ACBHCS QA “Train the Trainer” Training:
Mental Health Service Authorization,
and Records Auditing Compliance Standards.
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09:00 - 09:15:

09:15 — 09:30:

09:30 - 10:30:

10:30 - 10:45:

10:45 - 11:15:

11:15 - 12:15:

12:15 - 12:30:

12:30 - 01:00:

01:00 - 02:30:

02:30 - 02:45:

02:45 - 03:30:

03:30 - 04:00:

04:00 - 04:30

Introductions: slides 1 — 6
System of Care Audit—2015 Q4 Findings: slides 7- 17

CQRT Authorization Process, Medical & Service Necessity, and MH
Assessment Requirements: slides 18 - 48

Break

Client Plan Requirements: slides 49 - 61

Client Plan Examples: slides 62 — 78

Progress Notes: slides 79 - 83

Lunch

Procedure Codes I: slides 84 +

Break

Procedure Codes II : through slide 121

Lock-outs, Claims Disallowances, Minor Consent, Resources: slides 122- 125

Wrap-up, Post Test, Evaluation, and Training Slides 126 - 198



Training Objectives

* CORT Chart Auditing & Authorization Process

o Understand the purpose of the CQRT and its function in improving
compliance with documentation standards.

o Understand the distinction between the Clinical & Quality Review.

o Understand the expectations of how to prepare and participate in
Alameda County BHCS CQRT meetings. Understand the forms and
paperwork necessary to participate in Alameda County BHCS CQRT
meetings.

o Understand the Clinical Review Cycles of charts and how they guide
clinical practices.

o Be able to facilitate and/or improve ongoing internal Clinical Quality
Review Teams.




Training Objectives




inical Documentation o
Standards Manual

Alsmeda County Behavioral Health Care Services (AGBHGS)

CQRT Manual

This polcy sacfion dafines fhe socedores and  minimum  standads for

ard B Behaviomar Heakh Plan's Prowvicer




(See Scope of Practice Handout

LPHA—Licensed
LPHA—Registered or Waivered

MH Graduate Students (aka Trainees)

MHRS

Adjunct & Other Staff

Consumer Workers
Family Partners



AUDIT TOOLS &
OUTCOMES OF 2015
4™ QUARTER SYSTEM

. OF CARE AUDIT
®

‘ Presenters: Donna L. Fone, MFT, LPCC
® Tony Sanders, PhD
‘ ACBHCS Quality Assurance Office




MENTAL HEALTH SocC AUDITS

» 10-30 Children’s Charts
» 10-30 Adult Charts

» 3-month audit period

» Performed quarterly

» Audit report packet made available
to entire system after provider
appeal period (client & provider
iInformation is de-identified)




ACBHCS CHART AUDITS

* Quality Review

v Review of entire chart to assess for
guality of care & documentation

* Claims Review

v'Review of each individual progress
note to see If it substantiates claim




THE QUALITY REVIEW

o0 9 areas of the Quality Review include:
v Informing Materials
v Screening
v Medical Necessity
v Assessment
v Client Plan
v Special Needs
v"Medication Log, Med Consents, E/M
v Progress Notes
v Chart Maintenance




EGULATORY
OMPLIANCE TOOL

o Quality
Review
ltems are
also listed
on the
Reqgulatory
Compliance
Tool
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PRELIMINARY OUTCOMES FROM

MH SOC AuDIT — 4™ QUARTER 2015

Claims Compliance by Age

Table #1: Claims Comphance by Age

Population

Number of

Allowed Claims Disallowed Percent
Claims Claims Comphliant
All 494 429 63 87%
Children 265 237 28 80%
=18 yrs.
Adults 229 192 37 84%

=18 vrs.




PRELIMINARY OUTCOMES FROM
MH SOC AuDIT — 4™ QUARTER 2015

Claims Compliance Results by Chart

Table #3: Claims Compliance Results by Chart

Number of Charts Charts % Compliance Percentage of Total
13 95— 100% 52%
3 85 —094% 12%
1 75— 84% 4%
5 65 — 74% 20%
3 <63% 12%




PRELIMINARY OUTCOMES FROM
MH SOC AuDIT — 4™ QUARTER 2015

Claims Compliance Results by Provider

Table #4: Claims Compliance Results by Provider
Number of Providers Average Chart Compliance Percentage of Total
10 95 — 100% 50%
4 85 —-94% 20%
2 75— 84% 10%
2 65— 74% 10%
2 <63% 10%




PRELIMINARY OUTCOMES FROM MH SOC AuUDIT — 4™ QUARTER 2015

Reasons for Claims Disallowance

Reason for Recoupment Frequency
Service modalitv (med services, case mgt, etc.) is 14
not indicated in Client Plan.

No Client Plan in effect at time of service delivery 14
(missing staff signatures, etc.).

Non-hillable activitv (supervision & vocational 12
related).

Progress Note missing_ 6
PN does not include Provider's intervention. i)
Service claimed while in a lock-out setting (psvch 3
inpatient, juvenile hall, etc.).

Non-billable activitv: clerical/'admin/voicemail ‘no 4

show/scheduling appt.
Service claimed (PN) doesnot relate back to current | 3
MH Objective in Client Plan.

Service provided is outside scope of practice of
person performing the service.

Duplication of services

PN does not meet medical necessitv-not a MH
service

Incorrect Service Code.

No Client signature on Client Plan for date of
service claimed, or reason why not.

]

[ Iy

Non-billable activity: pavee related. 1
Non-hbillable activitv: transportation related. 1
Non-billable activitv: completion of Mild-Moderate- | 1
Severe Screening Tool




PRELIMINARY OUTCOMES FROM MH SOC AuUDIT — 4™ QUARTER 2015

Disallowed MH Service Modality by Frequency

Table #6: Disallowed MH Service Modality by Frequency

Disallowed MH Services by Modahty

Number of

Percentage of 65 Total

Claims Disallowed Claims

Case Management - Brokerage 19 29%
Plan Development 13 20%
Individual Rehab g 12%
Med Mgt by RN 6 9%
E/M Med Services 5 8%
Collateral 5 8%
Psvchotherapv 3 5%
Behavioral Ewval 2 3%
Med Training/Support 2 3%

Psvch Diag Ewval 1 1.3%

Group Eehab 1 1.3%




TOP 10 QUALITY REVIEW ITEMS THAT
NEED ADDRESSING THROUGHOUT SOC

# Ten important gualitv non-compliance items were:
o MH Assessments and Client Plans were not completed initially, OR rewritten

(annually), within required timeframes.
o Mild-Moderate-Severe Screening Tool and/or CFE/CANS/ANSA were not
completed.
Safetv Plans (or objectives) were not completed for DTS/DTO.
Cultural Linguistic/Phvsical needs were not assessed and/or addressed.
Informed Consents for Medications were not done, or were missing elements.
Progress Notes did not include: the required components (P/BIEP). were late, or
illegible.
Required signed Eeleases of Information were not present.
o The ACBHCS required “Informing Materials Signature Page™ was not fullv
completed.

o oo o o

Q

o Assessments were missing kev elements such as Developmental Historv (for
vouth), allergies, medical historv (phvsical health), all 7 substance use areas, etc.
o No documentation that the client was offered a copv of the Client Plan.




The primary purpose of the CQRT is to review
medical necessity, service necessity, review the
quality of the chart documentation, and
authorization of services for the next treatment cycle.

CQRT committees meet a minimum of one time per
month.

For ACBHCS run CQRT meetings: only licensed,
waivered, or registered LPHA’s (Licensed Practitioner of the
Healing Arts) are permitted to participate in chart review and
authorization of services.
It is strongly advisable that an agency’s staC];f erson who is
charged with Quality Assurance oversight, and for running the

agency’s internal CQRT meeting also be a person who meets the
above criterion.




CQRT (Clinical Quality Review Team) Chart
Auditing & Authorization Process cont.

