment Participants: Parents

Support Comnents™:

Pt states that she eapects to be d/c today. bul \f she

were to stay. she would Tike her parents to be

involved in her tx here.
Describe Typical Day: work, shower. eat. talk

with friends on the phone

Reading

Exercise

Watching movies

Studying ldanguages

Hobbies/Interests:

Religion: CHR CHRISTIAN

Spiritudal Practices: None

Pt Believes 1n Higher Power: Y
Describe Higner Power™:
God

Last Grade Completed: MS
Degrees/Certificates: FOREIGN SERVICE FRuM
GTU

Current Student: N
Where: N/A

Change in School Pertformance: N
Describe Change In School Performance®

Froblems with Beravior at School: N
Truancy: N

Learming Problems/Special tducdtion: N
Describe Learning/Behavioral Proplems™:
N/A




Age/Sex: 33 F
Unit #: JOUbLIBLEL
Admitted: 10/30/09 at 1158
Status: Div IN

Attending: Roulfi Richard
Account #: JsdUulr1/483
Lacatian: J ZA
Room/Bed: J 207 B

U

WILLTAMS L THAE D I

pominion Hospital Patient Care *Live*
CLINICAL DOCUMENTATION RECORD

Pramted 11

Faye

LD UY gl Ueds

Intervention Description

Sts Directions From Intervention Description Sts Directions Froi
ACTivily Uccurred Recorded Documented Activity Occurred Recorded Documented
Lyps Late Lie by Date T Ly Coment Hnite Change Tepe pate Tune by Date Lie G Coguent Hnite g
Actionfy Date- A0/31709 Do 0948 ccontinged) Activity Date- 10/31/(49 Loe - 0948 ccontinued]
1002003 Poycnosoctial Assessment std +  (continued) 1002003 Psychosocial Assessment std +  (continued)
When:
Probation Hx:
==~ MPL OYMENT HLSTORY~— Why /When:
Curvently bmployed: Parole Hx:
Pt Gcecupation: Foreign Service Why /When

fune at Current Job:
Job Satisfaction:
Longest Time at One Job:
Freguent Job Changes:
Redason tor Job Changes™

Uneinployed 1 Last Year:
Reason for Unemployment™

Parent UcCupal o,
Spouse Occupation
Financial Needs

Military Ha:
Branch{es)

# of Yedrs:
Hilitary Reserve
bischiarge Type

Year:

UrsChiarye R/

5 nmonths
High
2.5 years

N

N

Findnces are not q
problem for pt
N

[ SubStance Abuse

Discharge R/1 Psych Condition:

Ariest ur Pending Ltigation
Nuler ol Arrests
Reasun for Arrest:

Arrests Tnvolving Violence:

LUl /0wl
Whien
Fubbic Intosication

= PARREST HISTARY e
Cirv1l Charges Ha: N

PL Use Caffeine:

Types of Caffeine:

Ant per Day:

Nicotine Ha:
Kind of tobacco:

Age First Used:
backs/tins per day:

How mdny years:
Any Consequences

Quit:
When:

bescribe Pending Litigation/Civil Charges™

~===CAFFEINE HISTORY o
N

None

~=~NICOTINE HISTORY~~~~
N



Age/Sex: Jit
Unit #: JOouulsler
Admitted: 10/30/09 at 1lug
Status: D15 IN

Attending: Kuth Richard L

Account #: Js4090¢17483
Lacation: J . ZA
Room/Bed: J 227

5]

W L

Dominion Hospital Patient Care *Live*
CLINICAL DOCUMENTATION RECORD

WILLTAME L YNNAE D

| W

Fronted 11U

Page: 43

2709 dt Uoss

Intervention Description 5 Directions From Intervention Description Sts Directions From
ACTIVITY Uccurred Recorded Documented Activity Occurred Recorded Documented
Tope Lale Lo by Date Lue by Comgent ygits Change Tyoe [aite Time by ldte Lige by Coment Unate {hanye
scredty Oafe- 10731409 Lime - 0948 oubinged) Actiaty Uate- 10731704 Lge s 0948 Coontinued)
1002003 PsychosocCial Assessment std +  (continued) 1002003 Psychosocial Assessment std +  (continued)

Does Patient Deink Alcohiolic Beverdages: N

I)pc of Alcohol:

How Often

How Long:

How Much

Last Drink:

Iype of Alconhol -

How Uften

How Long:

How Muchi:

Last Drink

Iype of Alconol .

How Often:

How Long:

How Much:

Last Drank:

Alconel Cominent™:

PL Believes ETOH Use a Problem: N
Negative Effects on Life: N/A

Medicdl Problems from CD Use:N/A

Longest Sobrety:
Whien:

Sober Support System:
Who:

RAZNA:

Last Contact:
Sponsor:

Last Contact:

ETUH Sobriety/Support /Treatment Comitents™
N/A

AddiCronal Drugs or Chemical Use: N

Type of Drug:

How Often:

How Long Used:

How Much

Last Used:

Type of Drug:

How Often

How Long Used:
How Much:

Last Used:

Iype of Drug:

How Often:

How Long Used:
How Much:

Last Used:

Drug Use Comment™:

Pt Believes Drug Use a Probiem: N
Negative Effects on Life:

Medical Problems from CD Use:

Longest Sobrety:
When:

Sober Support System:
Who:

AA/NA:

Last Contact:
Sponsor:

Last Contact:

CD Sobriety/Support/Treatment Comments”:
N/A

~~—~ABUSE HISTURY—~~

(Emotional, Physical, Neglect. Seaudl) Abuse
Physical:
Describe Physical Abuse”:

tmotional :
Describe tmotional Abuse™:

Sexual:
Describe Sexual Abuse”:

Neglect:
Describe Neglect™:

