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Logistics:
-Med Psych is considered a medicine rotation, and is primarily considered a medicine service.  Patients can come here if they have an acute medical problems plus an acute psychiatric problem.

-Inpatient psychiatry is considered a separate hospital (who knows why).  That means that if you get someone from one of the psych units (or send someone to one), that is a discharge and readmit, along with needing a full H&P or discharge summary.

-Usually, you will have both a medicine attending and a psych attending.  If it's Dr. Kijewski, Abrams, or Aburizik they serve as both.

-All daily notes are in a medicine format and are cosigned by the medicine attending.  (I also include mental status exam and plans relating to psych issues).

-The psych attending will round with you but writes all their own notes.

-The team is two interns and a senior resident.  The senior is always categorical medicine or med/psych.  The interns are preferentially categorical psych, Neuro, family med/psych, or internal med/psych, but every so often a categorical medicine intern shows up.  For the family med/psych residents only, they may do the rotation as a PGY2 instead of as an intern.

Hours and Timing:
-Officially, interns show up at 07:00 and finish at 18:00 on weekdays.  You get sign out from night float at 07:00 then start pre-rounding.  Night float will then come back at around 08:00 or 08:30 to staff any overnight admits.  This is pretty much like 6RC.

-At 18:00, you sign out to the night float intern (a medicine intern).  Night float covers both Med-Psych and the Heme-Onc service (which is on 4JP), so sometimes sign-out happens later if Heme-Onc gets to them first.  Try hard to sign-out first.  Almost invariably your patients are more tucked in, less likely to crump at night, and can be signed out faster.  Heme-Onc sign out takes forever.  The medicine chiefs have made it a big deal to sign out in person (not over the phone) so you may end up walking over to 4JP to sign out.  The signout is printed daily and handed to the night float person when you go sign out with them, so make sure you update that before 18:00 (just like 6RC).

-You take admits every day until 18:00.  After this calls go to the Night Float senior/intern.

-The night float rotation is an every other day rotation, and it is also a 2-week rotation, so the person you sign out to will alternate daily and then the pair will change completely halfway in.

-The following changes happen on the weekends: The senior will take one of the two weekend days off.  The other weekend day they can leave whenever rounds are done.  Similarly, the two interns each pick one weekend day to leave early.  The intern leaving signs out to the other intern and only one stays till 18:00.  If the intern needs help, the night float medicine senior (who covers 3BT, 4JP, as well as consults) does a 30 hour shift on weekends so the intern can page them for help (pager 3910).

-In addition, interns pick an additional full day off a week.

-With that in mind, the intern is best off picking a weekday to be the one day off a week.  That way they get that day plus half a weekend day.

-Each weekday, discharge rounds happen at 08:00.  This is when you guys, the social worker, the nurse manager, and the pharmacist sit down and discuss who is ready to move to where that day (this is like when the nurse navigators and social workers visit the team rooms first thing in the morning on 6RC).  On Tuesdays, it gets fancier as the OT and Rec therapist also come.

-After that you will round.  Exact style/logistics vary by attending.

Weird Psych-Specific Stuff: Here's where it deviates from most services you are familiar with.

-Med-Psych is a locked unit.  Which means patients can't just walk out.  That means everyone either needs to sign a voluntary consent form to be admitted, or is somehow legally bound to the unit.

-Legal binding happens in one of the following ways:

  -Emergency hold: Filed after hours by calling the magistrate on the phone.  Must give a diagnosis (generally you want to go with the old Axis I diagnoses, e.g. delirium or a psych diagnosis that is NOT a personality disorder or intellectual disability), and reason.  Reasons are generally risk of harm to self or others, such as being suicidal, being too confused/delirious to take care of themselves, making threats against others, or actually having attacked others.  Emergency holds last two business days.

  -Within those two business days, the psychiatrist (resident and/or Psych attending) must either get the patient to sign in voluntarily, or file for a mental health commitment.  Mental health commitments are based on the patient's county of residence.

  -After filing for commitment, a court date is set.  Court consists of a judge/arbitrator, attorney for the county and her witness (usually resident or the Psych staff), and attorney for the patient and her witnesses (usually the patient plus or minus any family).

  -Commitments must be to a specific facility, and may be inpatient or outpatient.  Usually you will just deal with inpatient commitments to UIHC.  Some patients you will seek to transfer the commitment to outpatient upon discharge (to ensure follow-up, or for "alternate placement" to a facility).

  -You can ask the psych staff (during the day), the psych consult service (for transfers), or the on-call psych resident (after hours) to take care of the holds and commitments, but you can also do it yourself (esp after hours, as the psych on-call resident has other stuff to do also).  You (or night float) can easily take care of people who are willing to sign in voluntarily.  There is a form called "voluntary psych admission (adult)" on The Point website.

-This is why every patient on med-psych needs an order called "Legal status" (this is part of the admitting order set).  If the patient is voluntary by guardian or DPOA, make sure there is paperwork showing guardianship/DPOA power scanned into Epic.

-Precautions: Similar to medicine precautions like fall precautions, there are psych precautions.  The ones you will use most frequently are suicide, self-harm, elopement (patient may try to escape), violence.  It's important to know that patients with elopement precautions can only wear hospital clothes and not their own clothes.