» Charts are reviewed based on the date of the case episode opening.

The review cycle begins on the first of the month in which the
episode was opened.

o Outpatient services are reviewed at 60 days and annually.

January Jan 1-Dec 31 December 12/1
(e.g. 1/15)
February Feb 1-Jan 31 January 2/1 1/1
(e.q.2/2)
March Mar 1-Feb 28 February 3/1 2/1

(e.g. 3/30)




» Charts must contain all of the elements required b
Medi-Cal Documentation Guidelines. The best tools
to keep you in compliance are the Documentation
Manual and page 2 of the CQRT forms (also known
as the Regulatory Compliance Tool)

» The Clinical Review (see yellow highlights on
Regulatory Compliance Tool) ensures that ongoin

Medical & Service Necessity has been documented.

Is there an c?mgleted Assessment with Medi-Cal Necessity & a
Treatment Plan:

Is there evidence that progress is being made toward the

goals/objectives anc? 1sp thg client 1s e%gﬁttmg rom treatment?
Are1 the required dated signatures on the Assessment, Treatment

Plans, Progr és Ngtes, ommunity Functm{l

Eva uatlonsf3 ANS, and Intorming Material page?




CQRT (Clinical Quality Review Team) Chart
Auditing & Authorization Process cont.

The Quality Review is a comprehensive review
of the chart (15% of all charts brought to
CQRT):

The chart is reviewed using the complete Regulatory
Compliance Tool.

There must be a continuity (“Golden Thread”) between the
Assessment & Included Medi-Cal Diagnosis, the
Treatment Plan Mental Health Goals & Objectives, and
the interventions documented in the Progress Notes.




It i1s recommended that QA lead stafft
review charts with prior to their scheduled
CQRT to give feedback and ensure timely
authorizations.

In the BHCS CQRT, charts with deficiencies
must be corrected and returned the following

month when:

Medical Necessity has not been established
Assessment or Client Plan Missing

Signatures Missing on Treatment Plan
Authorization is pending completion of above.
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CHILDREN'S MENTAL HEALTH SERVICES Clinical/Quality Review A
w04.15.2015
Complete the following: 13. Focus of Treatment (Addres: Barriers ta Lower Laval of Care, Prychalogical imes, Rk (s) to CBent ar Otbers, Ca.Oceurring Tsoes et )2
1. Date 3. Reporting Uit
1 ClientNsme_ f. Clinicam___
3. ClientInsysts;_ 7. Episode Opeming Date___
b 4. Provider Prozram Name,_ 8. AuthorizationCvdle
- 14. ListFroposed Intervenfions (ie. CET, MI. I a Rk hus been ideniified inchode bow these willbe sssessed and comtained )
Request for {check 511 that applvi:
9 Mental Health Services
O Individus] Psvchotherapy Frequency miAsNezded 0 Duration
O Iudividus] Rebabilitation Frequency miAsNeded 0 Duration
O Medication Services Frequency miAsNedzd 0 Duration
O CaseManazementBrokersge Frequency miAsNesizd O Durstion 15. Azency Clinicis: Recommended Approvel: O Yes O No
O Family Prychotherspy Frequency miAsNedsd 0 Duration Sizusture Credentisls
Group Services
O Family Colliterdl Group Frequency widsNesdsi 0 Daration 16. Azency Supervisar; Recommended Approval; O Yes O No
O Multi-Fomily Therspy Frequency uisVeied 0 Dumtinn Sznature Credentls
O Pychotherspy Group Frequency wiAsNeedd 0 Dumiow | | IT.CORTReviewer: Recommended Approval: O Yes O N (30 Dav Return)
O Rehsbilitation Group Frequency midsNedsd 0 Duration Sizuature'Credentisls
10. Dav Trestment Services (check a0 that spplvi: 18. OFull Authorization - Start Date: _ EndDafe_
Tntensive: 0 90 Days (3 mouths) Rehabilitative: 0180Davs (6 months) 19.30 Tiav Returns:
030 Day Authorization - Chart to be returned fo CQRT:___
11 Dischar Resdines Criterin & Tenttve Date N0 Authorization - Chart fo berefurned to CQRT:_
10.CORT Chair Conments;
12. Medical Necessity- (Mo Cal Inchoded Disguosks; Suppert for Frimary Dinzmests, Impsirments to Fu ioming:
11, Chart fo bereturned 1o CQRT - Date___
11.CORT Chair Sizunsture/ Credentish: Dite;
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The Golden Thread




Medical Necessity criteria for outpatient Specialty
Mental Health Services are set forth in the
California Code of Regulations, Title 9, Title 22;
Code of Federal Regulations, Title 42, MHSD
Information Notices and DHCS/MHP Contract.

In order for outpatient Specialty Mental Health
Services to be reimbursable through the Medi-Cal
Program, all three of the required medical
necessity elements must be applicable and be
documented in the beneficiary’s record.




Medical Necessity Criteria (1 of 3)

» Must meet the following three:

1. An included diagnosis

(See Medical Necessity for Specialty Mental Health Services handout.);
effective 10/1/15 it is required that the medical record reflect both the ICD-
10 and DSM Diagnosis.

Having a diagnosis that is not “included” does not exclude a client from
having his/her services reimbursed AS LONG AS

o They also have an “included” diagnosis as the primary
(FOCUS OF TX) diagnosis, and services/interventions
are directed toward the impairment resulting from an
“included” diagnosis.




MH Assessment
Step 1 of the Golden Thread continued

* The Primary Diagnosis is the Medi-Cal Included diagnosis
that is the PRIMARY FOCUS OF TREATMENT.

The Primary diagnosis in the clinical record must match the
primary diagnosis in INSYST to ensure an accurate clinical
snapshot

All diagnoses must indicate both the DSM and ICD-10 Dx’s

If the Diagnosis is revised you must update INSYST




STATE DEPARTMENT OF MENTAL HEAI TH MEDI-CAL MANAGED CARE )
Medical Necessity for Specialty Mental Health Services &
that are the Responsibility of the Mental Health Plan

Must have all, &, B, and C: I’

A, Diagnoses A
Must have one of the following DEM IV diagnoses, which will be the focus of the intervention being provided:
Included Diagnoses: Excluded Diagnoses:
=  Pervasive Developmental Disorders, except =  Mental Retardation
Auhstic Dhisorder which 1= excluded. = Learning Disorders

= Attennon Deficit and Distuptive Behavior = Motor Skills Dizorder
Duzorders =  Communication Disorders

= Feedmg & Eating Disorders of Infancy or Early = Autistic Disorder (Other Pervasive
Childhood Developmental Disorders are inchudad)

=  Elmunation Dhisorders = Tic Disorders

= Other Disorders of Infancy, Childhood, ar 2 Delirium, Dementia and Ammestic and
Adolescence other Cogmtive Disorders

=  Schizophremia & Other Psychotic Disorders = Mental Disorders due to a General

=  Mood Disorders Medical Condition

= Apmety Disorders = Substance-Falated Dizorders

=  Somatoform Dhsorders = Sexmal Dhysfunctions

=  Facttious Chsorders = Sleep Disorders

= Dassociative Disorders = Antisocial Personality Disorder

=  Paraphilias = Other conditions, including V-codes, that

=  (zender Identity Dizorders may be a focus of Chnical Attention

=  Eating Disorders (Except medication induced movement

=  Impulse-Control Disorders Mot Elsewhere disorders which are included.}
Classified

=  Adjustment Disorders A beneficiary may receive zervices for an

=  Personality Disorders, excluding Antisocial I'.II..L‘]Ild.Elli ﬂ..l'agnnsis when an excluded
Personality Disorder diagnozis iz alze prezent.