N




I WILLTAMS L 1NAE D

Age/Sex: 35 f Attending: Roln. i®ichard L W/ l L4 Page: 34
Unit #: Joobululoy Account #: Jud090217483
Admitted: 10/30/09 at llso Lacation: J 2A Domnion Hospital Patient Care *Live* Printed 11:02/09 dat uudd
Status: OIS IN Room/Bed: J 222-B CLINICAL DUCUMENTATION KECORD
Intervention Description Sts Drections From Intervention Description Sts Directions From
ACtivity tccurred Recorded Documented Activity Occurred Recorded Documented
Lipe fate Tine by Date Lige Ly Comment Unite (hange Tyne [ate Te by Dabre Tuge by Cougent Unjr: (o
Actaaty Oare- 10731709 Lune 0Gds  (continned) Acriwaty Dare: 10/31/09 Lme: 0948 (continued)
1002003 Poychosocial Assessment std v+ (continued) 1002003 Psychosocial Assessment std + (continued)
"["11 call someone on the phone or go oul tu edat with
friends "
Fatient Has Ha of Abuse Lo Others: N Does Your wWork Schedule Interfere With Your Leisure Activities: N
Describe Hx of Abuse to Others™: Do You Belong to Any Social Groups/Comnunity Organizations: Y
Improvement Needed 1n ANY of trie following dreas:
Pt does not 1dentify
Was CPL/ZAPS Report Made: N needing any improverents
Describe CPS/APS Repurt™:
Pt Perception of I1lness™:
Descrive CPS/AFS Involvernent ” "1 think the car accident precipitated me being here.
N/A [ don't think T need to be here. 1 think there are
msunderstandings, which caused me to be here. "
Pt Perception of Needs”:
"Nothing."
AbuSe Collinents”
N/A Pt's Goals for Treatment”:
"To be discnarged as soon as possible.”
~~~~STRENGTHS /WEAKNE S SES~~~~
Stabi vty of Hoie tnvironment: Strength Community Resources Current/Needed:
N/A. Pt seems totally
Motivation for Ta: Weakness clear 1in her thinking at
this time.
Insiynt into Current Problems: Wedkness Anticipated Treatment Mgr Role in TX/DC Planning:
DISCHARGE PLANNING
Judyeinent Regarding Current Problemns FAMILY CONTACT
Weakness
Stabi ity and Support of Employment Goals of Treatment: IMPROVE COPING SKILLS
Strengtn
Function of Marriage/Famly System
Strength
Suppurt. Systen n and Beyond Family Activity Date- 10731709 T - 0954
Strength
7 1751000 VS Momtor + A Darly or per MO order &P
bducation Attaiminent: Strength - Document 10/31/09 0954 REM  10/31/09 0954 REM

Ietel lectual Skills: Strength

Range of Lelsure ACLivities™:
Adequate

U;)u ot Recent Letsure Activities™:

Reading. learning languages. walching movies

what 0o vou Do When Bored/Lunely”™:

Temperature: 98.1
Temp Scurce: TYM
Pulse: 93
Pulse Source: BRACHIAL
Respirations: 16
Blood Pressure: 110/73
BP Source: AUTO ARM R

BP Lying:
BP Sitting:

HR Lying:
HR Sitting




Age/Sex: Js Attending: Koth kKichard L

W |

WILLIAMS LYNNAE D

| w

Page: 34

Unit #: Joutuisler Account #: JB409021/483 ’
Admitted: 10/30/09 at live Location: J.ZA Domimion Hospital Patient Care *Live* Franted 1102709 at Uods
Status: DIS IN Room/Bed: J 2.0 B CLINICAL DOCUMENTATION RECORD
Intervention Description Sts  Directions From [ntervention Description Sts Directions Froi
ACLivity Occurred Recorded Documented Activity Occurred Recorded Documented
Type Date Tige Ly (ate Ll by Comgent lnite (hange Type fate Tiwe by Date e by Comgenl ot (liange
Loty Date 10721709 Luge - 0994 (Coatinued) Actiwaty fare- 10/31/09 Lipe - 1208 (contioued)
1751000 VS Monttor + (continued) 5021012 DISCHARGE : MED REC PATIENT MED List + (continued)
Ll sty il laoding
Acpi.ary Date- 10230 704 Digee 1047
Patient Notes: SOCLIAL SERVICES NOTES
Create 10731709 1047 AXZ 10731709 1050 Axl
Poychosocial Acsessient was completed and placed in pt’s chart. Pt denies
teeling depressed in any way at this time.  She denies recalling any of the
Statements that led to her admission here. At this Uime, pt appears coherent |
and 1n no darger Lo herself or others. She 1s eahibiting no sx of psychosis or
depression. Pt asked questions about d/c and questions were answered. Pt
plans to discuss d/c with MD
Note Type  Description
Mo Typs Lo
Aotigity Dara- 30431 /04 T 1268 Sources Used For This Documentation: BOTTLE LABEL
5021012 DISCHARGE : MED KEC PATIENT MED List + A cp
- Ducuinent 10731709 1258 DPS  10/31/09 1259 DPS Routine Pharmacies Used: CVS
Medications Urdered to be Tdken at Home: Y -
Claritication needed for any Medication: N
Home Medication Disposition:
:)\t‘k‘k‘)\"k‘kkt*x*kittw\kkkkk)\XAAAiAkX‘A*kAAAAAAAAAA*AAAAA
® Home Medication queries hdve been =
= reviewed/updated by J.REG.DPS RN A
KAKKAKRKKKAKKKKKKAKKKAKKRAAKKKAKKARKAKNKNKKKK KA AAAkAAK
Actiyity Date- 10731709 Tipe- 1317
5021012 DISCHARGE : MED REC PATIENT MED Last + A ch
- Locument 10/31/09 1317 GSL 10/31/09 1318 GSL

Hutie Hedicalions:
DISCHARGE - Patienty Medication List

Medication-Strength Dose/Route Frequency

ADDERALL © 30 MG ORAL DAILY R

tnd of Medicatron List

Medications Urdered to be Taken at Home: N




WILLTAMS LiNHAE D l

w |

Age/Sex: 43 i Attending: Kolh Hichard L \u;af Faye: Su
Unit #: JOubbisil” Account #: Jud04021/483
Admitted: 10/50/09 at 1lss Location: J A Dominion Hospital Patient Care *Live* Franted 11 02709 at UL33
Status: DIS IN Room/Bed: J 277-K CLINICAL DOCUMEWTATION RECOKD
Intervention Description Sts Directions From Intervention Description Sts o Directions Fraim
ACLIVILY Uccurred Recorded Documented Activily Occurred Recorded Docuimented
Lope Ll T by Oate L by Compent Units Change Type [are Tiwe by [date e by LClenl Lig Chany
Acticiry Date- 10731709 Lune- 1317 soutioged Activaty Oate- 10/31/09 Dime - 1318 (cantimuedd
5021012 DISCHARGE : MED KREC FATIENT MED List +  (contiriued) 1051009-A CARE AREA STATEMENT: MH Adult + (continued)
Standards have been followed.
- Document 10731709 1318 LXT 10/31/09 1319 LK1
1) Review of Patient PROBLEMZ w/Status on FLAN of CAKRE
1: Developmental Age 18-40 yrs-YOUNG ADLT - Al3:
2. CARE GOALS: Dominion MA Adult - ALY
Hutie Medications. 3: STANDARD: DOMINION HOSPITAL WIDE CARE : Al5:
4. PSY PROBLEM: Anxiety - Alo:
5: PSY:PROBLEM: Alteration in Thought Proc: Al7:
G 18:
1 1G:
8: 20:
g 21
10: 22:
11: 23k
12 24
[ have reviewed the Pt problems 1isted above and the Tredlient Plan for pt: ¥
The Pt Care Standards appropriate for this patient defined fur his/hier patient population
have been met throughout the shift (unless otherwise documented): YES (Review-SHET tu)
D1d the pt. start a new medication this shift? N
Did pt have any adverse reaction to med this shirt? N If yes, follow AUR Palicy to report
Comment: PT CURRENTLY NOT ON ANY MEDICATIONS
Enter Note? N Shift: 7AM-3PM Signature: TROFORT.LIONELLE - RN
5021012 DISCHARGE: MED REC PATIENT MED List + ¢ Cp
fEd Sratus 10/31/09 1318 GSI 1073109 1318 (Sl <
H Activity Oate- 10/31/09 Lime- 1339
2120365 ASSESSMENT: AT Evaluation + A L Time ce
- Document 10/31/09 1339 KAO 10/31/09 1340 rAU
PROBLEMS TO BE ADDRESSED BY ACTIVITY THERAPY:
Suurces Used For This Docuimentation: Difficulty Identifying and Expressing Feelings: ¥
Poor Concentration: Y
Disorganized Thougnts: Y
Routine Pharmacies Used Poor Impulse Control: ¥
Low Frustration Tolerance:
Distractability:
Claritication needed for any Medication Restlessness:
Low Self-Esteem
Hoie Medication Dispusition Soc1al lsolation/Withdrawal :
Poor Reality Testing: ¥
Inadequate Social Skills:
Distorted Body limdge
At oty Dote 16731709 Tigie 151K boor Leisure Time Management :
Inadequate Leisure Skills
LUS160Y-A CARE At A STATEMENT: MH Adult + A At End of shitt cP Lersure Time/Activities Related To Drug/Alconol Abuse:
~~DUCUMENT AT END OF EVLRY SHIFT~-
1o be ducumented every shitt, 1o review Uther
current Pt. problems and to verify that
the MH Adult Patient Population Care Physical Problems/Safety Concerns

psycnusis, mpulsivity



$9
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[ WILL LAMS L YNNAE D |

Age/Sex: Attending: Roth. Richard L o/ Page: 3/
Unit #: JoooUlslz? Account #: JB40950017483
Admitted: 10/30709 at 118 Location: J ZA Dominion Hospital Patient Care *Live* Pranted 11:02/09 al Uoss
Status: DIS IN Room/Bed: J 2221 CLINICAL DOCUMENTATION RECORD
Intervenition bescription Sts Directions Fram Intervention Description Sts Directions Fiouii
AClivity Uccurred Recorded Documented Activity Occurred Recorded Docuniented »
Type il Do by [ate Luge by Comnent Units (hange Type Late Time by Oate T by Colent Hogte Cloaige
ACtivity Dare- 10741709 e 1339 (confinued) Actiaaty Date- 10031709 Tuge lold  (continyed)
2120305 ASSESSMENT: AT Evaludtion +  (continued) 5021010 DISCHARGE : Complete Discharge Form +  (continued)
3 [ssued written malerials
Famly given instructions f
CONCLUSTONS . ACTIVITY THERAPY INTERVENTIONS WILL FOCUS ON
PROVISIUNS OF ACTIVITIES THAT FACILITATE: (% NAA) Next Topic py.
[dentitication and Espression of Feelings: ¥ Patient Status at Dischdrge: PT SAFE AND IN CONIROL
Focus of Attention dnd Urganization of Thoughts: ¥ Follow Up Destination: DOMINION PARTIAL
Allending, Concentrating and Completing Tasks: Y Therapist Who Will Follow Pt: DR ROTH
Feelings of Mastery and Self-Esteem: - B
Development of Realistic Body Image: Comment: PT DENIES ANY FEELINGS TO HARM SELF OR UGTHERS
Social Interaction: ¥ : ABLE TO VOICE UNDERSTARDING OF DISCHARGE PLANS
beveloprent of More Functional Social Skills: Y - THOUGHTS ARE CLEAR AND SPEECH 1S LOGICAL
Development of lmpulse Control: Y
ldentitication of Leisure Time Skills and Interests: Following 1tems returned:
Developient of Structured Leisure Plan For After Discharge: Valuables Y Sharps Y Medications N
ldentification of Healty Alternatives to Drug Related Behavior:
bischiarge Tame: 16060
AT Accompanied by: PARENTS
Relationship to Pt: MOTHER
ACtiodry Doates 10/31/0Y Lige 1440
Palient Notes: SOCIAL SERVICES NOTES
Create 10731709 1440 AXZ 10/31/09 1440 AXZ
Pt did not attend group. as she was being d/c L * - N/ )
Note Type  Description
o Tepe Dl Activaty Date- 10731709 Time- 1624
11111 1y Date: 1041709 Doe: 161/ 1001070 Adimmssion Imitial Sdfety Assessment + b AL
- * To be done on Admission *
5021010 DISCHARGE: Complete Discharge Form + A cp - Ed Status 10/31/09 1623 his 10/31/09 1623 his A==l
ALSU: 1001083 ADMISSION: Medication History + ) AL

Complete paper torm-whien going hoime
10731709 1617 DPS 10/31/09 1621 DPS
PATLENT EDUCATION OUTCOME STANDARDS/DISCHARGE NOTE

- Document

AL discharyge pt and/or family can verbalize understand of

Ilness/Need for hospitalization

Signs & syimptoms of recurrence

Need for continued treatment

Awdrefiest ot effective coping skills for symptom management
Meds: Instructions. Side effects & Food/drug nterdactions

—~ < =< < =<

Paltent’s level of understanding of D/C plan:

Adequate (sufticient, correct) Y

Partial, needs reinforcenent (1T checked. complete:) Y

Reterred to continuation of care provider Y

* Medication History to be done on

Admission *

- Ed Status 10731709 1623 his 10/31/09 1623 mis A-=-1D
1001451-A CARE PLAN : MH ADDITIONS + D cp

~Use in place of Add Interventions—-
Allows customization of Patient Care

Plan.
- Ed Status 10/31/09 1623 his  10/31/09 1623 his A--D
1002001 NURSE/TRIAGE std + D AS
- Ed Status 10/31/09 1023 ms 10/31/09 1623 mis A=
1002002 SY: Admit History/Systems Assessment + D AS
- Ed Status 10/31/09 1623 his 10/31/09 1623 s A==l
1002003 Psychosocial Assessment std + ] P
- Ed Status 10731709 1023 his 10/31/09 1623 ts A== D




Age/Sex: 55t Attending: koth Kichiard L ﬂ‘“,l I WILLTAMS L YNNAE D ] \“y? Paye 39
Umt #: Joooulsl2y Account #: J84090217443
Admitted: 10/30/09 at [lug Location: J ZA Dominion Hospital Patient Care *Live* Printed 110209 ab uuds
Status: UIS IN Room/Bed: J.227-B CLINICAL DOCUMENTATION RECORD
Intervention Description Sts Directions Fram [ntervention Description Sts Directions From
ACLIVILY Occurred Recorded Documiented Activity Uccurred Recorded Docutient ed
| ype Dat e Thne by Date Tie by Comment Units Change Type Date Tine by Date Die by Cotiment Units Chanye
Activity Date. 10/31/09 [me: 1023 Activity Date: 10/31/09 Time: 1623 (continued)
1002030 PSY: Anxiety Disorder, Assess D cP 1002051 PSY: Thoughit Disarder, Assess (continued)
* Physician to assess mental status and * Encourage pt to explore dadaptive
effectiveness of medications. behaviors that 1ncrease socialization
* KN Lo assess danaiely and palient * Encourage pt to explore adaptive
perception of effectiveness of behaviors that help to accomplish ADL s
medications . - Ed Status 10731709 1623 his 10/31/09 1623 his A=-D
1009999 UPDATE: Clarification of Medications + D &GP
* Patient education reldted to eftects - Ed Stadtus 10/31/09 1623 his  10/31/09 1623 ms A=-0D
and side effects of medications 1051009-A CARE AREA STATEMENT: MH Adult + 0 AL End of shirt GP
adimmmstered to treat 1liness ~~DOCUMENT AT END OF EVERY SHIFT~~
To be documented every shift, to review
* Patient educal1on regdrding management current Pt. problems and to verify that
of anxiety [], coping skills. the MH Adult Patient Population Care
Standards have been followed.
* Encourage Patient Lo dltend group - Ed Status 10/31/09 1623 his 10/31/09 1o23 ms AU
therapy related to [, 1300006 Age Specific Care: Young Adulthood + D cp
1. Assess patient's self-perception for
* Assist patient to identify motivation.
anxtely-producing situations and plan 2. Assess body 1mage.
for such events 3. Assist with identifying usetul coping
mechanisms and support systems.
A Assast in the developinent of coping 4 Encourdge to talk about
skills to manage analety 11lness/injury - how it may affect
bd Ltatus 10/31709 1623 his  10/31/09 1625 his A=>1D plans. famly/finances.
1002021 POY: Thought Disorder, Assess D CP 5. Encourdge patient and family in
* Physichrdn Lo dssess fentdl status, dand decision making and patient care, 1f
eftectiveness of medications. wanted
6. Educate re injury prevention and
* RN Lo assess mental status and patient healthy lifestyle.
perception ot effectiveness of - Ed Status 10/31/09 1623 his 10/31/09 1623 nis A= U
medications . 1572301 ASSESS: Weight as Ordered and Record + D (P
- Ed Status 10/31/09 1623 his 10/31/09 1623 his A=-D
* Patient education related to thought 1751000 VS: Monitor + D Barly or per MO urder ck
disorder and effects and side effects of - Ed Status 10/31/09 1623 s 10/31/09 1623 ms A== D
fiedications admimstered to treat 2120363 MH Daily Nursing Assessient + ) Every 24 hours Ck
1ness - Ed Status 10/31/09 1623 s 10/31/09 1623 his A=-D
2120365 ASSESSMENT: AT Evaluation + D 1 Tme cp
¥ Encourage patient to attend group - Ed Status 10/31/09 1623 his  10/31/09 1623 his A=> 0D
tnerapy related to [1. 2120366 MH Psycho-Eaucational Group + D cp
- Ed Status 10/31/09 1623 his 10/31/09 1623 tus A=>10D
X Assist pt to 1D benaviors that 2120370 Mt SW Group Therapy Session + 0] cP
aliendte sigmificant others and family - Ed Status 10/31/09 1623 his 10/31/09 1623 his A=>10
fMetbers 2120752 Preceptor Documentation Co-Sign + b Cp
- Ed Status 10/31/09 1623 his 10/31/09 1623 his A=>1
* (ol laborate with pt to adentity 3766530 NUTRITION: Monitor Meals. Record % + D cr
anAious behavior and coping technques - Ed Status 10/31/09 1623 his 10/31/09 1623 his A==D
4136600 MEDS: Administer PAIN-MEDS(prn/standing) D ch
* Lollaborate with pt Lo establisn a 1. Monitor effectiveness/side effects
daily, achievable routine (and any adverse reactions)
- Ed Status 10731709 1623 his 10/31/09 1623 fns P L



Age/Sex: 53
Unit #Z 1000018122
Admitted: 10/30/09 at

Attending: RKoth Kichard
Account #: J84Uv0.1/483

Liss Location: J.2

o/

I WILLTAMS | YNNAE D ]

Dominion Hospital Patient Care *Live*

Status: DIS IN Room/Bed: J -B CLINICAL DOCUMENTATION RECORD
Litervention bescription Sts Directions From
ACtivity Uccurred Recorded Documented
[ype Date [ie by Date e by Comment Units Change
Activity Date: 10/31/09 Time: 1623
4801200 LOUCATIUN: Interdisciplinary 4 D cp
- Ed Status 10731709 1023 mis  10/31/09 1023 mis A=>D
5021010 DISCHARGE : Complete Discharge torm + D CpP
AL SU
Complete paper tormi-when going noie
- Ed Status 10731709 1623 s 10731709 1623 ms A=0D
5100004 QUICK ADMISSION DATA + D AS
Nursing Quick Start
- Fd Status 10/31/09 1623 his  10/31/09 1623 s A==D

Monogram Initials Naliie Nurse Type
AkL JONUR.AKZ  ZALK ANTTA W
BRK JONUR BRE KAHRER  BARBARA R RN
DpPS JOREG.DPS  SCHMITZ DAVID RN
ERC J.NUR.ERC  CONCEPCION . EDGAR MH
Got JONUR.GELT  LEWLS.GLENNA S, RN
HEB JONUK.HEB  BLACK, EL TZABETH RN
JLu J NUR.JULW  WRIGHT  JESSICA L RN
KAO JONURCKXO OTTINGER , KIMBERL Y ACT
L1 J ONUR.LAT  TROFORT,LIONELLE RN
MyP JONUR . MP PERRY , MARTLYN KN
REM J NURRFM McCALL , RUBERT MHT
SR J.NUR. SR ROMULUS . SANDRA KN
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Age/Sex: 33 F | WILLIAMS, LYNNAE D (DIS IN) | Page: 1

Unit #: J000018122 J.2A-J.222-B Printed 11/02/09 at 0633
\ccount#: J84090217483 Roth,Richard L Period ending 11/02/09 at 0633
sdmitted: 10/30/09 at 1158 Dominion Hospital Patient Care PATIENT NOTES FOR DISCHARGE SU

Occurred Recorded Notes: All Categories
Date Time by Author Date Time by Category
10/30/09 2310 ERC CONCEPCION, EDGAR 10/30/09 2317 ERC NURSE NOTES