-Activity Levels: Everyone needs an activity level, because part of psychiatric treatment is groups and activity.  The activity levels are, in order from lowest to highest: Restricted - no activities, Supervised 1:1 - patient needs a 1:1 sitter, Supervised I - can do activities on hospital grounds with staff, Supervised II - can do activities outside hospital with staff, Supervised III - can leave the hospital to go out on passes with friends/family (they must be supervised the whole time by the friend/family member).  You will frequently see that a family member will come take a patient out on a pass (usually just to get off the unit, go to dinner, etc).  This requires an order, and the order is called "Therapeutic Leave of Absence."  In the comment box, put who the pass is with and for how long: e.g. "four hours with parents."  Patients CANNOT be higher than restricted activity if they still have orders for suicide, self-harm, violence, or elopement precautions.  Practically, this means discontinue the precautions when you increase someone's activity level.  Also be sure to discontinue precautions before you discharge somebody.

-Also, for the most part it is a good idea to put in a consult to occupational therapy (for coping skills groups) and recreation therapy (for activities) for all admits.  Don't do this for violent patients or patients who are too psychotic to handle it.

-Treatment Plans: This is some kind of requirement for psychiatric treatment.  Each day at discharge rounds the nurse manager will go over treatment plans (for new patients daily, for all patients every Tuesday).  Basically this asks each member of the team (physician, nursing, social work, and pharmacy) the goals for the patient.  Just pick what sounds good and applicable.

-Code Green: is a behavioral code, meaning patient is agitated/combative/doing disruptive/dangerous stuff.  Not as emergent as a code blue, but psych nurses, security, and various others show up to code greens and try to address the problematic behaviors, be it with soothing talk, medications, or physical restraints.  Since Med-Psych is a psych unit, you must respond to code greens on the unit during the day.  At night the on-call psych resident will respond.  (You may be familiar with these having seen them called on other units).

-Behavioral restraint orders are only good for 4 hours (medical restraints last 24 hours).  They must be re-signed every 4 hours if restraints remain necessary.

-Med-Psych has one "quiet room" or "QR" for seclusion.  This is for patients who are so agitated that they cannot be safely near other people.  QR is considered a form of restraint (they may also restrain someone to a bed and then put the bed in the QR).

-Moving patients to Psychiatry - will be something you wish you could do more, because chances are the acute medical problem will be resolved before the acute psychiatric problem.  Unfortunately the 58 inpatient adult psychiatry beds are almost always full.  Transfers are coordinated through the psychiatry triage staff of the day (not Supertriage; page 5788 instead).  There are three inpatient psychiatry units besides 3BT: they are on 1JPW (primarily mood disorders, this is also the only psych unit eating disorder patients go to), 2JPW (primarily psychosis), and 2JPE (primarily geriatric) (there is also a child unit but that is not relevant to med-psych).  In reality all three units have a mix of patients because a bed is a bed.  But each unit also has a personality.  For example 2JPE will usually refuse the more violent patients to protect their geriatric patients.

-Generally, the metric for gauging a patient's ability to go to inpatient psychiatry is that they are medically ready to be discharged.  Inpatient psychiatry CANNOT do IV meds or even fluids (this is a hard rule that is true here but not necessarily of other psych units elsewhere).  They have some limited ability to do tube feeds and trach cares (1JPW has done this for some eating disorder patients).

-Past Psychiatric History - when taking the history, good things to ask on this are # of past suicide attempts, # of past psychiatric hospitalizations, medications they have tried, which ones they thought worked well, and who their current outpatient psychiatric provider(s) is.  Ask about access to firearms.  Make sure to screen for history of mania in anyone who is depressed.  Use DIGFAST.

Patient Load:
-The unit holds 15 patients, so each intern will range 7-8 patients each.  If you have a sub-I it could be fewer as sub-I patients may be taken care of by the senior, but your mileage may vary.

-Some of your patients come from the ED, some as transfers from outside.  A few come after code greens or psych consult gets called on them on other units.  A good number of them come as MICU transfers after suicide attempts and/or overdoses.

-There is a fairly good mix of psychiatric problems, as well as medical problems.  You probably get a disproportionately high number of alcohol withdrawals and delirium, along with the suicide attempts, but there is some of everything.

Admitting:
-Admissions are decided almost entirely by Supertriage; sometimes Psych triage gets a say (from the ER) or psych consult sends people (from other units).

-There is an order set called Med-Psy admission which has most of everything you need in it (legal orders, psych activity level, etc).

-Within this order set is a handy order set for alcohol withdrawal.

-It is almost never a bad idea to click the "medications for severe agitation" box - this gives the nurses the ability to give PO or IM haloperidol for agitated patients.  The box for "agitated" orders lorazepam which you may want to think a bit about before clicking.

Other Administrative Stuff:
-Psych attendings don't work weekends (unlike medicine attendings), so expect someone different to show up and cover on the weekends.

-Discharge summaries must be done and SIGNED BY THE ATTENDING before a patient leaves.  This is different from 6RC.

Special Considerations for the Senior:
-There is an activity called "MIMIC" every day at 13:00.  It stands for something but no one remembers what.  Basically, the senior talks to the nurses about all the patients.  This is where the nurses get to tell you observations about the patients (which is something that happens every morning on general psychiatry, as the nurses are watching the patients more carefully than you will be).  They also ask for orders to be clarified / cleaned up during this time.

-If you go to the Epic Dashboard, on the right under "Weblinks," there is one called Super Triage Review.  Use this to file reports to complain about inappropriate admissions.  We end up getting a lot of ER dumps for intoxicated people, people who only have a psych issue, or people who only have a medical issue.  Put yourself as the "Review Requestor."