=  Medication-Induced Movement Dizorders

E. Impairment Criteria

Must have one of the following as a result of the mental disorder(z) identfied in the dizgnostic (A7) cntena:

Must have one, 1, 2, or 3:

1. A sipmficanf impairment m an impertant avea of Life fanchoming, or

2. A probabulity of sigmificant detenioration in an mmportant area of life functioming, or

3.  Chuldren also gualify 1f there 1z a probabality the child will not progress developmentally as mdividually
appropriate. Children covered undsr EPSDT qualify if thew have a mental disorder which can be comected
or ameliorated (cwrrent DHS EPSDT regulations also apply).

C. Intervention Related Criteria

Must have all, 1, 2, and 3 below:

1. The focus of proposed interventfion 1s to address the condition identified in impairment eriteria “B™ abowve,
and

2.  Itis expected the beneficiary will benefit from the propozed intervention by significantly dimimishing the
Impairment, or prevenfing significant detertoration in an important area of Life funciioming, and/or for
children 1t 15 probable the child will progress developmentzally as indrvidually appropriate (o1 if covered by
EPSDT can be corrected or ameliorated), and

3. The condifion would not be responsive to physical healtheare based treatment.

EPS5DT beneficiaries with an included diagnosiz and a substance related disordsr may recerve specialty mental health
services directed at the substance use component. The intervention must be consistent with, and necessary to the
attainment of, the specialiy MH treatment goals.
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MEDI-CAL INCLUDED DIAGMNOSIS -
295 .10 Schizophraenia, Disorganized Type IO 3 Transwestic Fetishisnm ]
295 20 Schizophrania, Catatonic Type F0O2 3 Exhibiticnisrm ]
295 30 Schizophrenia, Paramocid Type FO2 & Gender ldentity Disorder NMOS » ]
295 .40 Schizophreniform Disord er Ioz Bl Fetishismn e ]
295 &0 Schizophrania, Residual Type FOo=2 B2 oy sEwrisrnm \ 1
295 70 Schizoaffective Disorder FO2Z2 B3 Sexual Masochism
295 S0 Schizophrania Undifferentiated Type IO B Sexual Sadism ]
296 00 Bipolar | Discorder Simgle Manic Episode FO2 8B5S Gender ldentity Disorder im Adolescents or Adults
256.01 - 06 Bipolar | Disorder I0Z.BES Frottewrism
2596.20 el = FMajor Depressive Disorder Simgle Episods I0Z2.2 Paraph S Sexual Disorder MNOS
256.20 =6 FMajor Depressive Disorders, Recurrent 07 . L Ancrexia Mervosa
2596 .40 Bipolar | Disorder Most Recent Episcde Hypomamic IOTF. .3 Stersoty pic Mowverment Disorder
296 .40 G Bipolar | Disorder Most Recent Episode PRMamnic FO0O7F S0 Eating Disordser NOS5
296 .50 56 Bipolar | Disorder Most Recent Episcd e Depressad FO7F. 51 Bulimia Mervosa
296 &0 =1 Bipolar | Disorder Most Recent Episod e P ixed FO7F 52 Pica
2967 Bipolar | Disorder, Meost recent episode Unspecified FO7. .53 Rumimationm Disord=r
296 20 Bipolar Disorder MOS FOT7 55 Feeding Discorder of Infamoy or Early Childhood
296 853 Bipolar 1l Visord er 0T & Enuresis (Mot Dus to a Seneral Medical Condition)
296 .90 hAocod Disord=r NOS FO7F.F Encopresis Withowut Constipation ncontimence
297 1 Crelusional Discrder FJO7F 80 Pain Disorder Associated With Psycholagical Factors
297 3 Shared Psychotic Disorder FO7F 8BS Pain Disorder Associated with Psych 8 PMedical Conditicn
298 8 Brief Psychotic DNiscrder FOE_ 3 Acute Stress Disorder
298 .9 Peychotic Disorder MNOS 309 .0 Adjustment Disorder With Depressed Pood
299 10 Childhood Disintegrative Disorder FJ09 21 Separation Anxiety Disorder
299 80 Asperger's Disorder/Rett’'s Disorder J09 24 Adjustment Disorder With Sunoxciety
299 80 Pervasiwve Dewvelopmental Disornder NOS F09 28 Adjustmment Disorder With Micced PFBood
2000 An=xiety Disorder NOS J09.3 Adjustment Disorder '"With Disturbance of Comduct
2D .01 Panic Disorder Withowut Agoraphobia 209 .4 Adjustment Disorder 'YWith Mixed Emotions & Condwct
FED D2 Generalized Anxiety Disorder FJOo9 81 Posttraumatic Stress Disorder
=0 .11 Conwversiion Drisorder F09 . 9 Adjustment Disorder Unspecified
D12 15 Crissociative Amnesia F11 Crepressive Disorder MNOS
FD 1 & Factitious Disorder wiPredominanthy Psychologica F12 30 Impulse-Control Disorder RIOS
20015 Factitious Discorder MNOS 212.21 Pathological Gambling
F0 .21 Panic Disorder With Agzocraphobia F12 3 Kleptomania
F0 22 Agoraphobia Withowt History of Fanic Disorder F12 33 Pyromamia
JID. 23 Social FPhobia 312 .34 Imtermittent Explosive Disorder
I .25 Specific Phobia 312 .39 Trichotillomania
=D 3 Dbhsessive-Compulsive Disorder F12 8 Conduct Discrder
=D 3 Crwsthymic Drisorder F12. 9 Crismruptive Behawior Disornder MOS
FD & Crepersonalization Disornder FI1z3 =23 Selaective MMutisom
=0T Body Dysmornphic Disorder/Hypochondriasis F13 81 Dppositiconal Defiant Disorder
FD _E1 Somatization Disorder/Somatoform Disord er F13 82 ldentity Froblem
J01.0 Parancid Personality Disorder 1=z .89 Reactive Attachment DVisord er
J01.13 Cyclothymic DVisorder I1=z.= Crisorder of Infancy, Childhood, or Adolescence NOS
204 .20 Schizoid Fersomality Dizorder 21400 Arventicon-Deficit/Hyperactivity Disorder, Inattenmtive
201 .22 Schizotypal Personality Disorder 21401 Arventicon-Deficit/Hyperactivity Disorder Combined
Fo1. 4 D bhsessive-Compulsive Personality Disocrder Fi194.9 Arventicon-Deficit/Hyperactivity Disorder NOS
F01 .50 Hisvtriomic Personality Discrder FI32_1 Meurcleptic-lnduced Parkinsonism
FOo1l & Crependent Persomality Disorder EEE Fedication-Indwuced Postural Tremmor
F01 81 Marcis=sistic Personality Drisord er EEE=r Meurcleptic-lnduced Acute Dystonia
FOo1. 82 HSAwoidant Personmality Disorder ey Meurcleptic-lnduced Tardive Dyskinesia
F01 83 Borderline Persomality Disorder F32= 90 FA=edication-Induced PMowerment Disorder MNOS
= Personality Disord=r NOS I3 9 Meurcle=ptic Malignamt Synmdrom =
IO > Pedophiilia EEENR-1-] Meurclepric-lnduced Acute Akarhisia

Fa8T7.a Encopresis, With Constipationy/inconmtinencs




2. A qualifying impairment (meets one of the following)
A significant impairment in an important area of life functioning

A reasonable probability of significant deterioration in an
important area of life functioning (without treatment)

For EPSDT (children < 21 yrs): a reasonable probability that a
child will not progress developmentally as individually
appropriate;

If the client has had recent (within the last 3 months) h/i, s/I, or
other high risk conditions, it must be noted in the MH Assessment,

and an objective — or preferably Safety Plan — created for treatment
purposes.



Medical Necessity Criteria (3 of 3)

3. And a qualifying Intervention (ineets all three of the
following)

1. The focus of the intervention is to address the condition of the
impairment resulting from the included diagnosis

2. The expectation is that the proposed intervention will meet one
of the following:

Significantly diminish the impairment, or
Prevent significant deterioration, or

Allow the child to progress developmentally as individually
appropriate,

3. And the conditions would not be responsive to physical
healthcare treatment.




The Initial Assessment (due* within 30 days of EOD)
& the ongoing Annual Assessment (done within the
month preceding the EOD anniversary month)
documentation establishes Medical Necessity.