A. MEDICATION EFFECTIVENESS: Pt. rates med efficacy as "good" at this time.
Pt. denies any side effects to meds at this time.

B. SYMPTOM STATUS: Pt. up and visible in milieu, observed on the payphone in
the back lounge for the majority of the shift. Pt. presents with a constricted
affect and anxious mood. Pt. denies need for Tx., stated "I don’t need to be
here, this is just a misunderstanding". Pt. denies events and statements made
prior to admission. Pt. wanted to request AMA discharge, however spoke to the
CN and decided to remain at DH. Pt. denies any auditory or visual
hallucinations at this time.

C. SAFETY STATUS: Pt. on a locked unit and maintained on building restriction
throughout shift. Pt. maintained on routine Ql5min. and mouth checks
throughout shift. On 1:1 Pt. gave a safety level of 10/10 out of 10. Pt.
denies any suicidal or homicidal ideation at this time.

D. PATIENT/FAMILY EDUCATION: Pt. attended all groups and unit activities this
shift.

E. ADL'S: Self care, complete.

F. MEDICAL (IF INDICATED): Pt. denies any somatic complaints at this time. No
s/s of distress evident at this time.

G. NUTRITIONAL STATUS: Pt. ate 100% of meals this shift.

Note Type Description
. No Type None
/31/09 1047 AXZ ZALK,ANITA 10/31/09 1050 AXZ SOCIAL SERVICES NOTES
Psychosocial Assessment was completed and placed in pt’s chart. Pt denies
feeling depressed in any way at this time. She denies recalling any of the
statements that led to her admission here. At this time, pt appears coherent
and in no danger to herself or others. She is exhibiting no sx of psychosis or
depression. Pt asked questions about d/c and questions were answered. Pt
plans to discuss d/c with MD.
Note Type Description
No Type None
10/31/09 1440 AXZ ZALK,ANITA 10/31/09 1440 AXZ SOCIAL SERVICES NOTES
Pt did not attend group, as she was being d/c.
Note Type Description
No Type None
|
lonogram Initials Name Nurse Type
AX7Z J.NUR.AXZ ZALK, ANITA SW
ERC J.NUR.ERC CONCEPCION, EDGAR MHT




Age/Sex: 33 F WILLIAMS, LYNNAE D (ADM IN) I Page: 1

Unit #: J000018122 J.2A-J.222-B Printed 10/31/09 at 1349
Account#: J84090217483 Roth,Richard L Period ending 10/31/09 at 1349
Admitted: 10/30/09 at 1158 Dominion Hospital Patient Care ACTIVITY THERAPY ASSESSMENT

AT Initial Assessment 10/31/09 1339 KAO

PROBLEMS TO BE ADDRESSED BY ACTIVITY THERAPY:

Difficulty Identifying and Expressing Feelings:
Poor Concentration:
Disorganized Thoughts:
Poor Impulse Control:
Low Frustration Tolerance:
Distractability:
Restlessness:
Low Self-Esteem:
Social Isolation/Withdrawal:
Poor Reality Testing: Y
Inadequate Social Skills:
Distorted Body Image:
Poor Leisure Time Management:
: Inadequate Leisure Skills:
:) Leisure Time/Activities Related To Drug/Alcochol Abuse:

KKK

Other:

Physical Problems/Safety Concerns: psychosis, impulsivity

CONCLUSIONS: ACTIVITY THERAPY INTERVENTIONS WILL FOCUS ON
PROVISIONS OF ACTIVITIES THAT FACILITATE:

Identification and Expression of Feelings:

Focus of Attention and Organization of Thoughts:

Attending, Concentrating and Completing Tasks:

Feelings of Mastery and Self-Esteem:

Development of Realistic Body Image:

Social Interaction: Y

:) Development of More Functional Social Skills: Y

Development of Impulse Control: Y
Identification of Leisure Time Skills and Interests:
Development of Structured Leisure Plan For After Discharge:
Identification of Healty Alternatives to Drug Related Behavior:

KO

Other:

Monogram Initials Name Nurse Type

KAO J.NUR.KXO OTTINGER, KIMBERLY ACT




Age/Ler. 331 Allending: Bothi Richard L \~aj WILLLAMS LYNNAE D I hg;g

Status: Discharyed Paye |
Uit #: Joblolblzz Account #: JB4090717483 lmtiated: 10/30/09 Pronted
Admitted: 10730709 at Ll Location: J.2A Duinmon Hospital Patient Cdre ALive* Completed 110209
Status: DIS IN koom/Bed: J.222-8 batient’s Plan Of Care Protocol: al Uods
I IITIRETS [FG] LO0E ey LUTEEYENTIONS [T Ky (b By Laft s TIH DIEFCT Tt L

Gevelopmental Age 18-40 yrs-YOUNG ADLT D 10/30/09 MVP

Bused on Erickson’s eight stages of
developuient .
-Developuental Need:
*Relationsimps
*Coimt Lment

<trid of text>
EBROTOCOL: AGE 18400
* Fatient will verpalize understanding of |0 [10/30/09 MvP
Ifestyle changes. therapy/treatment
options, and resources/support groups
that may be beneficidl to themselves
and their family.
The patient will be able to wake an
informed decison about their health
Care

<tnd of teat>

*

Age Specific Care: Young Adulthood +

1. Assess patient’s self-perception far
motivation.

2. Assess body 1mage

3. Assist with identifying useful coping

mechanisms and support systems.

4. Encourage to talk about
illness/injury - how it may affect
plans.family/finances.

5. Encourage patient and family in
decision making and patient care, if
wanted.

6. Educate re injury prevention and
healthy lifestyle.

- PROTOCOL - AGF 18-40

CARE GOALS: Duminion M Adult D 10/30/09 MVP
Related to the following Standards of
Lare:

I Patient Care/Nursing Process

S Patient bducdation

J. Patient Discharge Planning

4. Patient Safety/Intection Control
5. Patient Rights

ARKKEKKKRKRAKRR((JA| S KAARARKKKKKRN KA AAK A

L. The patient will receive care which
reflects an ongoing process of
mterdisciplingry care based or
their specific care needs. Coping
responses to hospitalization will
be assessed and addressed
[he patient and/or sigmficant
Others cdn eapect to be invoived 1n
the plan of care with attention to
cultural. religious. and spiritual
beliers, privacy dnd
confidentiality

y. The patient and/oe sigmticant
others will pdrticipate 1n the
process of coordination of
resources 1 preparation tor
d1scharge.

4. The patient and/or sigmticant
others will recerve teaching about
the nature of their health
conanbions, procedures., treatments,

el Cave angd pust diceharge cdre




Agu/ben: 33 f Attending: Koth Kicnard L LJ I WILLLAMS LYNNAE D l w Status: Dischdiy.od Page 2

Ut # Joouuislz? Account #: JB40YG. 17483 {nJLluLeu 10730709 rﬂl”th

Admitted. 10/30/0% at 1158 Location: J.2A Lamimion Hospital Patient Care *Live* Completed: 1102709

Status: OIS IN Roam/Bed: J.222-B Pdatient's Plan Of Care Protocol : at (o33
Nl [T By I LOMp By LR UTIONT W Ky Lullb gf pedt s LTI DL CTTCI

Verbalization of questions and
concerns will be encouraged.

S, The patient and sigmficant othiers
will have therr environment dnd
care marigged Lo minimnze risk to
themcelves and olhers

o, The patient will be supported in
their effort to retamn personal
ldentity, self worth and patient
rights.

tnd of test-

» Standards of Practice U LU/30/09 Mup ‘ ‘ f
* CARE AREA STATEMENT: Mi Adult + 10730709 Myp 1030709 1410] . AL End o1 shot )
‘ ~~DOCUMENT AT END OF EVERY SHIFT~~
~tud of test- . To be docuniented every shift, to review i
| current Pt. problems and to verify that
l the MH Adult Patient Population Care
Standards have been followed.
| L PEOTOCOL - SOCMHANL |
STANDARD: DOMINION HOSPITAL WIDE CARE D 10730709 MyP
Lare standards related to the following
care goals:
1. Patient Care/Nursing Process
Z. Patient tducation
3. Patient Discharge Planning
4. Patient Safety/Infection Control
5. Patient Discomfort/PAIN
b. Patient Rights
- PROTOCOL - SOCMHADG e — _—
* The patient will receive care which D 11G/50/09 MvP
retlects an ongoing process of *VS: Monitor + 10/30/09 MvP 10730709 1410| .Darly or per MD order . )
interdisciplinary care based on the * ASSESSMENT: AT Evaluation + 10/30/09 Mvp 10730709 1410]. 1 Te )
patients specific needs and the * ASSESS: Weight as Ordered and Record + 10/30/09 Mvp )
hospitale Patient Population Standards * MH Psycho-Educational Group + 10/30/09 Mvp
of Care. These will include those needs * CARE PLAN : MH ADDITIONS -+ 10730709 Myp h
which are age-specific. Coping ~~Use in place of Add Interventions—~
fesponses to nospitalization will be Allows customization of Patient Care
ascessed and addressed. Plan.
* Preceptor Documentation Co-Sign + 10/30/09 Myp
* MH SW Group Therapy Session + 10730709 mMvp 9]
* NUTRITION: Monitor Meals. Record % + 10730709 Mvp )
* DISCHARGE: MED REC PATIENT MED List + 10730709 MVP | 10/31709 GsL L
* UPDATE: Clarification of Medications + 10/30/09 MvpP D
Folhe patient and/or significant others D L0/3070y Mup
can eapect to be involved in the plan
Of Care with attention to cultural and
religious beliefs, communication
barriers. privacy and confidentiality.
Effective commnication methods are
utilized for the hedaring and speech
impaired as well as barriers to
|auguagd
e parient sodvoe sigoificant orbier OO0 S0 1Y Myp
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l WILLLAMS LYNNAE D | P

Agesien: 330 Altending: Koth Richard L ; Status: Discharged Fage 5
Uit 4 Joubolelze Account #: JB4090217483 e ltrated: 1u/30/09 Finnted
Adiitted: 10730709 ot 1156 Location: J.2A Domrnron Hospital Patient Care *Live* Completed: L1762, 09
Ltatus: DIS IN Room/Bed: J Patient’'s Plan Of Care Protocol : al 033
oI 1T BY RGI 0P By WTEEJFUTLANS JIT By COMP EY pelt s T Dbt o Tt
will receive teaching about the ndture * EDUCATION: Interdisciplinary + 10/30/09 Mvp )
of their health condition, procedures.,
Lreatments, self cdare and post
dischdrge care. Verbalization of
questions and concerns will be
erncouraged
* batient and/or significant other will D 110/30/09 MvP
participate in the process of * DISCHARGE : Complete Discharge Form + 10730709 MyP b
coordination of resources in ALSO:
preparation for discharge. Conplete paper fori-when going home
* The patient will receive care which will | D [10/30/09 MVP
reflect g safe environment  Infection * MH Daily Nursing Assessiment + 10730709 Mvp 1036709 1410] Every 24 nours 5
control rieeds will be assessed and
addressed. Care will be given 1n a
controlled environment to reduce risk
of injury or further jllness
* The patient will be dassessed for pain D {10/30709 MvpP
ssessment to include: * MEDS: Admimister PAIN-MEDS(pro/standing) | 10/30/09 Mup ]
a - (W) Words that describe 1. Monitor effectiveness/side effects
(1) Intensity (and any adverse reactions)
(L) Location
(D) Duration
(A) Aggrevating facrors
(A) Alleviating factors
L - Scoring of pain intensity,
utilizing appropriate pain Scale
d - Effectiveness of medication/pain
control method
* Thie patient will be supported n their D (10730709 mvp
effort to retdin personal identity, * Psychosocial Assessment std + 10/30/09 Mvp L
el f woeth and pataent pights
PSY_PROBLEM: Anxiety 0 10/30/09 MyP W T == St -
* STG: Palient’'s Anxiely will decredse D 110/30/09 MvP
ALB * PSY: Anxiety Disorder, Assess 10/30/09 Mvp )

*Lia
At

Patient s Anxtety will decrease

=

) 11U/ 30/uy MyP

* Physician to assess mental status and
effectiveness of medications.

* RN to ascess ansiety and patient
perception of effectiveness of
medications.

* Patient education related to effects
and side effects of medications
admimstered to treat illness.

* Patient education regarding managenient
of anxiety []. coping skills.

* Encourage Patient to attend group
therapy related to [].

* Assist patient to identify
dnxiety-producing situations and plan
for such events.

* Assist in the development of coping
skills to mandage anxiety.




W

WILLTAMS  LYNNAE D I

Agersen; o Attending. Koth Richard L kud Status: Urscharged Page
Unit #: Juubuisize Account #: J840y0217483 lintiated: 10730709 Frinted
Admetted: 10/30709 at llss  Location: J.2A Daminon Hospital Patient Care ALive* Completed: 11, 02/09
Status: DIS IN koam/Bed: J.222-8 Patient's Plan Of Care Pratocol : at (o33
o IS 1 25 Il LOUP kg JUTER BT 10NS LUl By LUHb B LAl X LI OUEECTIG 8
PUy PROBLEM. Allecation din Thought Proc D I0QA0Q9 MVP I o "
* S1G: PATIENT WILL HAVE DLCREASE IN D 1G/30/09 Mvp
DISTURBED THOUGHTS AEB
A LIG: PATIENT WILL HAVE DECREASE IN b [L0/30/709 MvpP
DISTURBED THOUGHTS AEB * PSY: Thought Disorder. Assess 10730709 Mvp L
* Priysician to assess mental status, and
effectiveness of medications.
* RN to assess mental status and patient
perception of effectiveness of
medications.
* Patient education related ta thought
disorder and effects and side effects of
medications administered to treat
i11ness.
* Encourage patient to attend group
therapy related to [].
* Assist pt to ID behaviors that
alienate significant others and family
nembers
* Collaborate with pt to identify
anxious behaviar and coping techniques
* Collaborate with pt to establish a
daily. achievable routine
* Encourage pt to explore adaptive
behaviors that increase socialization
* Encourage pt to explore adaptive
behaviars that help t0 sccomplish AN <
AUNTLIOuA YT RrgTion: 11T RY e Ry DATE 4 TIME  DIRFCTIONS SIS SRC
* NURSE/TRIAGE utd + 10/30/09 HEB D] AS
X QUICK ADMISSION DATA -+ 10/30/09 Mvp D|AS
Nursing Quick Start
A ADMISSION: Medication History + 10730709 Myp D|AS
* Medhcation History Lo be done on
Adimssion 4
*PSY: Admt History/Systems Assessiient + 10730709 Mvp D] AS
AAdmscion Inmitial Satety Asse: 10730709 Myp D] AS
* T e done an Aomtecign *
Honogram  luirigle [l Hurae Type
GSL JONURLGSLY LEWIS GLENNA S, RN
HEB JUNUR HEB | BLACK ELLZABETH KN
MU LR Mp PERRY Mep Il -




Age/Sex: 5% i Attending: Roth, Richard L

“ |

WILLIAMS LYNIAE D |

Unit #: JOuuulsle? Account #: JB405071811y

Paye:

]

Admitted: Location: J. 3PA Duminion Hospital Patient Care *Live* Pronted 11/12/09 ol G/UL
Status: DS RUk Room/Bed: CLINICAL DOCUMENTATION RECORD
Intervention bescrption Sts Directions From Intervention Description Sts Directions Fraom
Activity Uccurred Recorded Documented Activity Occurred kecorded _ Documented ,
Type Date Tine by Date [vne by Comnent Units Change Type Date Time by Date Time by Comiment Uritts { hatige:
Activity Date 11704409 Jine- 1441 Activity Date: 11/04/09 Time: 1533  (continued)

Patient Notes:
Credte

SOCTAL SERVICES NOTES
L1/04709 1441 MXS  11/04/09 1453 MXS

MEETING WITH PATIENT FOR PURPOSE OF COMPLETING PSYCHUSOCIAL HISTORY-

Ihis CSW nterviewed patient and completed psychosocidl history.Patient denied
dny bizarre behavior at work, could not recall statements she is reported Lo
fave mdade following recent auto daccident and stated that she is willing to
Comply with PHP 1 f this 1s what 15 required by the State Departiment in order
Lo return Lo work

IMPRESSTON

loday patient presents well groomed. dressed in business attire. oriented x 3.
mood 1S dnxious, daffect wide ranging. eye contact good, demeanor is pleasant
and cooperdtive. Patient denies any recent symptoms of depression or other
mood disturbances. denies any auditory or visual hallucinations, denies any
harmful 1dedtion to self or other. Patient acknowledges prior episodes of
dcpression/anAiety during grad school (at Georgetown Univ SFS) for which she
wa$ treated with medication and brief therapy. Patient acknowledges diagnosis
of ADD. Patient acknowledges that the four month assignment with DOD that she
spent an lraq. where she was on a base that was "mortared every day. getting
closer and closer” was stressful and fearful. Upon return from Iraq patient
aCknowledyges hdaving sleep disturbance for several weeks but then sleep cycle
regulated and patient returned to work, transferred to State Departinent where

reportedly she has eaceeded work performance expectations.
PLAN:

L CSW voice matled attending psychiatrist re completion of psychosocial

mstory and possib1lity of a meeting with patient and her mother on 11/6/09 at

9.0 am.
2. Patient will bring police report of accident she 15 purported to have
Caused. with her tomorrow for psychidtrist to read.

3. Patient has sought legd] counsel to represent her in court over charges

cnsuing from accident .

4. Patient cumits 1o sdfety and has her mother Stdy1ng 1n the home with her

L

5. Attending psychiatrist informed of ¢l above.
Note lype  Description

No T,pe Nore
Activity Date: 11/04709 Time: 1533
1002003 Poycnosucial Assessment std + A Cp

- Document 11704709 1533 MxS
Reason For Admssion®

Patient was admitted to DH on 10/30/09 and left AMA on
10731709, In days/wecks prior to admission patient

had reportedly been behaving 1n a bizarre wdy at work
(State Dept) and was then in a rodad traffic accident
which she 1s reported to have deliberately caused.
Today patient presents stating that she is nol sure
Wy she has been admtted to PHP except "that the
State Department has ordered this”

11704709 155 MXS

Ubes Patient Meet Criteria for Current Level of Care: Y

1002003 Psychosocial Assessment std + (continued)

Supervisor Informed:
Primary Language: ENGLISH ENGLISH
Soctal/Cultural/Educational Influences™:
Patient 1s one of two sibs born to middle class
parents, raised 1n suburb of Atlanta, attended
Spellman College for undergrad. progressed to
grad school at Georgetown SFS, was then employed by
DOD, sent to Iraq for four months (2007) . returned
to DOD where she reports having exceeded work
performance expectations. then moved to State Dept
in March 09. Patient has supportive parents (
retired educators)Patient Tives alone in apt in 0C
and currently works for State Dept as an analyst.

~~~=FAMILY HISTORY~~~~
Family Psych Hx: ¥
Famly Psych Relationship: Aunt

Describe Family Psych Ha™:
Schizophrenia in maternal aunt.

Family Hx of Suicide: N

Family Suicide Relationship:
Descripe Family Hx of Suicide™:
Family CD Hx: N

Faimly CD Relationship:

lescribe Famly CD Hx*:




Age/Sex:
Unit #:

33
Jubuulel2e

Attending: Koth Kichard
Account #: JB4090218118

l WILLTAMS  LinlAE D l

W

Page: ¢

Admitted: Lacation: J.3PA Dominion Hospital Patient Care *Live* Peintea 11/12/09 at 6701
Status: DIS KCR Room/Bed: CLINICAL DOCUMENTATION RECORD
Intervention Description Sts Directions From Intervention Description Sts Directions From
Activity Occurred Recourded Documented Activity Occurred Recorded ‘ Docunienited
[ y(e Date Tune by Ddte e by Cominent Units Charige Type Date Time by Date Tine by Cominent Unite (‘hanye
Actraty Date: 11704709 Nme: 1533 (continued) Actavity Date: 11/04/09 Time: 1533  (continued

1002003 Psychosocial Assessment std +  (continued)

Patient Poych/CO Tregtment Ha. Y

Descrive Treatient Ha™:

Outpatient treatment at Georgetown Umiv Counseling
Center for depression. ansiety. sleep disturbance
in 2000, Overnight in OH on 10730709 d4nd then

AMA discharge

Additional Suicide Risk Elements: Ha of risky behavior
Homcdal/Violence Risk Factors:

Patient aenies

Marital Status
wexual Urientation

Sugle
# of Martages: U How Long/Current: 0
How Long Frevious Marriages”:

U

Nuiiber of Chitlaren: U Ages: U

Living Arrdngenent : Own Place

Needs AL Living Arrangement @ N

Suctal support Network: Goud
support Person(s ) Family
triends

lreatment Participants. Patient's parents

who dre 1n town

Suppur U Culiient s

"My patentls camie because my cousin 1n Baltimore
called them. My cousin took me to the ER at
Georgetown two days after my accident because | did
not receive any medical treatment .1 was just Laken
Dy the police and put in a cell. finger printed.

and then charged with leaving the scene of an
accident”

Describe Typical Day: Wake at 7.0 am
Work by 8.30 - 5.30
tvenming - outdoor running

Or work out an gym
Uiiner dlone or with

Describe Higher Power™:

Last Grade Completed:
Degrees/Certificates:

Current Student:
Where:

Describe Learning/Behavioral

Currently Employed:

Pt Occupation:

Time at Current Job:
Job Satisfaction:
Longest Time at One Job:

keason for Job Changes™:

Unemployed 1n Last Yedr:
keason for Unemployment™:

Change 1n School Performance:
Describe Change In School Performance®

1002003 Psychosocial Assessment std +  (continued)
a friend
Bed 11.0 pm
Hobbies/Interests: Exercise
Religion: CHK CHRISTIAN
Spiritual Practices: Church
Pt Believes in Higner Power: Y

Gradudte degree
Masters in Foreign Relati

N

Problems with Behavior at School:
Truancy:

Learnming Problems/Specidl Education: N

Problems”:

~~~~EMPLOYMENT HISTOR{~~~~
X

Analyst

4.5 years

High

4.5 years

Frequent Job Changes: N




Age/Sex:

I WILLTAMS LYNNAE D |

35t Attending: Rotn Richard | &/ W baye: 3
Unmit #: JOubulsl?? Account #: J840u0218118 B ‘
Admitted: Location: J.sPA Dominion Hospital Patient Care *Live* Pronted 11 12/09 at 0701
Status: DI KCR Room/Bed: CLINICAL DOCUMENTATION RECORD
Intervention Oescription St Directions From Intervention Description Sts birections Froi
ACLIVILY uccurred kecorded Pocumented Activity Occurred Recorded ) bocumented
Type Date T by  Date Tine by  Comient Units Change Type Dite Time by Date Tune by  Comment Units Change
Activity Date: 11/04/70Y Tme: 1533 (continued) Activity Date: 11/04/09 Time: 1533  {(continued)
1002003 Poychosocial Assessmient std +  (continued) 1002003 Psychosocial Assessment std + (continued)

Parent Occupation:
Spouse Occupation
Financial Needs: Dentes
Dentes
Denies
States
maney
I have
Mlitary Ha: N
Branch(es):

any stressors
debts

compulsive spendin
she manay

"very well and

goud savings”

# of Years:
Military Reserve:
Uischarge Type:

Tedr:

Uischiarge R/ 1T Substance Abuse:
Discharge R/T Psych Condition:

~~~~ARREST HISTORY~~—~
Arrest or Pending Litigation/Civil Charges Hx: Y
Number of Arrests: |
Reason for Arrest: leaving scene of accident
Arrests Involving Violence: N
DUT/DWI: N
Wher .
Iritosication: N
wWner:
Probation Ha: N
Why /Whern
Farole Ha: N
Why /When

Pub1ic

bescribe Pending Litigation/Civil Chiarges®
sge above note re. recent charges .
Patient has retained an dattorney

“CAFFLINE HISTUR (==~
Pt Use Carferne: ¥

Types of Caffeine: Coffee

Amt per Day: 1-2

====NICUTINE HISTORY~~~-
Nicotine Hi: N

Kind of tobacco:

Age First Used:
Packs/tins per day:

How many years:
Any Consequences :

Quit:
When:

Does Patient Orink Alcoholic Beverages: Y
Type of Alcohol: WINE
How Often: 1 - 2 times/munth
How Long: 10 years
How Much: glass
Last Drink:
Iype of Alcohol :
How Often:
How Long:
How Much:
Last Drink:
Type of Alcohol:




Age/Sex: 53 Attending: Koth, Kichard
Unit #: Joubulel2r Account #: J84090216118

Admitted: Lacation: J.3PA
Status: DIL ROR Room/Bed:

WILLTAMS LYNNAE D |

Wﬁﬁ?

Dominion Hospital Patient Care *Live*
CLINICAL DUCUMENTATION RECORD

Paye

Pranted L1/12/0y ot 0701

Intervention Deseription Sts

Directions

From

Intervention Description Sts Directions From
AcCLiviLy uccurred Kecorded Document ed ACtivitly Occurred Recorded Documented .
Ly Late T by Date Tie by Comment Unts Change Type Late Time by Date Dime by Comient Urnts Charige
Actavity Date: 11704709 Nie: 1548 (continued) Activity Date: 11/04/09 Time: 1544
1001uss AUHMISSION: Medication History +  (continued) 2120300 MH Psycho-Educational Group + A Cr
- Create 11704709 1548 EMd  11/04/09 1546 MW
2120370 MH SW Group Therapy Session + A CpP
- Create 11704709 1548 EMd 11704709 1548 EMA
2120752 Preceptor Documentation Co-Sign + A Cp
- Create 11704709 1548 EMd 11/04/09 1548 MW
4801200 EDUCATION: Interdisciplinary + A B
- Create 11/04/09 1548 EMA  11/04/09 1548 EMd
5021010 DISCHARGE : Complete Discharge Form + A cp
ALSO:
2 Complete paper form-when going hoie
Create 11/04/09 1548 EMJd  11/04/09 1548 EMi
Activity Date: 11/05/09 Time: 0855
2120365 ASSESSMENT: AT Evaluation + N cp
sources Used For The Documentation: - Document 11/05/09 0855 KDO 11/05/09 0855 KDO
PROBLEMS TO BE ADDRESSED BY ACTIVITY THERAPY:
Routine Pharmacies Used: Difficulty Identifying and Eapressing Feelings: Y
Poor Concentration:
Disorgamzed Thoughts:
Clarirication needed tur any Medication: Poor Twpulse Control
Low Frustration Tolerance:
Hoiiie Hedication Disposition: Distractability:
Restlessness:
Low Self-Esteem:
100L451-A CARE PLAN . MH ADDITIONS + A CP Social Tsolation/Withdrawal
—~Use 1n place of Add Interventions~~ Poor Reality Testing
Allows customization of Patient Care Inadequdate Social Skills:
Plan. Distorted Body lmage:
- Create LLZ704709 1548 EMAd 11/04/09 1548 EHid Poor Leisure Time Management :
1002003 boychosocial Assessment std + A CpP Inadequate Leisure Skills: Y
- Create 11704709 1548 EMA 11704709 1548 EMW Lersure Tume/Activities Related To Drug/Alcohol Abuse:
1051013 CARE AREA STATEMENT: PHP Adult + A . at end of each day Ck
=~DOCUMENT AT END OF EVERY SHIFT-- Uthier:
10 be docunented every shift, to review
current Pt problems and to verify that Physical Problems/Safety Concerns: decredsed ability to cope.
the PHP Adult Patient Population Care o hx of stress/anxiety
Ltandards have been followed.
Ul'eale 11704709 1548 EMd 11704709 1548 £Mw
1572501 ASSESS: Weight as Ordered and Record + A cpP CONCLUSIONS: ACTIVITY THERAPY INTERVENTIONS WILL FOCUS ON
- Create L1704/09 1548 EMAd 11/04/09 1548 EMd PROVISIONS OF ACTIVITIES THAT FACILITATE:
/51000 VS Monmitor + A X 1 on admission Cp
- Create LIZ04709 1548 EMd 11704709 1548 M Identification and Expression of Feelings.
2120363 M Daily Nursing Assessient + A Every 24 nrs CP: Focus of Attention and Organization of Thoughts: ¥
- Create L1704709 1548 MW 11704709 1548 EMw Attending, Concentrating and Completing Tasks: Y
2120305 ASSESSMENT - AT Evdluation + A L 1X P Feelings of Mastery and Self-Esteem: Y
- (reate 11704709 1548 EMW 11704709 1548 EMW

Development of Realistic Body lmage:

Social Interaction

Development of More Functional Social Skills:




Age/Sex: 33
Unit #: Jouuulslz?
Admitted:

Attending: Ruth Richard L
Account #: JB4090218118
Lacation: J.3PA

\Mﬂ)

l, WILLTAMS, CowAE D I

Dominion Hospital Patient Care *Live*

Pronted 11712

Paye: 4

/Uy at U701

Status: DI RCR Room/Bed: CLINICAL DOCUMENTATION RECORD
Intervention Description Sts Directions Fram Interventian Descriptiaon Sts Directions Frain
ACLivity Occurred kecorded Documented Activity Uccurred Recorded ) Document ed
Type Date T by Date Tlie by Comnent Units Change Type Date Time by Date [ie by Comaent Units (Hange
Activity bate: 11704709 Nme: 1533 (continued) Activity Date: 11/04/09 Time: 1533 (continued)
1002003 PsychosoCial Assessment std +  (continued) 1002003 Psychosocial Assessment std + (continued)

How Often:
How Long:
How Much:
Last Drink:
Alcokiol Comnent ™
Patient denies any abuse of alcohol and states she
seldam drinks

Pt Believes ETOH Use a Problen: N
Negative Effects on Life:

Medical Problens from CD Use:

Longest Sobriety:
When:

Sober Support System:
Who

AA/NA:

Last Contact:
Sponsor:

Last Contact:

ETUH Suliriety/Support/Treatment Comments™:
Norie

Adaitional Drugs or Chemical Use: N
fype of Drug:
How Uften:
How Long Used:
How Much:
Last Used:
lype of Drug:
How Uften:
How Long Used:
How Much
Last Used:
lype of Drug:
How Often:
How Long Used:
How Much:
Last Used:
brug Use Culliment™:

PL believes Drug Use a Problem. N
Negative Eftects on Lite:

Medical Problems from CD Use:

Longest Sobriety:
When:

Sober Support System:
Who:

AA/NA:

Last Contact:
Sponsor:

Last Contact:

CD Sobriety/Support/Treatment Comments™:
Patient denies any CD recent or past

~~~~ABUSE HISTORY~~—~
(BEmotional, Physical, Neglect. Seaual) Abuse: N

Physical:
Describe Physical Abuse”:

Emotional:
Describe Emotional Abuse”:

Sexual:
Describe Sexual Abuse™:

Neglect:

Describe Neglect™:

Patient Has Hx of Abuse to Others: N
Describe Hx of Abuse to Others*:

Was CPS/APS Report Made: N
Describe CPS/APS Report™:

Describe CPS/APS Involvement™:



Age/Sex: 33 . Attending: Koth Rithard L \Gaﬁi l WILLTAMS L wNAE D J N/ Pages &
Unit #: JOululol Account #: Jusd40450-18118
Admitted: Location: J.3FA Dominion Hospital Patient Care *Live* Fraonted 1171c7uy at /01
Status: DIS kR Room/Bed: CLINICAL DUCUMENTATION RECORD
Intervention Description Sts Directions From Intervention Descriptian Sts Directions Frai
Activity Occurred kecorded Documnented Activity Occurred kecor ded ‘ Documented _
Iype [ate Time: by Date Tiie by Comierit Units Change Type Date Tine by Date Time by  Colent Unite Chatige
Activaty Date: 11/04/09 Time: 1533 (continued) Activity Date: 11/04/09 Time: 1533 (continued)
LulZobs Poychosucial Assessment std +  (continued) 1002003 Psychosocial Assessment std +  (continued)
Patient states that her co-worker who reported her
bizarre behavior at work 1s disgruntled, leaving
hins job and moving to Califormia. She contends thiat
she has had a conflictual relationship with this co
Abuse Cuililients”™ worker . 7
Pt Perception of Needs*:
Patient states she will "do whatever you tell me here
and whatever 1 need to get back to my job"
—~~~UTRENGTHS /bt AKNESSES~~~~ Pt's Goals for Treatment™:
Stabiinty of nomie Environment: Strength Return to work
Have attorney advocate that legal charges be dropped
Motivation tor Ta: Wedkness Be able to convince her boss that she is stdable
Lsignt ainto Current Problens . Weakness Community Resources Current/Needed:
Unable to assess
Judgenient Regarding Current Problems
Weakrness Anticipated Treatment Mgr Role in TX/0C Planning.
Stability and Support of Employment FAMILY CONTACT
Strength COORDINATION OF CARE/OPR
Function of MarriagesFamly System: DISCHARGE PLANNING
Strength REFERRAL TO COMM. RESOURC
Support System n and Beyond Family:
Strength Goals of Tredtment: STABILIZE MOOD
IMPROVE COPING SKILLS
tducation Attainment: Strength
Intellectual Skalls: Strength Activity Date: 11/04/09 Tme: 1547
Range of Leisure Activities” 1001451-A CAKE PLAN = MH ADDITIONS + £ Cp
Mastly eacrcise ~~Use in place of Add Interventions—
Allows customization of Patient Care
Type oT Recent Leisure ACtivities® Plan.
Running. working out 10 gym - Create 11704709 1547 EMAd 11/04/09 1547 EMW
- Ed Status 11/04/09 1547 EMA 11704709 1547 EMW A=
1002003 Psychosocial Assessment std + C cp
What Uo You Do When Bored. Lonely™: - Create 11704709 1547 EMd  11/04/09 1547 EMd
Go running on the imall - Ed Status 11/04/09 1547 EMA  11/04/09 1547 EMW A=-(
1002030 POY: Anxiety Disorder, Assess A Ch

Does Your vork Schedule Intertere With Your Letsure ACLivitics:
o tou Belong to Any Social Groups/Community Organizations:

Linproveiient hieeded 1n ANY of the rollowing areas
Patient denies

U Perception of [llness®
Falient 15 bewildered as to why she s here

N
N

* Physician to assess mental status and
effectiveness of medications.

* RN to assess anxiety and patient
perception of effectiveness of
medications .

* Patrent education reldated to effects
and side effects of medications
administered to treat 1llness.

* Patient education regarding manageient




Age/Sex: 351 Attending: Kuthi Kicnard L \&ﬁﬁ I WILLIAMS .LinNAE D I \gajf

Page
Umit #: Juuuulsllze Account #: J84040 18118
Admitted: Location: J.3PA Domirion Hospital Patient Care *Live* Printed 11/12/09 at (701
Status: DI RCR Room/Bed: CLINICAL DUCUMENTATION RECORD
Intervention Description Sts Directions From Interventian Description Sts Directions Froi
Activity Uccurred Recorded Documented Activity Occurred Recorded Documented
Type Date Tine by Date [ by Comment Units Change Type Nate Timne Ly Date Tame by Comnent Units Uhange
Activity Dare: 11/04/09 Time: 1547 Actavity Date: 11/04/09 Time: 1548 (containued)
4130000 MEDS - Adiminister PAIN-MEDS(prn/standing) C Cp 1001070 Admission Initial Safety Assessment +  (continued)
L. Monitor effectiveness/side effects Does the patient have a history of self harm: N Types of Self Harm Behaviors:
(and any adverse reactions) Head Banging: N Scratching/Cutting: N Mamipulating others to harm self: N
- kEd Status 11704709 1547 M4 11704709 1547 EMW A=>C Fire Setting: N Hanging: N Overdosing: N Burning: N Self Strangulation: N
4801200 EDUCATION: Interdisciplinary + C cp Jump 1n front of car. window, metro: N Porson: N Self Biting: N Other: N
- Create 11704709 1547 EMW 11704709 1547 EMW Triggers: NA
- Ed Status 11704709 1547 EMd 11/04/09 1547 EMW A=>C :
5021010 DISCHARGE : Complete Discharge Form + C cp
ALSO: Level of Impulsivity: Low
Complete paper form-when going home
- Create 11704709 1547 EMW 11704709 1947 EMW Admission history/symptoms 1ndicate potential for self-narm N
- Ed Status 11/04/09 1547 EMW  11/04/09 1547 EMW A=>(C Commts to notify staff of self harm thoughts. intent, or plans:Y
5021012 DISCHARGE: MED KREC PATIENT MED List + £ P Patient’s Protective Barriers against Suicide/Self Harm: Coping Skills
- Create 11704709 1547 EMd 11/04/09 1547 EMW Currently Employea/Schvol
Ed Status 11/04/09 1547 EMd 11/04/09 1547 EMW A=>C Positive Attitude
9100004 WUICK ADMISSTON DATA + A AS Social Supports
Nursing Quick Start Ability Redlity Test
- Creale 11704709 1547 EMW 11704709 1547 EMW Precipitating Factors:If applicable whdt does the pt identify as the cause
- Ducument 1170409 1547 EMd 11704709 1547 EMW of loss of control or acting out behavior? “MY JUB'S CONCERN AFTER THE ACCIDENT KEPORT
k4% QUICK ADMIT #*x : FOLLOWING MY CAR ACCIDENT ON OCT 27. 2009"
Location/Service: J.3PA
Patient Care Type AGE: 33 Techniques used to help patient control behavior: "1 HAVE BEEN IN CONTKUL
Arraval Time: 1150 - OF MY MOOD, NOT OUT OF CONTROL. EACEPT WHEN DISORIENTED FEiw DAYS AFTER ALC
Activity Date: 11/04/09 Time: 1548 <<NURSING ADMISSION NOTE>>
Oriented to unmit: Y
1001070 Admission Irnitial Sdafety Assessment + A . * To be done on Admission CP Appedrdnce: WELL GROOM : PT ADMITTED TO ADULT PAKTIAL PROGRAM TOUAY. STATLS
* 1o be done on Admssion * % Additional Comments: SHE WAS DISORIENTED AFTER HER CAR ACCIDENT FOR A FEW DAYS BUT DENILS
- Lredte L1/704709 1548 tMd 11704709 1548 LMW : LOSS OF CONTROL OF MUOD OR BEHAVIOR RECENTLY. HAS AN INTERVIEW AT WORK
- Document L1/04709 1548 EMW 11704709 1556 EMW

- TODAY: VERY ELEGANTLY AND NEATLY DRESSED IN BUSINESS SUIT. DENIES SI/HI/S1H
© GIVES SL=10
whal dre your godls tor this hospitalization: “"Adequately address any concerns about my i
S abilily Lo return Lo work and cope with stress”

Ally History of Abuse or Neglect: N 1001083 ADPHSSION: Medication History + A AL

* Medication History to be done on
Admission *
- Create 11704709 1548 EMW 11704709 1548 EMd
- Document 11704709 1548 EMW  11/04/09 1548 EMW
Home Medications:

History or Agyressive/Assauitive behavior: None
ACCess to Lethal Means: N

It Yes please eaplain:

Patients SoCial Worver notified: N

History of Swicide Atteipts: N
Dues thie patient have any thougnts of suicide:DENIES

Does the patient have any intent of suicide: DENIES
Does the patient have a plan for suicide: DENLES




Age/Sex: 4o Attending: Koth Kichard L Niid WILLTAMS  LYNNAE D 4] ‘iﬂi’ Fage: o
Unit #: Joubulsl:? Account #: Jsdu9uClsllg )
Admitted: Location: J 3PA bomimon Hospital Patient Care *Live* Pronted 1112009 at 0/ul
Status: UIS RCR Room/Bed: CLINICAL DUCUMENTATION RECORD
Intervention Description Sts Directions Fram Interventian Descriptian Sts Directions Fraim
ACtivity Uccurred kecorded Documented Activity Occurred ‘Recorded _ Docunented
Iype Date Tiiie by Date Tune by Comment Units Change Type Date Tiune by Date e by Comment Units Change
Activity Date: 11704709 Time: 1547 (continued) Actavity Date: 11/04/09 Time: 1547
1002050 POY: Ansiety Disorder, Assess  (continued) 1051009-A CARE AREA STATEMENT: MH Adult + g . At End of short CcP
or anxiely [1. coping skills. ~~DOCUMENT AT END OF EVERY SHIFT~
To be documented every shift, to review
* tncourage Patient to attend group current Pt. problems and to verity that
therapy related to [] the MH Adult Patient Populdation Care
Standards have been followed.
* ASSISL patient to vdentify - Create 11704709 1547 EMA  11/04/09 1547 EMW
anxiely-producing situations and plan - Ed Status 11704709 1547 EMA 11/04/0G 1547 EMW A=>(
far such events 1300000 Age Specific Care: Young Adulthood + A R
1. Assess patient’'s self-perception tor
* Assist in the development of coping motivation.
Skalls to manage anxiety. 2. Assess body 1mage.
Create 11704709 1547 EMWd 11704709 1547 EMW 3. Assist with identifying useful coping
1002051 POY: Thought Disorder, Assess A cP mechanisms and support systeins.
* Physician Lo assess mental status, and 4. Encourage to talk about
effectiveness of medications 1liness/injury - how it may affect
plans. family/finances
* RN Lo dssess mentdl status and patient 5. Encourage patient and family n
perception of effectiveness of decision making and patient care, 1t
medications wanted.
6. Educate re injury prevention and
* Patient education related Lo thought healthy lifestyle.
disorder and eftects and side effects of - Create 11704709 1547 EMd 11704709 1547 EMw
imedications administered to treat 1572301 ASSESS: Weight as Ordered and Record +  ( (b
illness. - Create 11/04/09 1547 EMA 11/04/09 1547 EMw
- Ed Status 11704709 1547 EMA 11/04/09 1547 EMW A= L
* bncourage patient Lo attend group 1751000 VS: Monitor + C Uarly or per MU ourder P
Lherapy related to []. - Create 11704709 1547 EMJd  11/04/09 1547 EMW
- Ed Status 11704709 1547 EMJd  11/04/09 1547 EMW A--(C
*ALSISL pt o to 10U behaviors that 2120363 M Davly Nursing Assessment + C  .Every 24 hours &R
alienale sigmticant others dand famly - Create 11704709 1547 EMA 11704709 1547 tMd
fliembers - Ed Status 11704709 1547 EMA  11/04/09 1547 EMW Ae C
2120365 ASSESSMENT: AT Evaluation + C 1 Tiine Lk
* Lol labordte with pt to 1dentify - Create 11704709 1547 EMW  11/04/09 1547 MW
ariatous behavior and coping techniques - Ed Status 11704709 1547 EMA  11/04/09 1547 EMW A -
2120366 MH Psycho-Educational Group + G cr
* Cullaborate with pt to establish a - Create 11704709 1547 EMd  11/04/09 1547 EMa
datly, actitevable routine - Ed Status 11704709 1547 EMA  11/04/09 1547 EMW A =-
2120370 MH SW Group Therapy Session + ( CP
A bncourage pt to esplure adaptive - Create 11704709 1547 EMW 11/04/09 1547 EMwW
Lehidviors thdl increase socialization - Ed Status 11/04/09 1547 EMA  11/04/09 1547 EMW A==
2120752 Preceptor Documentation Co-Sign + € Cp
* Lncourage pt 1o eaplore addpt ive - Create 11704709 1547 €M 11/04/09 1547 EMW
betiaviors that help to accomplish ADL s - Ed Status 11704709 1547 EMW 11/04/09 1547 EMW A=
Uleale 11704709 1547 EMW  11/04/09 1547 EMu 3766530 NUTRITION: Monitor Meals, Record ¢ + C oLk
1009949 UPDATE: Clarification of Medications +  ( (o - Create 11704709 1547 EMW  11/04/09 1547 £MW
- Create 11704709 1547 MW 11704709 1547 EMW - Ed Status 11/04/09 1547 EMW 11/04/09 1547 M4 A=-C
Ed Status 11704709 1547 EMW 11/04/09 1547 EMW A=>C 4136600 MEDS: Administer PAIN-MEDS(prn/standing) C Lp
1. Monitor effectiveness/side effects
(and any adverse redctions)
- Credte 11704709 1547 EMAd  11/04/09 1547 EMu



Age/Sex: 53t
Unit #: Juulolsiz?
Admitted:

Attending: koth Richard L

o |

WILLTAMS LyilhAE D I

K&ﬁ’

Account #: Js4040 18118
Location: J 3PA

Dominion Hospital Patient Care *Live*

Page

(
o

Pranted 11/12/U9 at 07Ul

Status: UlL RCR Roam/Bed: CLINICAL DUCUMENTATION RECORD
Interventiun Description Sts Directions Fram [ntervention Description Sts Directions v
ACtivity Uccurred kecorded Documented Activity Uccurred Recorded ‘ Documented ;
[ype Date Time by Date Tine by Cominent Units Change Type Date Twne by Date Tyre by Comient Uints CHiatige
ACUIvily Dates 1170570y Time: 0855 (continued) Activity Date: 11/05/09 Tine- 1630 (continued)
212s6s ACSESUMENT . AT Evaludtion +  (continued) 2120363 Mt Da1ly Nursing Assessment + (continued)
Development of lmpulse Control: Thoughts :
ldentitication of Leisure Time Skills and Interests: Y Intent to Harm Self
Developient of Structured Leisure Plan For After Discharge: Plan:
ldentitication of Healty Alternatives to Drug Related Behiavior:
Self Harm: N Type:
Otner [dentify Current Triggers:
Activity Dates 11705709 Tune: 1608 Homicidal Ideation: N
Thoughts:
Patient Notes: NUKSE NUTES Intent to Harm Others
Create 117065709 1oU8 MJ  11/05/09 lol8 MJ Plan:
ACTIVITY /EXPRESSIVE THERAPY GROUP NOTE Aggressive/Assaultive Behavior Level: Low Lmpulse Control: Mod
Safety Level: 9-10
GROUP TOPLC: Movement Therapy Self-Esteen Comments : PATIENT SAYS SAFETY IS 10
ubservation of Symptomology: Minimal ~~APPETITE~~
Nutritional Status: PATIENT SAYS APPETITE 1S GOOD
Group Participation: Involved Comments:
Affect: Flat
Mood: Calm ~~—ADL /HYGIENE~~~
o Interaction: Minimal Grooming/Dress: Appropriate/Neat/Clean
Staft Interaction: Compliant Comments:
lmpulse Control: Good
~~MEDICATIONS~—~
PU/Faiin 1y Education Done: Yes Is patient compliant with medication regimen: ¥
Person Taugnt: Patient If no. explain:
Readiness Lo Learn: Receptive
Teaching Method: Group Session/Class Medication Side Effects: N
Uutcome: Comn. Understanding If yes, explain:
Lulfihents
Note Type  Description Monmitoring of effects of medicdtions 1o 1nclude:
No Type None Staff observations of effect(s)
l47 Pt's perceptions of effect(s):
ACtivity Date: 11/05/09 Tifne
Physical Complaints:
2120363 MH Da1ly Nursing Assessment + A Every 24 hrs cp :
- Document 11705709 1o30 MVP 11/05/09 1635 mMyp
~ ~~=Mental Status Exam~~-~ Sleep Pattern Disturbance: N Difficulty Falling As leep: Larly A M. Awakening
LUC: Alert concentration: Good Day/Night Reversal: Nightimares
Orientation: Oriented » 3 Memory . Intact Sleep Walking Hypersomiidg:
Knuwledge of [11ness: Yes Speech: Clear/vell Modulated Otner:
tye Contact: Fleeting Behavior: Cooperative
Ihought Content . Self-Accepling Thought Process: Coherent/Logical Is this a change 1n patient’s regular sleep pattern
Appearance: Clean and Neat Affect: Appropriate
Mood . Anxious Motor: Steady/No Extraneous Move Comment
Insaght: Fair Judgement: Fair
Comment : PATIENT WAS FOCUSED ON GROUP SESSTONS

Sulcidal Ideation:

it

Pt/Famly Educdtion Done: Y

Person Taugnt: Patient

Enter Hote?



Age/Sex: 4. Attending: Roth Ricriard L

« |

] w Paye: lu

3 WILLTAMS LYNNAE D
Unit #: Joubulylle Account #: J84050216118 )
Admitted: Location: J.3PA Dominion Hospital Patient Care *Live* Pronted LL/L12/70Y ot U/01
Status: OIL RCR Room/Bed: CLINICAL DOCUMENTATION RECORD
Intervention Description Sts Directions From Intervention Descriptian Sts Directions Frcil
ACLIVIty Uccurred Recurded Docuinented Activity Occurred Recorded ) Documented
|y e [l Tiie by  Date Pime by Comsient Units (hange Type Date Tine by Date fune by  Coment Urts Charige
Actavity Date: 11/05/09 Time - 1630 (continued) Activity Date: 11/06/09 Time: 1155  (continued)
2120303 MH Daily Nursing Assessment +  (continued) 2120363 MH Daily Nursing Assessment +  (continued)
keadiriess Lo Ledarn: Receptive Teaching Method: Verbal/wrilten Intent to Harm Self
Disciphine: Nursing Plan:
Hedication bducation: N
[t FDI Ed which drug: Self Harm: N Type:
1st Tanie Dose Instructiun ldentify Current Triggers:
Medication Naie(s ) :
Medication Information Tdught: Homicidal ldeation: N
Medication Info Cont . : Thoughts
Medication Info. Cont . : Intent to Harm Others:
Content Ared: Treatinent Plan:
Outcome: Comm. Understanding
Aggressive/Assaultive Behavior Level: Low linpulse Control: Moud
taucation Notes: GOAL SETTING Safety Level: 9-10
© SUPPURI Comtents : SL=10. denies SI/HI/SIB
o SAFETY
~~APPETITE~~
Nutritional Status: reports appetite good
Comments:
~~~ADL /HYGIENE~~~
lj;Llﬁlli Date 11705709 Time: 1635 Groomng/Dress: Appropriate/Neat/Clean
Comments: elegantly dressed in business suit
Patient Notes: NURSE NOTES
Credte 11705709 1035 MVP  11/05/09 1638 MV ~~MEDICATIONS~—
Is patient compliant with medication regimen: Y
PATIENT PRESENT FOR GROUP SESSION TODAY INVOLVED AFFECT ANXIOUS SAYS SHE WENT If no, explain
10 THE GYM YESTERDAY ATE DINNER AND TALKED WITH FRIENDS. SOCIAL WITH PEERS.
SET GOAL TGO CONTINUE TO PROGRESS AT RESOLVING CONCERNS FROM JUB. SAY SHE HAS Medication Side Effects: N
NO SAFETY TSSUES AND RATES SAFETY AT LEVEL 10. PATIENT SAYS SHE IS SLEEPING OK If yes. explain:
AND APPETITE 1S GOOD. EXPRESSED FEELING HAPPY CALM DETERMINED AND CALM.
Note Type  Description Monitoring of effects of medications to include:
Diagnosis PSY PROBLEM: An-iety Staff observations of efrect(s): affect appropriate. cuposed: participates 10 groups
l47 Pt's perceptions of effect(s): not taking (none prescribed by Daminion)
Activity Date: 11/06/09 Time: 1155
Physical Complaints: none reported or observed
2120303 MH Daily Nursing Assessment + A Every 24 hrs cp :
- Document 11/Co/09 1155 (M4 11706709 1159 [MHd
=~ ~~Mental Status Exafie—~ Sleep Pattern Disturbance: N Difficulty Falling Asleep: tarly A M. Auabening
LOC: Alert Coricentration: Fair Day/Night Reversal: lNightinares :
Urentation: Oriented a 3 Memory: Intact Sleep Walking: Hypersoiinia .
hnowledge of 1l lness: Yes Speech: Clear/Well Modulated Otner:
tye Contact. Direct Behavior: Composed
thought Content: pusitive self-talk Itiought Process: Coherent/Logical Is this a chiange 1n patient’s regular Sleep pattern
Appearance: Clean and Neat Atfect: Appropriate
Mood: Pledsant Motor: Steady/No Extraneous Move Comment: reports sleep ok
Insignt: Fair Judgement : Fair