The Client Plans due* within 60 days (include EOD as
day 1) and annually thereafter which are based on the
Initial Assessment and ongoing assessments.

Progress Notes must contain evidence that the services
claimed for reimbursement meet Medical Necessity by
linking to a specific current MH Objective.

*For outpatient specialty MH services, see Clinical Doc Manual for exceptions: FSP, & time
limited programs.



All clients must now be screened for Mild to
Moderate vs. Moderate to Severe criteria.

Screening is done upon referral and before Annual
Assessment, at either point:

If the client does not meet Moderate to Severe criteria they must
be referred out to a Beacon Provider.

See ACBHCS/Providers/Forms/Access/Screening
for MH Services

http://www.acbhcs.org/providers/Forms/Forms.htm#Access



http://www.acbhcs.org/providers/Forms/Forms.htm#Access

Adult Behavioral Health Screening Form for Assessment and Treatment as Medically Necessal

MEMBER INFO

Beneficiary Name: ’ Date of 8irth: __/ / Om OF
Medi-Cal # (CIN): Current Eligibility: [J Yes OnNo Language/cultural needs:

Address: City: Zip: Phone: | )
Caregiver/Guardian: Phone: ( )

Behavioral Health Diagnosis 1) 2) 3)

Is provisional diagnosis/diagnosis an included diagnosis for MHP services [] Yes [JNo [Junsure

Documents Included: [] Required Release of Info completed [] MD notes [JH&P [ Assessment [] Other:

Primary Care Provider Phone: | )
List A (check all that currently apply) ‘ List B (Check all that currently apply) List C

[ Drug or alcohol
addiction and

[ Persistent mental health symptoms & impairments | [J 2+ in-patient psychiatric hospitaiizations within
after psychiatric consult and 2 or more medication past 18 months

trials in past 6 months O Functionally significant paranoia, delusions, failed SBI

[0 Co-morbid mental health and serious health hallucinations** (scregning & d
condiitions (specify below) [ current & on-going suicidal/significant self- brief infervention

[ Behavior problems (aggressive/assaultive/self- injurious/homicidal preoccupation or behavior in at primary care)
destructive/extreme isolation) (specify below) past year (specify below)

[ 3+ ED visits or 911 calls in past year [ Transitional Age Youth with acute psychotic

[ significant current lie siressors [e.g. homelessness, episode
domestic violence, recent loss] (specify below) [ Eafing disorder with related medical

[ Hx of trauma/PTSD that is impacting current complications
functioning** O Personality disorder with significant functional
impairment**

[J Non-minor dependent

[0 May not progress developmentally as individually
appropriate without mental health intervention
(ages 18 fo 21 only)

Referral Algorithm

[ significant functional impairment (not listed
above) due fo a mental health condition**

1 | Remains in PCP care with Beacon consult or therapy only [1-2in List A and none in List B
- e [J3inlist A (2if ages 18-21)and none in list B OR
2kofenio HealinShelegles(oFcx(Boc] 422 2415) [CIbiagnosis excluded from county MHP
3 Refer to County Mental Health Plan for assessment [J 4 ormore inlist A (3 or more if ages 18-21) OR
(Fax - 510-346-1083) 1 or more in list B
4 | Refer to County Alcohol & Drug Program (1-800-491-9099) [ fromlist C
Referring Provider Name: Phone: (. )

Referring/Treating Provider Type [ PCP [ MFT/LCSW [ ARNP [] Psychiatrist [] Other
Requested service [ Outpatient therapy [ Medication management [ Assessment for Specialty Mental Health Services

Pertinent Current/Past Information (**Please specify current functional impairments in a core area of life due to the condition(s) checked) :

Current symptoms and functional impairments:

Brief Patient history:

Name and Title*(Print:) Signature: Date:____
*Licensed LPHA, MD, DO, NP, CNS, PA
For Receiving Clinician Use ONLY
Assigned Case Manager/MD/Therapist Name: Phone: (___)
Date communicated assessment outcome with referral source:

FINAL Alameda County Behavioral Health Care Services March 2015




Id 0 - 5 Behaviol reening Form for nt and Treatm Medic

MEMBER INFO

Patient Name: DateofBith: ___/_/  [Om [OF
Medi-Cal # (CINJ: Current Eligibility: Language/cultural requirements:

Address: City: Zip: Phone: (__)
Caregiver/Guardian: Phone: (____)

Behavioral Health Diagnosis 1) 2 3)

Is provisional diagnosis/diagnosis an included diagnosis for MHP services [] Yes [JNo [J Unsure

Documents Included: [] Required consent completed [JMD notes [JH&P [] Assessment [ Other:

Primary Care Provider Phone: (___)

List A (check all that apply) | List B (Check all that apply)
[ significant Parent/Child attachment concerns

[ impusivity/hyperactivity
[ child age 0-3 with at least 2 items from List A

O withdrawn/Isolative

O Mild-moderate depression/anxiety [ Aggression and/or frequent tantrums

O excessive crying; difficult to soothe [ Neglect/Abuse

[ significant family stressors * [ self-Harm: frequent head banging/risky behavior
[ cPs report in the last 6 months Clitdis

[0 Limited receptive and expressive communication skills

[ sieep Concems: difficulty falling asleep, night waking, nightmares

[ Peer relationship issues - little enjoyment or interest in peers; self- [ At risk of losing home, child care or preschool
isolating; frequent confiict with peers placement due to mental health issue

[0 reeding/elimination difficulties

[ Leaming Difficulties

[ Sexudclized Behaviors

[ serious medical issues/other disabilities

] May not progress developmentally as individually appropriate
without mental health intervention

[ Currently in out-of-home foster care placement

[ separation from/loss of primary caregiver

* Significant family stressors: Caretaker(s) with serious physical, mental health, substance use disorders or developmental
disabilities, domestic violence, unstable housing or homelessness.

Referral Algorithm

1 | Remains in PCP care with Beacon consult or therapy only 1 in List A and none in List 8
= N [J2in list A and none in List B OR
2| Referiio Heath Strategles(eFax (866) 422-3413) [Ibiagnosis excluded from county MHP
3 | Refer fo County Mental Health Plan for assessment Bf ;r: ;ree irianLliJs?BA OR
Referring Provider Name: Phone: | )

Referring/Treating Provider Type [ PCP [ MFT/LCSW [ ARNP [ Psychiatrist (] Other
Requested service [] Outpatient therapy [] Medication management [] Assessment for Specialty Mental Health Services
Pertinent Current/Past Information:

Current symptoms and impairments:

Brief Patient history:

Name and Title(Print:) Signature: Date:__
For Receiving Clinician Use ONLY

Assigned Case Manager/MD/Therapist Name: Phone: { )

Date communicated assessment outcome with referral source:

ALAMEDA COUNTY September 2014
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Child 6 -1 ioral Health enin f H nt and Tr icall

MEMBER INFO

Patient Name: DateofBith: __/__ /  [OM OF
Medi-Cal#(CIN): ____ CumentEligibiity: _____ Language/cultural requirements:

Address: City: Zip: Phone: (___)
Caregiver/Guardian: Phone: (___)

Behavioral Health Diagnosis 1) 2) 3)

Is provisional diagnosis/diagnosis an included diagnosis for MHP services [] Yes [JNo [JUnsure
Documents Included: [] Required consent completed [] MD notes []H&P [J Assessment [J Other:
Primary Care Provider Phone: {___)
List A (check all that apply) List B (Check all that apply) List C
L] 1 or more psychiatric hospitalization(s) in past

D Impulsivity/hyperactivity [ substance

O Traumalrecent loss yeo abuse

[ withdrawn/isolative [ suicidal/homicidal preoccupations or

[ Milg-moderate depression/anxiety behaviors in past year

[ 8ehavior problems (aggressive/self- [ self-injurious behaviors
destructive/assaultive/bullying/oppositional) [ Paranoia, delusions, hallucinations

0 significant family stressors * [ currently in out-of-home foster care placement

[ CPS report in the Iast 6 months

[ Excessive truan cy or failing school O Juvenile probation supervision with curent

placement order
[ pifficulty developing and sustaining peer i o
relationships [ Functionally significant depression/anxiety
[ Eating disorder without medical complications [ Eating disorder with medical complications
[ Court dependent or ward of court [ At risk of losing home or school placement due
[0 May not progress developmentally as individually “to mental health issues

appropriate without mental health intervention

* Significant family stressors: Caretaker(s) with serious physical, mental health, substance use disorders or developmental
disabilities, domestic violence, unstable housing or homelessness.

Refe Algo
1 | Remains in PCP care with Beacon consult or therapy only 1 in List A and none in List B
2in list A and none in List B OR
2 | Referto Health Strategles(eFax (866) 422-3413) =

[Ibiagnosis excluded from county MHP

[ 3 or more in List A OR

3 | Refer to County Mental Health Plan for assessment L1 or more in List B

4 | Refer to County program or community resources hinistc

Referring Provider Name: Phone: (____)
Referring/Treating Provider Type [ PCP [J MFT/LCSW [] ARNP [ Psychiatrist [] Other
Requested service [ Outpatient therapy [] Medication management [] Assessment for Specialty Mental Health Services
Pertinent Current/Past Information:

Current symptoms and impairments:

Brief Patient history:

Name and Title(Print:) Signature: Date:__
For Receiving Clinician Use ONLY

Assigned Case Manager/MD/Therapist Name: Phone: (____)

Date communicated assessment outcome with referral source:

ALAMEDA COUNTY September 2014
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BEACON
zal Information L d
Bi-Directional Medi-Cal Mental Health Level of Care Transition Form e
Primary Diag Lecondary Diognosls: I,
INSTRUCTIONS: Complete this form when transitioning a Medi-Cal client in active services between levels of
mental health care, Please provide details on the type of transition requested and also provide the clinical AdmitDote: 000000000 4] je Date:
information on page 2. Clinical information can be completed on the form OR with last two progress notes and
medication log (if applicable). When transitioning to the Managed Care Plan {mild to moderate impairment) Medication Dase Lost Change Date
level of care, please fax the completed form to Beacon at 866-422-3413 OR to Spedialty Mental Health
{moderate to severe) level of care, please fax the completed form to BHCS ACCESS at 510-346-1083. D

Member Demographics

Ciant Name: DofeofBithc ¢ OmOdrdo
fe| ol

Client phone Medi-Cal Health Plan

Med-CollD¥ ______ lenguage/Culiural Requirements

Address: ______ City: Ip: Phone: (____|
Services provided o member while in SMHS or Beacen level services:
Caragiver/Guardian: Phonez{___)
O medication manogement [ Psychological Testing O imdividuali Group Therapy
Transition Request Defails Omes [ Case Managemant O wrap services
Reason for transition [ criss Intervantion O other
[ 10 REACON: N inngar mants medicol npcesrity for Spocioiy MK Sondcgs [SAMS] (mid 10 modgsale imparmant dua fa MH D) Rizk Factors:
[ 10 COUNTY. ruurs mudicsl necanity for Sueisity MH S8MGE8 SERUETIBN GG BSVBS METS MINIVG J0Tess [ esychiatric hospitalizafion within last year, I yes, dale 7
M Giner — [ activa 571 ar Hil with plan ar intent. yes. pleose descibe below.,
Mamber natitind ot frantian tor xecvices: [ Yas [ o [ keeent fraumafiazs. |f yos, ploase desorise bolaw,
Mudlealion M ! fud/ fo be managed by: [ Bucun| e fom prson system. If yes, pieose deicibe below.
Menmary Gare 7 soocan conacted payerianat Dl cauatysmas Dlome____ [INA O increased psychasocil ssues exacaibating MH condition, If ves, plesea dascibe balow.
Therapy requerted/io ba managed by Relevant Clinic ol infarmation:
[ Buwuun cunlmchad et [ County ans | Othar_ m Y
It member formaly saw Beaeon provider, name /clinic of that provider: or I N/A

Attached Documents j iw ko ol gy [ Scrmening tool [ Frogress notes [ Medication Loy [ Disclmgw
sumnncey [ Other

Concentfo chare PRI || Relnaze of iInfarmation (ROI) attached 7] varbol corgont |dote recaived)

Sending Clinician info

Slall rnwrw: L BUTE;

Coto: Phone: ( ) . Emai

Updated 4.17.2015 Updated 4.17.2015




Bottre=S

Mental Health Screening Toal and Referral Instractians for
Slameda County Behavioral Health Care Services Providors

{EY CONTACT INFORMATION
Mental Hoalth Flan (MHP] / Speclalty Mental Health Services (SMHS) :
Alamechs County ACCESS  Phooe: 1-800-491.5099  Fax: 510-348-10683

anaged Care Plazs (MOP)
Alameda alllance /Beacon  Phaie: 1-B55-856-0577  Fac D66-422-3413
Kalser Permanente Fhoene: 310-752-1075
Ainthem Blue Cross Fhane: 1-BRB-831-2246

RECTIIRS FOR ISING THE SCREENING TOOL FORM
1} Prowviders mustesinplete the sersening tzal b deterreine if 8 consumer meets Spacialty Mental Haalth Serioms
criteeli with mederste-sarevr impaerment or saoeld be referred oo ther masaged care plis des b mild-
madirata impairment.

2] Admanister the sereesing ol Please comphere as miss infarration os the screening S5 a5 yau can
Clarifying Information:
# MEMBER INFD section) Dacumarnts Included - Consert farm only required IF sendisg clinaal
infsrresation o MCF/Primary Care Provider [ POF)
#  Refizring Frivider Name sectinn - Daly regadred IF sending o MCP
= HWame, Title, Signature and Date - Clisician wio corseleted scroning form
= Select screening ool criveria discriptisns ana listid an B hack of this pags

3] U the algorithe 1o deversine il coremamer shimald receive services through specalty rental Realth services or
taiaged e plas

4] IFalgonitm indicates mild-te-moderane condidon, refir the ssniuser 0 i her manaped care pla or POF o
mervices [se conzact indormaton aovie]. Thie s ot mansgsd cars plan shoeld be listed an te back of
consuner's Medi-Cal cand.

5] Walgorithrm indicstes sgroficant impairmest or modera te-severs candition, which mests medical necessiy for
SMHS:

= Please retaln a capy of the comideted screening tool form i the cllest's chars, This will be
particularly importast if the chart is audited in the future.