Culiment :

Suicidal
Thougnts

ldeation: N

Pt/Family Education Done: Y

Enter Hote? N

Per<on Taughit: Patient

Readiness to Ledrn: Receptive feaching Method: Group Session/Claws



Age/Sex: 33t Attending: Koth Kichard | qéduy WILLIAMS L rNAE D I g&ﬁﬁj Page: 11
Unit #: JOOOGLslIT Account #: Jsd040218118 ] . . ‘
Admitted: Location: J 3PA Dominion Hospital Patient Care *Live* Fronted 11712009 at 00Ul

Status: ULC RCR Room/Bed: CLINICAL DOCUMENTATION RECORD
Intervention Description Sts Directions From Intervention Description Sts Directions Frain
ACLIvILy Gcecurred Recurded Documented ACtivity Occurred kecorded ) Documented
[ype bate Timie by Date Tiine by Coiment Units (harge Type Date Time by Date [ime by  Comment Units (hatige
Activity Date: 11/06/0Y e 1155 (continued) Activity Date: 11/06/09 Time: 1224 (continued)

2120304 M Daily Nursing Assessiient +  (continued)

Discipline: Nursing

Medicaton tducation: N
It FOI Ed. which drug:

lst Tune Dose Instruction:

Medication Naime(s ) :
Medication Information Taught:
Medication Info Cont . :
Medication Into. Cont

Cuntent Area: Home Care
Outcome: Demo Independent ly

Educatiun Notes: group: weekend planning

Patient Notes: PHP GROUP NOTE (continued)
Person Taught :
Readiness to Learn:
Tedching Method:
Outcome:
Comnents:pt sharing w/e plans and concerns aboul court date on tues.
accepting supportive tb about saie
Note Type Description
No Type Nore

Activity Date: 11/06/09 Time: 1733

ACLivity Date: 11/06/09 Tie 115y

Patient hotes
Create

NURSE NOTES

11700/09 1159 EMd 11/06/09 1202 EMW

Pt states she 1s "proud she nas been able Lo withstand everything,

riot

spiraling wnto a deep depression or internalize the things people have said

about me. " Demes safety 15sues,
Note lype  Description
D1agnosic POY - PEOBLEM

SL=10.

Alteration in Thought Proc

L Loty Date: 11/06/09 1224

T e

Patient Notes: PHP GROUP NOTE
Create 11/06/059 1224 AVB  11/00/09 1205 AVB
PEYCHOEDUCATTON GROUP NOTE

GROUP TOPIC: Stress Management Stress Mandgement

Ubservation of Symptomology: Minimal
Group Participation:
Aftect:

Mood

Peer Interaction:
Stalt Interaction
lpulse Control
Affect.

Appropridgte

Appropridte

Anxious

Appropridte to dall peers
Compliant

Luod

Appropriate

PU/Fam Ty Education Done: No

Patient Notes: PHP GROUP NOTE
Create 11706709 1238 MXS 11706709 1242 MXS
SOCTAL WORK GROUP NOTE
GROUP TOPIC: Coping/Survival Shalls

Uuservation of Symptomology: Minimal
Group Participation: Appropriate
Affect: Flat
Mood: Anxious
Peer lnteraction: Appropridte Lo all peers
Staff Interaction: Compliant
[mpulse Control: Good
Affect: Constricted
Comients: Group focused on anbivalence and resistance to trealient
sat silently listening for most of group. Close to end of group she talked

Patient

about "doing more thinking" about the recent series of events that resulted in

fier referral here. She then went on to say she had experienced several boutls

of severe depression in recent yedrs but attributed these to situational
stressors in her life e.g. academic demdnds of grad school .
Note Type  Description

No Type None

Activity Date: 11/06/09 Time: 1410 J
1051013 CARE AREA STATEMENT: PHP Adult + A . at end of each day Lk

~~DOCUMENT AT END OF EVERY SHItT-~

lo be documented every shift. to review

current Pt. problems and to verify that

the PHP Adult Patient Population Care

Standdards have been tollowed.
- Document 11706709 1410 MVP  11/06/09 1411 Myvp

1) Review of Patient PROBLEMS w/Status on PLAN Of CAR

1: Developmental Age 18-40 yrs-YOUNG ADLT - Al3:
2: CARE GOALS: Dominion MH Adult : Gl4:
3: STANDARD: DOMINION HOSPITAL WIDE CARE €l5:
4: PSY.PROBLEM: Anxiety Alb
5: PSY:PROBLEM: Alteration in Thought Proc: Al7




Age/Sex: s . Attending: Roth Richard

i/ I WILLTAML, L rHNAE D ]

Page: L&

Unit #: Jdoobulsliy Account #: Jg4UsuZlsllg
Admitted: Location: J 3PA bomimon Hospital Patient Care *Live* Pronted 11.10/0Y at Us01
Status: DIS RCK Room/Bed: CLINICAL DUCUMENTATION RECORD
Intervention Description Sts o Directions From Interventian Description Sts  Directions Frai
ACtIVILY Uccurred Recorded Documented Activity ccurred Recorded Vocumiented
Iy pe Date Tie- by  Date Time Ly Cominent Unite (harige Type Date Time by lDate Tiie by Comiient Unte (hathye
Activaty Date: 11/06/09 Jme: 1410 (continued) Activity Date: 11/09/09 Time: 1230
1051013 CARE AREA STATEMENT: PHP Adult + (continued) 2120363 MH Da1ly Nursing Assessment + A tvery 24 hrs cP
b CARE GUALS: Dominion PHP Adult - Alg: - Document 11/09/09 1230 DPS  11/09/09 1235 DPS
7 STANUARD: DUMINION HUSPLIAL — PHE . ALY - ~~—Mental Status Exam——-~ ‘
8 c20: LOC: Alert Concentration: fair
9: v 2l Urientation: Oriented to Person only Memory . Intact
10: i22: Krnowledge of 11lness: Yes Speech: Clear/uel 1 Modulated
11 : 23 tye Contact: Direct Behdvior: Composed
12; 24 Thought Content: Self-Accepting Thought Process: Coherent/Lugical
I have reviesced the PU problems Tsted above and the Treatment Plan for pt: Y Appearance: Clean and Neat Arfect: Blunted
The PU Care Standards appropriate for this patient detined for his/her patient population Mood: Calm Motor: Steddy/No Eatraneous Hove
hdve Leen mel throughout the sttt (unless otherwise documented): YES (Review-SHET Fg) Insight: Fair Judgenent : Fair
Comnent
Cotlmernit Surcrdal ldeation: N
Eiter Note? W Shart: JAM-3FM Signature: PERRY MARILYN - RN [houghts :
Intent to Harm Self:
lﬁillvllj Date: 11/09/09 Tine: 1027 Plan:

Fatient Notes:
Create

SOCTAL SERVICES NOTES
11709709 1027 MAS  11/09/09 1034 MXS

MEETING WITH PATIENT

This CoW met with patient for purpose of assessment and d schdarge pldanning

Patient reported that ner motner 1s continuing to stay with her and provide

support. Patient had cpent weekend 1n g fignly structured way, exercising.,

eating out with nrer mother or with friends and remaining busy most of the

Linme

IMPRESSTON:

Today patient presents dressed in business attire with good groomng. Her mood

19 dn-ious, affecl 1s congruent with ideation, eye contact is good, thinking

152 Clear and goal directed. Patient denies any harmtul ideation toward self or

uther. acknowledyes some sleep disturbance over the weekend which she

attributes to her anxiety dabout court date tomorrow and the ongoing employment

Status tnvestigation that she has to face with her governimental agency

Patrent continues to offer plausible esplanation for her traffic accident and

fldat out denies other accusations of bizarre behavior at work. Patient demes

afly Syfploms suggestive of g psychotic episode.

FLAN

1. Patient will attend court hearing in the AM with her mother and friends as

d support systenn.

2. Patient will eithier return to PHP after court or return on wed 11711709,

3. Patient encouraged to find OP providers so thal she can follow up dfter

discharge from PHP

5. Altending psychiatrist
Hote Type
Nu ] ,‘pt:

mnftormed of all above
bescription
Nore

Self Harm: N
ldentify Current Triggers:

Type:

Homicidal Ideation: N
Thoughts :
Intent to Harm Others:

Plan:

Agyressive/Assaultive Behavior Level: Low
Safety Level: 9-10
Comments : NO UNSAFE BEHAVIOR NOTED

~~APPETITE~~
Nutritional Status: GOOD
Conments:

~~~ADL/HYGIENE~~~
Grooming/Dress: Appropriate/Neat/Clean
Comments:

~~MEDICATIONCS~—
Is patient compliant with medication regimen: N
[T no. explain.  NOT ON MEDS

Hedication Side Effects: N
If yes, explain:

Moritoring of effects of medications 1o include
Staft observations of effect(s): NOI ON MEDS
Pt's perceptions of effect(s): NOT ON MEDS
Priysical Complaints: NONE

lpulse Control: High




Age/Sex: 43 F Attending: Ruln Kichard L ﬁ&ﬁjy l WILLTAMS  LiwAE D I Egﬂﬁf Page: 19
Unit #: Juulbuloll Account #: J84050216118

Admitted: Lacation: J.3PA Dominion Hospital Patient Cdre *Live* Pronted L1/12/09 at G/ul
Status: UIY KCR Room/Bed: CLINICAL DOCUMENTATION RECORD
Intervention Description Sts Directions Fraom Intervention Description Sts Directions From
Activity Occurred Recorded Documented Activity Occurred Recorded Documented
Lipe Date Tie by Date Tie by Comment Units Change Type Date Time by Date T by Comient Units {hange
Activity Date: 11/09/09 Time s 1230 (continued) Activity Date: 11/09/09 Time: 17248
2120363 MH Uaily Nursing Assessiient +  (continued) Patient Notes: PHP GROUP NOTE
- Create 11/09/09 1248 MXS 11/09/09 1250 MXS
Cleep Pattern Disturbance: N Difficulty Falling Asleep: Early AM. Awakening:
Day/Night Reversal: Nightmares SOCIAL WORK GROUP NOTE
Sleep Walking: Hypersomnia:
Uther GROUP TOPIC: Coping/Survaval Skills
Is thiis a change 1n pdtient’s regular sleep pattern Observation of Symptomology: Absent
Group Participation: Appropriate
Coiient: SLEPT 8 HOURS Affect: Constricted
Mood: Anxious
PU/Family Education Done: ¥ Enter Note? N Peer Interaction: Appropriate to all peers
Staff Interaction: Compliant
Person Taughit: Patient [mpulse Control: Good
Readiness to Learn: Passively Keceplive Teaching Method: Verbal Affect: Flat
Discipline: Nursing ‘Comments: Group focused on need for a support system during recovery. Patient
Medication Education: N talked about having family and friends as support during this time of crisis
It FDI Ed. whach drug: Note Type Description
st Te Dose Instruction: No Type None
Medication Name(s): J
Medication Intormation Taught Activity Date: 11/10/09 Time: 1352
Medication Into Cont
Mcdication Info. Cont . : Patient Notes: NURSE NOTES
Content Ared: ACtivity - Create 11/10/09 1352 EMd  11/10/09 1352 £EMd

Outcaine : Comm. Understanding
Pt not in attendance today due to scheduled transition day.

bducation Notes: TALKED ABOUT STAYING ACTIVE Note Type Description
No Type Norie
Activity Date: 11/11/09 Time: 1221
Patient Notes: SOCIAL SERVICES NOTES
- - Create 11711709 1221 MXS 11/11/09 1223 MXS
Activaty bate: 11709709 Te: 1235 DISCHARGE PLANNING NOTE :

Patient emphatically declined aftercare appointients with an OP psychiatimst

Patient Notes: NURSE NOTES or therapist. Patient does not feel she 1s in need of further treatment

Credate 11/09/09 1235 DPS  11/09/09 1237 DPS However, she 1s planning to discuss thns further with the psychiatrist at the
State Department.
PT STAIES SHE SPENT TIME LAST NIGHT WITH FRIENDS AND WORKED QUT.DENIES ANY SXS Note Type Description
OF DEPRESSION OR FEELINGS TO HARM SELF OR OTHERS.PRE-OCCUPIED WITH COURT DATE No Type Nore
COMING UP BUT STAYING POSITIVE.NO UNSAFE BEHAVIOR NOTED.THOUGHTS ARE CLEAR AND
SPEECH 1S LOGICAL Activity Date: 11/11/09 Time: 1535
Note Type  Description
Diagnosis PSY PROBLEM: Anatety 5021010 DISCHARGE: Cumplete Discharge Form + A (P
ALSO:
Complete paper form-when going home
- Document 11711709 1535 EMW 11/11/09 1536 EMW

PATIENT EDUCATION GUTCOME STANDARDS/UISCHARGE HOTE

At dischdrge pt and/or family can verbalize understand of




Age/Sex: 44t Attending: Rothi Richard L ! I WILLIAMS  LiwiAE D ] "M./ Page: 14
Unit #: JOGOULel Y Account #: Jsd09001811y
Admitted: Location: J.3PA bomimon Hospital Patient Care *Livek Pronted /12709 ot U/0]
Status: DIY kil Room/Bed: CLINICAL DOCUMENTATION RECORD
Intervention Description Sts Directions From Intervention Description St Directions From
Actaivity uccurred Recorded Documented Activity Occurred Recorded Documented
lype Dt e Tine by bate Line by Cominent Units Chatige Type Date Tie by Date [e by Coinerit Urinte Cligtie
Actavity Date: 11/11/09 Time: 1535  (continued) Activity Date: 11/11/09 Time: 1536
5021010 DISCHARGE . Cumplete Discharge Form +  (continued) 1001451-A CARE PLAN : MH ADDITIONS + D Cr
~~Use 1n place of Add Interventions—
I Tness/Need for hospitalization N Allows customization of Patient Care
Swgns & symptoms of recurrence N Plan.
Need tor continued treatment N - Ed Status 11/11/09 1536 mis 11/11/09 1536 ms A=-D ‘
Awaretiess Of effective coping skills for symptom management Y 1002003 Psychosocial Assessment std + b Gk
Mcds: Instructions, Side effects & Foud/drug interactions N - Bd Status 11/11/09 1536 his 11/11/09 1530 his A=>1D |
1002030 PSY: Anxiety Disorder, Assess b cp |
* Physician to assess mental status and |
Patient™s level of understanding ot D/C plan effectiveness of medications. |
Adequale (sutficient, correct) N Partial, needs reinforcement (I checked. complete:) ¥ * RN to assess anaiety and patient
Referred to continuation of care provider N perception of effectiveness of
Issued written materials Y medications.
Famly given nstructions N
* Patient education related to effects
and side effects of medications
C* 0 NA D Next Topic pge--> admnistered to treat illness.
Patient Status ot Discharge: PATIENT COMPOSED, ALERT, ORIENTED: * Patient education regarding mdnagenen
Follow Up Destination: HOME of anxiety []. coping skills
Therapist wWho Will Follow Pt: PT DECLINES AFTERCAKE APPOINTMENTS
* Encourage Patient to attend group
Comment: PT STATES "1 AM WAITING FOR GUIDANCE FROM MY therapy related to []
EMPLOYER™
* Assist patient to identify
analety-producing situations and plan
Following 1teins returned: for such events.
Valuables Y Sharps Y Medications Y
* AsSist 1n the development of coping
Discharge Trne: 110U skills to manage anxiety.
Accompanted by: SELF - Ed Status 11711709 1536 tis 11/11/09 1536 mis A=>1D
Relationship to Pr: * 1002051 PSY: Thought Disorder, Assess U cp
* Physician to assess mentdl status, and
effectiveness of medications
* RN to assess mental status and patient
perception of effectiveness of
I ) medications .
lﬁil'fllf Date 11711709 Tine: 1536 * Patient education related to thougnt
disoraer and effects and side effects of
10ulu/0 Admssion Initidl Satety Assessinent + D * To be done un Admssion CP medications administered to tredt
* To be done on Admission * %

- Ed Status

117117069 1530 mis 11711709 1536 mis A==
1001083

ADMISSTON: Medication History + D AS
* Medication History to be dune on
Adnission  *
Ed Status 11/11/09 1536 ms

11/11/09 1536 s A=>10

illness.

* Encourdge patient to attend group
therdpy related to [

* Assist pt to 1D pbehaviors that
alienate significant others and famly
members



Age/Sex: 43
Unit #: Jowu
Admitted:
Status: DIC

Attending: Kol Kichara L e
0ls1c2 Account #: Jusd050218118 N‘“‘i
Location: J 3PA
KUK Room/Bed:

| WILLTAMS  LYuNAE D

1w

bomimon Hospital Patient Care *Live*

CLINICAL DOCUMENTATION RECORD

bage: 15

Pronted 1171270y at 0/01

Litervention

bescription Sts Directions Fram Intervention Descriptiun Sts Directions Froim
Actavity Uccurred Recorded Documented Activity Occurred Recorded Docuicnted
Type Date Tiie by Date Iine by Comment Units Change Type Date Time by Date Tie by Comment Units Chanige
Activity Date: 11/11/09 lime: 1536 (continued) Activity Date: 11/11/09 Time: 1536
1002051 POY: Thought Disorder, Assess  (continued) 2120752 Preceptor Documentation Co-Sign + D P
- Ed Status 11711709 1536 his 11/11/09 1536 nhis A=>0
* Collaborate with pt to 1dentity 4801200 EDUCATION: Interdisciplinary + D CP
anatous behavior and coping tecnniques - kd Status 11711709 1536 his 11/11/09 1536 his A =[]
5021010 DISCHARGE : Complete Discharge Form + D Cp
* Collaborate with pt Lo establish a ALSO:
dally. achievable routine Complete paper form-when going home
- Ed Status 11711709 1536 his 11711709 1536 s A=>1D
* bncourage pt Lo explore ddaplive 5100004 QUICK ADMISSION DATA + b AS
behaviors that increase sucialization Nursing Quick Start
- Ed Status 11/11/09 1536 ms 11/11/09 1536 ms A=>10
¥ tncourdge pt to esplore adaptive
behaviors that help to accomplish ADL's Monogram Initials Name Nurse Type
- Ed Ctatus 11711709 1536 s 11711709 1536 ms A=>1D
1051013 CARE AREA STATEMENT: PHP Adult + D . at end of each day cp AVB J.NUR.AVB  BOOMSA.ANN V RN
-~DOCUMENT AT END OF EVERY SHIFT~~ DPS J.REG.DPS ~ SCHMITZ.DAVID RN
10 be documented every shift, o review EMW J NUR.EMWZ - WITTING,ELIZABETH RN
current Pt. problems and to verify that KDO J NUR.KDO ~ OVERSTREET .KRISTIN D AC
the PHP Adult Patient Population Care MJ J.NUR.MJ JOHNSON, MELANITE ACT
Standards have been 1ol lowed. MVP J . NUR.MP PERRY  MARTLYN RN
- Ed Slatus LE/ZTTA09 1536 s 11/11/09 1536 hs A=>0 MXS J.NUR.MFS1  SANDIFORD.MARY SW
1300000 Age Specific Care: Young Adulthood + 0] CP his automatic by program
L. Assess patient's self perception for
Mot ivation.
Assess budy 1mage.
3. Assist with identifying useful coping
iechar sms and support systeis
4. Encourage to talk about
Hhiness/injury - how 1t may affect
plans. fam ly/finances.
5. Encourage patient and family 1n
decision making and patient care, 1f
wanted
6. Educate re injury prevention and
healthy lifestyle.
Ed Status L1/11/09 1536 his  11/11/09 1536 nis A==1D
1572301 ASSESS: Weight as Ordered dand Record + D Cp
- Ed Status 11711709 1530 mis 11711709 1536 his A=>0
751000 VS Monitor + D X 1 on admission CP
- Ed Status 11711709 1536 tus 11711709 1536 mis A=>0D
2120363 Mit Daily Nursing Assessiment + D . BEvery 24 nhrs Cp
- Ed Status 11711709 1530 s 11711709 1536 his A =>
2120365 ASSESSMENT . AT Evaluation + D 1X CpP
- Ed Status 11/11/09 1536 his  11/11/09 1536 his A =>
2120306 MH Psychio-Educational Group + ] cp
- Ed Status 11711709 1536 s 11711709 1530 his A=>D
2120370 Mt SW Group Therapy Session + D cP

- Ed Status

11711/09 1536 s 11/11/09 1530




Age/Sex: 33 F WILLIAMS,LYNNAE D (DIS RCR) Page: 1

Unit #: J000018122 J. 3P&- Printed 11/12/09 at 0701
Nccount#: J84090218118 Roth,Richard L Period ending 11/12/09 at 0701
dmitted: Dominion Hospital Patient Care PATIENT NOTES FOR DISCHARGE SU
Occurred Recorded Notes: All Categories
Date Time by Author Date Time by Category
11/04/09 1441 MXS SANDIFORD, MARY 11/04/09 1453 MXS SOCIAL SERVICES NOTES

MEETING WITH PATIENT FOR PURPOSE OF COMPLETING PSYCHOSOCIAL HISTORY:
This CSW interviewed patient and completed psychosocial history.Patient denied
any bizarre behavior at work, could not recall statements she is reported to
have made following recent auto accident and stated that she is willing to
comply with PHP if this is what is required by the State Department in order
to return to work.
IMPRESSION:
Today patient presents well groomed, dressed in business attire, oriented x 3,
mood is anxious, affect wide ranging, eye contact good, demeanor is pleasant
and cooperative. Patient denies any recent symptoms of depression or other
mood disturbances, denies any auditory or visual hallucinations, denies any
53 harmful ideation to self or other. Patient acknowledges prior episodes of
‘ depression/anxiety during grad school (at Georgetown Univ SFS) for which she
was treated with medication and brief therapy. Patient acknowledges diagnosis
of ADD. Patient acknowledges that the four month assignment with DOD that she
spent in Irag, where she was on a base that was "mortared every day, getting
closer and closer" was stressful and fearful. Upon return from Irag patient
acknowledges having sleep disturbance for several weeks but then sleep cycle
regulated and patient returned to work, transferred to State Department where
reportedly she has exceeded work performance expectations.
PLAN:
1. CSW voice mailed attending psychiatrist re. completion of psychosocial
history and possibility of a meeting with patient and her mother on 11/6/09 at
9.0 am.
2. Patient will bring police report of accident she is purported to have
caused, with her tomorrow for psychiatrist to read.
3. Patient has sought legal counsel to represent her in court over charges
ensuing from accident.
“ 4. Patient commits to safety and has her mother staying in the home with her.
C} 5. Attending psychiatrist informed of all above.

Note Type Description
No Type None
11/05/09 1508 MJ JOHNSON,MELANIE 11/05/09 1608 MJ NURSE NOTES

ACTIVITY/EXPRESSIVE THERAPY GROUP NOTE
GROUP TOPIC: Movement Therapy Self-Esteem
Observation of Symptomology: Minimal

Group Participation: Involved
Affect: Flat
Mood: Calm
Peer Interaction: Minimal
Staff Interaction: Compliant
Impulse Control: Good

Pt/Family Education Done: Yes
Person Taught: Patient
Readiness to Learn: Receptive
Teaching Method: Group Session/Class



2

Age/Sex: 33 F WILLIAMS,LYNNAE D (DIS RCR) Page: 2
Unit #: J000018122 J. 3PA- Princed 11/12/09 at 0701
Account#: J84090218118 Roth,Richard L Period ending 11/12/09 at 0701
Imitted: Dominion Hospital Patient Care PATIENT NOTES FOR DISCHARGE SU
Occurred Recorded Notes: All Categories
Date Time by Author Date Time by Category
11/05/09 1608 MJ JOHNSON,MELANIE 11/05/09 1608 MJ (continued)

Outcome: Comm. Understanding
Comments:
Note Type Description
No Type None

11/05/09 1635 MVP PERRY,MARILYN 11/05/09 1638 MVP NURSE NOTES
PATIENT PRESENT FOR GRQUP SESSION TODAY INVOLVED AFFECT ANXIOUS SAYS SHE WENT
TO THE GYM YESTERDAY ATE DINNER AND TALKED WITH FRIENDS. SOCIAL WITH PEERS.
SET GOAL TO CONTINUE TO PROGRESS AT RESOLVING CONCERNS FROM JOB. SAY SHE HAS
NO SAFETY ISSUES AND RATES SAFETY AT LEVEL 10. PATIENT SAYS SHE IS SLEEPING OK
:3 AND APPETITE IS GOOD. EXPRESSED FEELING HAPPY CALM DETERMINED AND CALM.

Note Type Description

PSY.PROBLEM: Anxiety
11/06/09 1202 EMW

Diagnosis

11/06/09 1159 EMW WITTING, ELIZABETH NURSE NOTES

Pt states she is "proud she has been able to withstand everything, not
spiraling into a deep depression or internalize the things people have said

about me." Denies safety issues, SL=10.
Note Type Description
Diagnosis PSY:PROBLEM: Alteration in Thought Proc

11/06/09 1224 AVB BOOMSA,ANN V 11/06/09 1225 AVB PHP GROUP NOTE

PSYCHOEDUCATION GROUP NOTE
Stress Management

GROUP TOPIC: Stress Management

Observation of Symptomology: Minimal

j}

Group Participation: Appropriate
Affect: Appropriate
Mcod: Anxious
Peer Interaction: Appropriate to all peers
Staff Interaction: Compliant
Impulse Control: Good
Affect: Appropriate

Pt/Family Education Done: No
Person Taught:
Readiness to Learn:
Teaching Method:
Outcome:
Comments:pt sharing w/e plans and concerns about court date on tues,
accepting supportive fb about same
Note Type Description
None
SANDIFORD, MARY

No Type

+1/06/09 1238 MXS PHP GROUP NOTE

11/06/09 1242 MXS

SOCIAL WORK GROUP NOTE



Age/Sex: 33 F WILLIAMS,LYNNAE D (DIS RCR) Page: 3

Unit #: J000018122 . SPRE Princted 11/12/09 at 0701
“ccount#: J84090218118 Roth,Richard L Period ending 11/12/09 at 0701
Imitted: Dominion Hospital Patient Care PATIENT NOTES FOR DISCHARGE SU