= Hynuwark for 2 CBO/Master Cos et Frovidar snd bill throegh INSYT yoe can prowl de direct service

F Wyou are/work for a Nevwoek Frowidar snd bl threupgh BISCS Provider Rela s Daiss digsrtmant,
i the client is an adult 16-64, you can provide direct services,

I you irework for a Network Provider and hill through BHCS Provider RelatisssCsimy department,
ind that cliant i o youth under 18 or an adultewer 64, I is Beoessary w absin prior authorfzation through
ACCERE, Please tave the complesd screening fors with you when you call ACCESS seelting autherizarian
o attach mwnﬂi!:m-ingmm-mhhnﬂﬂn;:hthrmwnm:mnn Thi is tha
waly situation In witlch e seed be sind the campleted screening fomm o ACCESS

* Network proFiders seaking re-aetharfeation frem BHES Authorizytion Servioes muk swd o complebed.
szl copy ol tha servening form with their RES/BCR

ADULT SCREENING TOOL CRITERIA DESCRIPTIONS:

AL

Persistent symproms after ¥ medication trialy

Tova Fallend attiepte at sympeom Managemesk mt feedicatl
triols

Multiple comorbid bealth wad mentsl bealth conditions

Rornple Disbetes, high bhoad pressure ad Mpokse dsoeder

+ B0 vislts or 911 cls ke et year Pz of frequent visits to the amergensy roses ar 913 calbedue
1o meatal heaith coodlten

Nea-mizar dependent e 1821 who & a Gependert of the court Shracgh the [svend e
et syiem [WIC 300)

Transitiaral ago youth with first psychatic epiose Az 1025 wath the first orant of pryehenc sympiens

Sygriicont Furcsianal lmpairmeat Fatlert s b stgnficast mmpainment in 3 coce ared of Me
Aunctiardrg dus to the sveral health condition If using the Warld
Fheath Orgaataation Disstibity Assess et Schedale, ascoee of 4
5 demotes 3 "seeere” o "extrome” functuzal inpotenere

Bating disonder with medical complicrtions The eating dsocdes (s 5o severe thit 1 hes ded to mecdcal
Coplaanas

Fatled SII The PCP bt tried beded tatervertions bor SUD wnd txied ths

requiring reberal fat mier

CHILD SCREENING TOOL CRITERIA DESCRIPTIONS:

Impulsivity Nyperactivity | Way Incsdds but nat limi1ed 92 being hgety, dsruplve,
mpelsae in behasioes, dMosh coopleting tasks or restiseaese

Trwama/recent ks Ay inciderns nOuAng but mt linked ) dent, witnes: ar
victionof viokence, recent leeanes ar Sendy changes that are
lrepactiey o chile's abilzy to enpe

Sulf-tmpuricus bedavior Sell-injury inclachnng cueeng, barsiegand seher sl harming
bekaviere

Fating diserder with medioal complications The wting crcecer (s 93 severe the K his Led 10 medical
complcatiang

Substance abuse Pasm of substance uge Wadin g 0 peodienr ar disrens

Oppositivaal P of defiance, disoedience of arguneetative behwie |
with adahs




Sezeeming Teol Trining FAQ's - 92514 & 11314
Proyigks Oaeationg

1. D we kecp the mroming ool i the olien’s reoond?
Yox, i wilt ook e i i om andiz

2. When do we complete the sereenisg 1067
Hafore sarvirer hegin, wherher thar aoonrs daring Meake i parsom o gver phang — md res
sorees af every Traaimiimnl Flan Dpducy

3. Doowe have i di the ne-sensering with the client/family?
o, the climichon cam do & an kafer e

1E v com oy cheoke two liems i List A bur we suspect then: i mone issoes, can we do
LRSS

M, provialers need o afuais suflicienr infrmarion during i screemng i devermine [
i critiris andl xivednln 1 begin rarvder amiess soreened Ao meer crieria

4

5. When da we have o start sreenings?
Mo

B Do curvent clients need w be seroened?
Yieg,

7. Can we compleie the screenimg per the: information given by the caller, s if ii's not the
cliemt (e.g., ey member, TWW, e )7
Y, pou cam ke ipbrmaerion fam weoe who keaus he climi
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MH Assessment
Step 1 of the Golden Thread continued

o Must Assess for Substance Use in 7 Areas:
- Tobacco, ETOH, Caffeine, CAM, Rx, OTC & Illicit Drugs

» Assess for Substance Use Disorders (SUD):

- Document past and current use in record.

- For children/adolescents also document the caregivers’ use and
impact upon the client.

« If appropriate establish SUD Diagnosis
- Cannot be primary (FOCUS OF TX) Diagnosis

- May include in Client Plan—by addressing the underlying
MH Dx’s signs, Sx, and behaviors through the MH
Objectives.




» Initial Assessment must be completed within 30 days* of the Episode
Opening Date (EOD) based on a soft count.

» Annual Assessments after that must be completed within the 30 day*
period prior to the first day of the Episode Opening Month (EOM).
E.G. Episode Opening Date (EOD) 8/28/14 and Assessment due by 9/27/14.

Annual Assessment must be completed in August 2015 and all required signatures
must be obtained no later then 8/31/2015

» See Due Dates Chart

*For outpatient specialty MH services, see Clinical Doc Manual for exceptions: FSP, &
time limited programs.



Episode
Opening
Month

January
February
March
April

May

June

July
August
September
October
November

December

Assessment & Plan Due Dates!

Initial

Assessment

Due

30 Days
30 Days
30 Days
30 Days
30 Days
30 Days
30 Days
30 Days
30 Days
30 Days
30 Days

30 Days

Initial Plan Created,
Signed, and Due in:

60 Days
60 Days
60 Days
60 Days
60 Days
60 Days
60 Days
60 Days
60 Days
60 Days
60 Days

60 Days

Annual Plan &
Assessment
Created And
Signed In:

Dec.
Jan.
Feb.
March
April
May
June

July

Sept.
Oct.

Mo




MH Assessment
Step 1 of the Golden Thread continued

O A Licensed LPHA may: 1.) established a diagnosis, 2.) complete a MH Assessment,
& 3.) sign a MH Assessment.

O A Waivered/Registered LPHA: 1.) may establish a diagnosis (with licensed LPHA
co-signature), 2.) May complete a MH Assessment and 3.) may sign a MH
Assessment.

O Graduate Students: 1.) may not establish a diagnosis*, 2.) may complete a MH
Assessment and 3.) may sign a MH Assessment with a Licensed LPHA co-
signature.

= *May indicate in the Assessment that a diagnosis was previously made by a licensed
LPHA within their program--if they indicate who made the Diagnosis, their LPHA
designation (LMFT, MD, LCSW, etc.), and the date Dx was made.

O An MHRS may ONLY gather demographic & client/family reported non-clinical
assessment information.

o Must enter information into the progress note, not into the assessment.
o Note will generally indicate: “Client/Family Member/Other reports :

2




If information is gathered AFTER the initial assessment has been
completed, an Assessment Update MUST be used instead of
adding to the original Assessment

An Assessment Update should be used to update/confirm
information on the original Assessment.

An Assessment Update may be documented in a Progress
Note, or in a formal Addendum to the Assessment

(recommended), and then incorporated into the next Annual
Assessment.



M/C Compliant MH Assessment Form Templates

Mental Health Assessment

confnuedin Addendum

confnusdin Addendum

CINarrafve confnuedin Addendum

- WVENTALHEACTHHBTORY
Paychiatric Hoapitalizations: O Yas ONo O Unabls to Assass
WV es, desonba dakes, locabons, Feasons, responss 1o, and saEslacton wil Fealment

CINarstve confnusdin Addendum

CINareafive confnuedin Addendum



http://www.acbhcs.org/providers/Forms/AdultForm.htm
http://www.acbhcs.org/providers/Forms/AdultForm.htm
http://www.acbhcs.org/providers/Forms/AdultForm.htm

The CANS, ANSA-T, ANSA is completed after
(or during) the MH Assessment and informs
the Client Plan.

The CANS and ANSA-T is also completed at, or about
6 months after EOD (twice annually).

CANS & ANSA-T Implementation Date: 9/1/15
(CFE discontinued for children/TAY)

ANSA pending—continue using CFE
ACBHCS Provider Website/CANS
http://www.acbhcs.org/providers/CANS/cans.htm



http://www.acbhcs.org/providers/CANS/cans.htm

Client Plan
Step 2 of the Golden Thread

» What is the purpose?
- Ensures a client’s care is goal directed and purposeful

- Allows anyone involved in a client’s care to see, at a glance,
what a client’s services are aimed at and directed toward

- Creates a “road map” for the client, family, and mental health /
medical staff

- Lists markers of progress; “Is the client getting better?” “Is the
client stabilizing?” “Is the client progressing developmentally
as appropriate?”




Treatment Plan Cycle: Treatment Plans are due® Initially
(within 60 calendar days of episode opening date—EOD is day
1) and on an annual basis. The cycle must be kept in sync with
the Episode Opening Date (EOD).

Every Treatment Plan after that would be due on a 12 month

cycle, completed within the 30 day period prior to the first day
of the EOD month.

Example: EOD 8/18/14, then the Initial Plan is due:
10/16/14

The 2" treatment plan is due by 8/1/15 and to be
completed no earlier than 7/1/15.

*For outpatient specialty MH services, see Clinical Doc Manual for
exceptions: FSP, & time limited programs.



Providers MUST be attentive to the need to update
changes in the treatment plan through-out the
year. DHCS (and QA) will disallow notes if the
treatment plan has not been updated to reflect new
client goals, mental health objectives, and events in
the client’s life.

Examples of events requiring a change to the Treatment Plan include,
but are not limited to: hospitalization, new thoughts or behaviors of
self-harm or dangerousness to others, additions of new service
modalities (i.e. case management or groups.)



Goals

The Client Goals are the long-term hopes of the
consumer and/or caregiver/parent . Goals should focus
upon their personal vision of recovery, wellness, and the
life they envision for themselves.

You may include Long Term Mental Health Goals which
support the Client Life Goals by linking them to the
specific MH Objectives (see slides 44 — 68).

Invaluable for client engagement and buy-in to services.

Providers assist the client in developing the short term
Mental Health objectives to his/her long term goal which
are targets of interventions.



Client Plan
Step 2 of the Golden Thread continued

Mental Health Objectives

A way to see if the CLIENT is improving
Mezllsurable change in helping the client achieve his/her long-term
goals
Can address symptoms, behaviors or impairments identified in the
Assessment

Strength based MH objectives replace problematic Sx with positive
coping skills/behaviors/etc.

Slhould be based upon the client’s abilities and be meaningful to the
client

What is he/she identifying as the problem? Why did he/she reach out
for help?

SMART (Specific, Measurable, Attainable, Realistic and Time-
Bound)

Important to look at how they might impact and build upon
strengths and supports




Client Plan
Step 2 of the Golden Thread continued

Service Modalities

» Identify the proposed type(s) of service modalities to be provided
along with a proposed frequency and duration.

~ If the planned service modality for a claimed service is not in the
client plan it must be disallowed.

Example:
Individual Psychotherapy 1x per week, or as needed, for 12 months;

Case Management 1x per month, or as needed, for 12 months;

Group Therapy 1x per week (“or as needed” probably not necessary
here as all groups are scheduled), for 12 months.

Adding “as needed” to the frequency of the service modality allows
flexibility in the scheduling—however “as needed” alone will not

suffice for frequency of modality.




Detailed Interventions

For each service modality include a detailed description of
interventions to be provided. See examples.

Interventions must focus upon and address the identified functional
impairments as a result of the mental disorder.

Interventions must be consistent with the client plan mental health
objectives and the qualifying diagnoses



Detailed Interventions (General enough to be
inclusive, but specific enough to be illustrative)
Examples:

Individual Rehab:

“Assist the client in re-engaging in pleasant activities and learning new ways of dealing with
distress”

“Teach and reinforce active problem-solving skills in order to increase client’s self-efficacy and
improve his/her mood.”
“Help the client to identify early warning signs of relapse, review skills learned during therapy, and
develop a plan for managing challenges in order to help prevent the relapse of depressive
symptoms.”

Med Services:

Med Mgt. strategies to engage client in collaboration to find, and optimize the dosage for, effective anti-
depressive medications.



Plans MUST be updated as client functioning improves or will likely
deteriorate. Events such as a psychiatric hospitalization may trigger
the need for a Plan Update.

DHCS (per Jan. 2013 Triennial Audit) is now disallowing all
claims after the date the Plan should have been updated.

All signatures are required on any addendum to a current Client
Plan. (i.e. All required staff signatures & client/caretaker signature)



Client Plan
Step 2 of the Golden Thread continued

» If the client does not sign or refuses to sign the Client Plan, regular
efforts must be attempted to obtain the client’s approval.

Note the issue on the client signature line in the Client Plan with a
reference to a Progress Note. Then elaborate in the Progress Note the
rationale or reason why a signature was not obtained, and when the
next attempt will occur.

DHCS (per Jan. 2013 Triennial Audit) is now disallowing all
notes after the date the Plan should have been signed by the
Client and until all required signatures are obtained.




M/C Compliant Client Plan Form Templates

CLIENT PLAN
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Modifying Assessment, Tx Plan and PN
for Case Management Services

» MH Assessment

o Indicate areas of need regarding community supports (housing,
vocational, educational, medical, SUD, etc.)

© MH Impairments

o Link that the client’s inability to access and utilize needed

community supports is due to their severe MH Impairments of
Included Dx.

» Client Plan

o MH Impairments which result in inability to access and utilize
needed community supports.

o MH objectives

o Case Management Objectives—which must include which specific
MH objectives will be met (improved functioning) when client
successfully accesses/utilizes that specific community support.




» Progress Note

Identify which MH objective that this Case Management service is targeting
for improvement. (Indicate number—Dbest to also include statement as
well...1.e., client’s successful participation in service will result in a
decrease in symptoms and an increase in adaptive
functioning [per MH Objective(s)].

Modifying the B/PIRP Format for case mgt

“B/P” = Documents what is presently going on with the client today (brief narrative) that
necessitated this service. (i.e. client’s symptoms of severe paranoia today prevent
him/her from accessing and utilizing needed housing support services—client has taken
no action, in spite of desire to do so, to obtain housing services intake.)

“I” = Identifies what you did (i.e., what intervention was provided toward the mental
health objectives): provided or received info, etc. (i.e. assisted client in identifying next
step in reaching out for an intake to housing support services.)

“R” = Identifies contact’s response toward the interventions and progress toward the
puc}‘pos)e above “B” (i.e. client agreed to call housing intake phone-line number provided
today.

P = Provides plan for continued services as a result of this service: i.e. collaterals,
coordination of care, etc. Can include any follow up by the provider or client. (i.e. client
will call for housing intake within the next 7 days and will f/u with this writer at next
week’s meeting to determine their success.)



Billable example:

Dx: Major Depressive DO (lack of interest in all areas of
life, low energy, insomnia, indecisiveness, feelings of
worthlessness, and poor self-care)

Impairments include Client’s 1nab111t¥lto follow through
with housing support services due to his severe
symptoms of Major Depression

Goals: Client states: “I want my own place to live”.

Long Term MH Goal: Decrease depression

dyn‘nptomology, and increase coping, so that client’s
epressive signs and symptoms do not negatively impact

his ability to obtain housing. AND, securing housing is

expected to reduce client’s depresswe symptoms of

anergy, insomnia, indecisiveness, feelings of

worthlessness and poor self-care.



Billable example cont.:

Mental Health Objective(s):

#1) Client’s depressive symptoms are reduced as evidenced by
an increase in sleep from 2-3 hours per night to 6-8 hours per
night by 6 months; and an increase in energy from 0 energy
now to 6-8 on a 0-10 scale (10 being high energy) per self-
report by 6-12 months.

#2) Client is engaged and invested in his self-care as evidenced
by increased # of showers per week from o to 2 or more; and
increased brushing of teeth from ox daily to once daily within
the next 6-12 months.

#3) Client’s lack of interest and indecisiveness will decrease as
evidenced by an increase in action steps taken by client
towards obtaining stable housing from o to 4 or more action
steps taken within the next 3-12 months. (This is example of
MH symptoms resulting in a housing impairment.)




MH Plan Example #1:
Impairment: Inability to maintain housing/placement cont.

Billable example cont.:

» Required Case Management documentation elements
include:

Case Management services are short term (generally 3 —
6 months, if longer is anticipated as a possiﬁility indicate
both the minimum and maximum duration—i.e. 6 — 12
months).