Qccurred Recorded Notes: All Categories
Date Time by Author Date Time by Category
11/06/09 1238 MXS SANDIFORD,MARY 11/06/09 1242 MXS (continued)

GROUP TOPIC: Coping/Survival Skills

Observation of Symptomology: Minimal
Group Participation: Appropriate
Affect: Flat
Mood: Anxious
Peer Interaction: Appropriate to all peers
Staff Interaction: Compliant
Impulse Control: Good
Affect: Constricted
Comments: Group focused on ambivalence and resistance to treatment. Patient
» sat silently listening for most of group. Close to end of group she talked
;3 about "doing more thinking" about the recent series of events that resulted in
her referral here. She then went on to say she had experienced several bouts
of severe depression in recent years but attributed these to situational
stressors in her life e.g. academic demands of grad school.

Note Type Description
No Type None
11/09/09 1027 MXS SANDIFORD,MARY 11/09/09 1034 MXS SOCIAL SERVICES NOTES

MEETING WITH PATIENT:

This CSW met with patient for purpose of assessment and discharge planning.

Patient reported that her mother is continuing to stay with her and provide

support. Patient had spent weekend in a highly structured way, exercising,

eating out with her mother or with friends and remaining busy most of the
time.

IMPRESSION:

Today patient presents dressed in business attire with good grooming. Her mood
. is anxious, affect is congruent with ideation, eye contact is good, thinking
:3 is clear and goal directed. Patient denies any harmful ideation toward self or

other, acknowledges some sleep disturbance over the weekend which she

attributes to her anxiety about court date tomorrow and the ongoing employment
status investigation that she has to face with her governmental agency.

Patient continues to offer plausible explanation for her traffic accident and

flat out denies other accusations of bizarre behavior at work. Patient denies

any symptoms suggestive of a psychotic episcde.

PLAN:

1. Patient will attend court hearing in the AM with her mother and friends as

a support system.

2. Patient will either return to PHP after court or return on Wed 11/11/09.

3. Patient encouraged to find OP providers so that she can follow up after

discharge from PHP.

5. Attending psychiatrist informed of all above.

Note Type Description
No Type None
11/09/09 1235 DPS SCHMITZ,DAVID 11/09/09 1237 DPS NURSE NOTES

PT STATES SHE SPENT TIME LAST NIGHT WITH FRIENDS AND WORKED OUT.DENIES ANY SXS
OF DEPRESSION OR FEELINGS TO HARM SELF OR OTHERS.PRE-OCCUPIED WITH COURT DATE

COMING UP BUT STAYING POSITIVE.NO UNSAFE BEHAVIOR NOTED.THOUGHTS ARE CLEAR AND
SPEECH IS LOGICAL



Age/Sex: 33 F | NILLIAMS, LYNNAE D (DIS RCR) Page: 4

Unit #: J000018122 J . SPA- Princed 11/12/09 at 0701
Account#: J84090218118 Reth,Richard L Period ending 11/12/09 at 0701
dmitted: Dominion Hospital Patient Care PATIENT NOTES FOR DISCHARGE SU
Occurred Recorded Notes: All Categories
Date Time by Author Date Time by Category
11/09/09 1235 DPS SCHMITZ,DAVID 11/09/09 1237 DPS (continued)
Note Type Description
Diagnosis PSY.PROBLEM: Anxiety
11/09/09 1248 MXS SANDIFORD,MARY 11/09/09 1250 MXS PHP GROUP NOTE

SOCIAL WORK GROUP NOTE

GROUP TOPIC: Coping/Survival Skills

Observation of Symptomology: Absent
Group Participation: Appropriate
j Affect: Constricted
) Mood: Anxious
Peer Interaction: Appropriate to all peers
Staff Interaction: Compliant
Impulse Control: Good
Affect: Flat
Comments: Group focused on need for a support system during recovery. Patient
talked about having family and friends as support during this time of crisis.

Note Type Description
No Type None
11/10/09 1352 EMW WITTING,ELIZABETH 11/10/09 1352 EMW NURSE NOTES

Pt not in attendance today due to scheduled transition day.

Note Type Description
No Type None
11/11/09 1221 MXS SANDIFORD, MARY 11/11/09 1223 MXS SOCIAL SERVICES NOTES

;3 DISCHARGE PLANNING NOTE:
Patient emphatically declined aftercare appointments with an OP psychiatrist
or therapist. Patient does not feel she is in need of further treatment.
However, she is planning to discuss this further with the psychiatrist at the

State Department.

Note Type Description
No Type None
Monogram Initials Name Nurse Type
AVB J.NUR.AVB BOOMSA, ANN V RN
DPS J.REG.DPS SCHMITZ, DAVID RN
EMW J.NUR.EMW2 WITTING,ELIZABETH RN
MJ J.NUR.MJ JOHNSON, MELANTIE ACT
MVP J.NUR.MP PERRY, MARILYN RN
MXS J.NUR.MFS1 SANDIFORD, MARY SW



Age/Sex: 33 F | WILLIAMS, LYNNAE D (REG RCR) | Page:

Unit #: J000018122 J.3PA- Printed 11/05/09 at 085¢
Account#: J84090218118 Roth,Richard L Period ending 11/05/09 at 085¢
Admitted: Dominion Hospital Patient Care ACTIVITY THERAPY ASSESSMENT
T AT Initial Assessment 11/05/09 0855 KDO

PROBLEMS TO BE ADDRESSED BY ACTIVITY THERAPY:

Difficulty Identifying and Expressing Feelings: Y

Poor Concentration:

Disorganized Thoughts:

Poor Impulse Control:

Low Frustration Tolerance:

Distractability:

Restlessness:

Low Self-Esteem:

Social Isolation/Withdrawal:

Poor Reality Testing:

Inadequate Social Skills:

Distorted Body Image:

: Poor Leisure Time Management:
:} Inadequate Leisure Skills: Y

Leisure Time/Activities Related To Drug/Alcohol Abuse:

Other:

Physical Problems/Safety Concerns: decreased ability to cope,
hx of stress/anxiety

~
’>ONCLUSIONS: ACTIVITY THERAPY INTERVENTIONS WILL FOCUS ON

PROVISIONS OF ACTIVITIES THAT FACILITATE:

Identification and Expression of Feelings:
Focus of Attention and Organization of Thoughts:
Attending, Concentrating and Completing Tasks:
Feelings of Mastery and Self-Esteem:
Development of Realistic Body Image:
, Social Interaction:
j} Development of More Functional Social Skills:
’ Development of Impulse Control:
Identification of Leisure Time Skills and Interests: Y
Development of Structured Leisure Plan For After Discharge:
Identification of Healty Alternatives to Drug Related Behavior:

KO KK

other:
Monogram Initials Name Nurse Type
KDO J.NUR.KDO OVERSTREET, KRISTIN D ACT




Age/Sex: 3o g Attending: Roth.Richard ( W/ [_ILI\‘ 45 LYNNAE D I kﬁiif Status: ACUI Vi Page |1
Unit #: JO0DUTB1Z2

Account #: J84090218118

Imitiated: 11/04/09 Print:d
Admitted: Location: J.3PA Dominion Hospital Patient Care *Live* Completed: 11/09/0?
Status: REG RCR Room/Bed: Patient's Plan Of Care Protocol : at 0722
SIS INIT BY IRGT COMP BY INTERVENTIONS [NIT BY COMP BY DATE & TIME DIRFCTIONS R
BSY PROBIFM: Anxiety A 11/04/09 FMJ ol - SRS =S e AL
* STG: Patient’s Anxiety will decrease A 11704709 EMJ |11/16/09 1
AEB DAILY GROUP ATTENDANCE AND * PSY: Anxiety Disorder. Assess 11704/09 EMW P
PARTICIPATION * Physician to assess mental status and
effectiveness of medications.
* RN to assess anxiety and patient
perception of effectiveness of
medications.
* Patient education related to effects
and side effects of medications
administered ta treat illness.
* Patient education regarding management
of anxiety [], coping skills.
* Encourage Patient to attend group
therapy related to [].
* Assist patient to identify
anxiety-producing situations and plan
for such events.
* Assist in the development of coping
skills to manage anxiety.
* LTG: Patient’'s Anxiety will decrease A111704/709 EMW 111/23/09 :
AEB PT SELF-REPORT DURING DAILY
ASSESSMENT REGARDING BOTH HERE AND AT
HOME
PSY:PROBILEM: Alteration in Thought Prac A 11/04/09 FMW i - o Y
* STG: PATIENT WILL HAVE DECREASE IN A (11704709 EMW |11/16/09
DISTURBED THOUGHTS AEB DECREASE/LACK OF
BEHAVIORS INDICATING DECREASED
CONCENTRATION OR ALTERED THOUGHT
PROCESSES. ALSO AEB PT SELF-REPORT
* LTG: PATIENT WILL HAVE DECREASE IN A |11/04/09 EMW |11/23/09
DISTURBED THOUGHTS AEB PT SELF-REPORT * PSY: Thought Disorder. Assess 11/04/09 EMW A
REGARDING THINKING AND FUNCTIONING * Physician to assess mental status. and
IMPROVEMENT BOTH HERE AND AT HOME effectiveness of medications.
* RN to assess mental status and patient
perception of effectiveness of
medications.
* Patient education related to thought
disorder and effects and side effects of
medications administered to treat
illness.
* Encourage patient to attend group
therapy related to [].
* Assist pt to ID behaviors that
alienate significant others and family
members
* Collaborate with pt to identify
anxious behavior and coning techniques




AgesSex: 34 / Attending: Roth.Richard L \“ﬁﬂf [j;hh\~w,5.LYNNAL D l ‘ﬂiﬂa Status: Act iV Page 2
Uit #: J0O0uot8122

Account #: J84090218118

Imtiated: 11/04/09 Printed
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* Collaborate with pt to establish a
daily. achievable routine
* Encourage pt to explore adaptive
behaviors that increase socialization
* Encourage pt to explore adaptive
behaviors that help 1o gaccomplish ADL ‘g
PSY:PROBLEM: Discharge Planning A_11/09/09 EMd I S
* STG/LTG: APPROPRIATE AFTERCARE A1L1/09/09 EMW 111/23/09
APPOINTMENTS WIL1 BF OBTAINED
Developmental Age 18-40 yrs-YOUNG ADLT A 11/04/09 EMW
Based on Erickson’s eight stages of
development .
--Developmental Need:
*Relationships
*Commi tment
<tnd of text>
-~ PROTOCOL - AGE 18-40 S o o S S|
* Patient will verbalize understanding of | A {11/04/09 EMW
Ihfestyle changes. therapy/treatment * Age Specific Care: Young Adulthood + 11/04/09 EMW A
options. and resources/support groups 1. Assess patient’s self-perception for
that may be beneficial to themselves motivation.

and their family.

The patient will be able to make an
informed decison about their health
care

2. Assess body image.

3. Assist with identifying useful coping
mechanisms and support systems.

4. Encourage to talk about
illness/injury - how it may affect
plans. family/finances.

5. Encourage patient and family in
decision making and patient care, if
wanted.

6. Educate re injury prevention and
healthy lifestyle.

<tnd of text>

- PROTOCOL . AGF 18-40

CARE GOALS: Dominion PHP Adult A 11704709 EMW R i ;

Related to the following Standards of '

Care:

1. Patient Care/Nursing Process

2. Patient Education

3. Patient Dyscharge Planning

4. Patient Safety/Infection Control

5. Patient Rights

*A*‘k’k*****'A‘kaDALS**'k******‘k**k****k

1. The patient will receive care which
reflects an ongoing process of
interdisciplinary care based on
their specific care needs. Coping
responses to PHP Program will
be assessed and addressed.

2. The patient and/or significant
others can expect to be invalved in
the Treatment Plan with attentian
to cultural. religious  and
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spiritual, betiefs privacy and
confidentiality.
3. The patient and/or significant
others will participate in the
process of coordination of
resources in preparation far
discharge.
4. The patient and/or significant
others will receive teaching about
the nature of their health
conditions. procedures. treatments.,
self care and post discharge care.
Verbalization of questions and
concerns will be encouraged.
5. The patient and significant others
will have their environment and
care managed to minimize risk to
themselves and others.
6. The patient will be supported in
their effort to retain personal
identity. self worth and patient
rights.
<tnd of text>
——- PROTOCOL - SOCMHPHP.
* Standards of Practice A 111/04/09 EMW
* CARE AREA STATEMENT: PHP Adult + 11/04/09 EMW 11704709 1548|. at end of each day A
~DOCUMENT AT END OF EVERY SHIFT~~
<End of text> To be documented every shift. to review
current Pt. problems and to verify that
the PHP Adult Patient Population Care
Standards have been followed.
- PROTOCOL - SOCMHPHP
STANDARD: DOMINION HOSPITAL PHP A 11/04/09 EMW
Care Standards related to the following
care goals:
1. Patient Care/Nursing Process
2. Patient Education
3. Patient Discharge Planning
4. Patient Safety/Infection Control
5. Patient Discomfort/PAIN
6. Patient Rights
—- PROTOCOL - SOCMHPHP e N
* The patient will receive care which A 11704709 EMW
reflects an ongoing process of * VS: Monitor + 11/04/09 EMW 11704709 1548|.X 1 on admission A
interdisciplinary care based on the * MH Psycho-Educational Group + 11/04/09 EMW ﬁ
patients specific needs and the * CARE PLAN : MH ADDITIONS + 11/04/09 EMW A
PHP Patient Population Standards —Use in place of Add Interventions~~
of Care. These will include those needs Allows customization of Patient Care
which are age-specific. Coping Plan.
responses will be assesses and * Preceptor Documentation Co-Sign + 11/04/09 EMW A
addressed. * MH SW Group Therapy Session + 11/04/09 EMW A
* ASSESS: Weight as Ordered and Record + 11/04/09 EMW A
x A
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11/04/09 1548
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* The patient and/or significant others
Can expect to be involved 1n the plan
of care with attention to cultural and
religious beliets. communication
barriers. privacy dand confidentiality.
Effective commurncation methods are
utilized tor the hearing and speech
impaired as well as barriers to
language .

* The patient and/or significant other
will receive teaching about the nature
of their hedlth condition. procedures.
treatments. self care and post
discharge care. Verbalization of
questions and concerns will be
encouraged

Patient and/or sigmificant other will
participate in the process of
coordination of resources in
preparation for discharge.

The patient will receive care which will
reflect a safe environment. Infection
control needs will be assessed and
addressed. Care will be given in a
controlled environment to reduce risk
of injury or further iliness.

The patient will be supported in their
effort to retain personal identity.,
self worth and patient rights.

Participates in age appropriate

activities and programs at level of

activity. Able to identify daily.
evening. and weekend treatment goals
with minypal assistance
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* EDUCATION: Interdisciplinary +

ALSO:

* To be done on Admission *

* Psychosocial Assessment std +

* ASSESSMENT: AT Evaluation +

* DISCHARGE: Complete Discharge Form +
Complete paper form-when going home

Admission Initial Safety Assessment +

11704709 EMW

11/04/09 EMW

11704709 EMW

11/04/09 EMW

11704/09 EMW

11704709 1548].

11/04/09 1548|.

JRECTIONS

* To be done on
Admission *

1X

eTe

STANDARD; DOMINION HOSPITAL WIDE CARE
Care Standards related to the following
care goals:

Patient Care/Nursing Process

Patient Education

Patient Discharge Planning

Patient Safety/Infection Cantrol

Patient Discomfort/PAIN

Patient Rights

o s WM

C 11/04/09 EMW

11/04/09 EMW

* The patient will receive care which
reflects an ongoing process of
nterdisciplinary care based on the
patients specific needs and the
hospitals Patient Population Standards
of Care. These will include those needs
which are age-specific. Coping
responses to hospitalization will be
assessed and addressed.

* The patient and/ar significant others

can expect to be involved in the plan

of care with attention to cultural and

religious beliefs. communication

barriers. privacy and confidentiality.
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