Careful documentation:

Clients’ severe depressive MH impairments results in
inability to self-refer and effectively follow-through
with needed housing, medical, SUD, educational, and
vocational services. (must indicate each needed service
specifically).

Securing housing (or indicated specific service) is
expected to reduce client MH impairments (specify—
see MH Objectives #__ ).




MH Plan Example #1:
Impairment: Inability to maintain housing/placement cont.

Billable example cont.:

» Service Modality:
o Psychotherapy 1x/week, or as needed, for 1 year;
o Case Management 1x/week, or as needed, 6 — 12 months;
o Group Rehab 1x/week for 6 months

* Detailed Interventions:

o Psychotherapy — CBT to help client link feelings of worthlessness to
depressive symptoms, to explore roots of low self-esteem and areas
of competence.

o Group Rehab — build client’s awareness to track and manage
depressive symptoms, teach coping skills such as relaxation
techniques, and build client’s self-care skills.

o Case Management — Link and monitor/provide support to client to
maintain any needed housing services. Success in achieving
housing is expected to decrease depressive symptomology and
increase coping abilities.




Non-billable example:

Mental Health Objective: Client will obtain stable
housing within 6 months; temporarily living with a
friend.

Service Modality: Case management 1x/week or as
needed for 1 year

Detailed Interventions: Case management - Case
manager will work with client to apply for housing and
assist client in filling out necessary forms. [Case mgt
is not acting as a housing support specialist—
but is linking to and monitoring client’s
participation in such services. |




Billable example:

Included M/C Dx & Impairments: Schizophrenia, Paranoid
Type—Paranoid delusions, }f)laranoid auditory hallucinations
with negative symptoms of flat affect, poor planning and
follow-through, social withdrawal, amotivational and neglect
of personal hygiene.

Impairments: delusions, poor planning & follow-through
prevent client from accessing and successfully participating in
SUD tx (required for C/M).

Goal: Client states: “To stop using cocaine and landing in the
hospital.”

Long Term MH Goal: Prevent Psych Decompensation which

usually leads to coping with paranoia by using cocaine, which

then often results in psychiatric hospitalizations. Successful

garticipation in SUD tx is expected to decrease client’s
elusions, flat affective and paranoia.



Billable example cont.:

Mental Health Objectives:

#1) Client will identify paranoid ideation when it arises 3
out of 4 times/week (currently o of 4 x per week) over
the next 3-12 months.

#2) Client will learn 3 — 4 alternative coping skills
(currently 1) to manage paranoid symptoms when they
arise over the next 6-12 months.

#3) Client will increase the number of times she uses the
3 — 4 learned alternative healthy coping skills in
response to paranoid thoughts from o x per day to 3 x
per dailly, as reported by client, within the next 6-12
monthns.



Billable example cont.:

Case Management Objectives:

Client will connect with Substance Use Disorders
Treatment and maintain participation to decrease
using illicit substances in response to symptoms of
his psychiatric condition as evidenced {;I}?attending
8 out of every 10 scheduled SUD treatment
activities (currently 0) over the next 12 months.
Successful engagement in SUD treatment is
expected to result in decreased paranoia and
improved coping skills (MH Objectives # 1, 2, & 3).



Billable example cont.:

» Service Modality:
Individual Rehabilitation 1 time per week, or as needed, for the next 12
months and
Group Rehabilitation 1x per week for the next 12 months.
Case Management 1x per week, or as needed, for the next 3 — 12 months.

» Detailed Interventions: Utilize skill building to:

Rehab (Ind & Group):

Increase client’s reality testing by helping client i@entifﬁ paranoid thoughts
and his reactions. —Assist client to identify behaviors that have led to
hospitalization and teach client about alternative behaviors.

Teach and practice with client relaxation techniques, social skills, and other
alternative coping strategies to be used in response to paranoid thoughts.

Case Management: Link client to, and monitor/provide support for on-going
participation in Substance Use Disorder Treatment which will decrease
mental health paranoid symptomology and increase positive coping
strategies.



Non-billable example:

Mental Health Objective: Decrease client’s use of
cocaine from daily to 0 xs per week as reported by
client over the next 12 months.

Service Modality: Individual Rehabilitation

Detailed Interventions: Provide psycho-education
on substance use. Teach relapse prevention
techniques. Help client monitor use of cocaine. [Ind
Rehab is not acting as a SUD Counselor but is
providing skill building in decreasing MH
symptomology which will likely support
client’s participation in SUD treatment.]



Billable example:

Included M/C Dx: Reactive Attachment Disorder of
Infancy or Early Childhood, Inhibited Type — fails to
initiate and respond in a developmentally appropriate way to
social interactions; avoids eye contact, doesn’t smile, doesn’t
reach out to be plcked up, rejects efforts to calm, sooth or
connect, cries inconsola ly, 1sn 't interested in interactive play.

Impairments and symptoms are exacerbated by an unstable
environment due to housing problems, sporadic medical care,
and ineffective parentmg strategies.

Goal: Mother states “I want my child to be a normal child, love
me, and stop crying”.

Long Term MH Goal: decrease client’s symptomology, e.g.
crying, inappropriate or lack of social responses, avoidance, etc.,
and increase appropriate social responses and bondmg so that
client can form an attachment and respond to mother.



Billable example cont.:

Mental Health Objectives:

#1) The frequency that the client cries inconsolably will
decrease from 10x to 2x per day in the next 6-12
montns.

#2) T

ne frequency that the client will reach out to be

picked up will increase from 0x to 5x per day in the
next 6-12 months.

#3) Client will be calmed or soothed when crying or

upset

month

2 out of 3 times (current 0x) in the next 6-12
S.



MH Plan Example #5: Child 0-5 cont.

Billable example cont.:

» Service Modality:

o Family Psychotherapy 1x per week, or as needed for 12 months,

o Collateral services with caretakers monthly or as needed for 9 - 12 months.
* Detailed Interventions:

o Family Psychotherapy — Dyadic interventions w mother and client to help mother
read, interpret, and respond to client’s cues; model and facilitate practice of
effective bonding and attachment activities; model and facilitate practice of
effective soothing techniques; assess and work with mother to create a stable and
consistent environment for the client to ensure physical safety and promote
client’s sense of safety.

o Collateral—- Link clt’s mother to, and monitor/provide support for on-going
participation in: parenting skills classes, medical services for the client, and
housing resources. Mother’s utilization of such support services will stabilize the
ct’s home environment resulting in a decrease in the child’s MH symptomology (as
described above) of Reactive Attachment Disorder.




Non-billable example:

Mental Health Objectives: Client’s mother will
secure stable housing in the next 6 months; client’s
mother will attend parenting classes 1x per week for
the next 12 months; client’s mother will learn and
practice 3 soothing techmques with client per day in
the next 12 months. [These are not the client’s
MH Objectives.]

Service Modality: Family Psychotherapy 1x per
week, or as neede for 12 montﬁs Case
Management /Brokerage services monthly or as
needed for 12 months [Cannot provide Case Mgt
Services to Caretaker—only Collateral].



Non-billable example cont:

Detailed Interventions: Family Psychotherapy —
Dyadic interventions w mother and client to help mother
read, interpret, and respond to client’s cues; model and
practice affective bonding and attachment activities; model
and practice effective soothing techniques; assess and
create a stable and consistent environment with mother to
ensure physical safety and sense of safety of client. NOTE:
while these family psychotherapy interventions are the
same in the billable example, this example becomes non-
billable due to the mental health objectives. Also, non-
billable: Case management/Brokerage — case manager will
research and fill out lqwousing applications for the client’s
mother (rather than link and monitor progress).



Always indicate which (#) MH Objective is being addressed.

B/PIRP Format (document that service date’s): (Also, See Handout.)
Behavior/Assessment, Purpose/Problem
B/P = Documents what is presently going on with the client (brief narrative)
Intervention by Staff,

I = Identifies what you did today (i.e., what intervention was provided toward the
mental health objectives)

Response of Client to Intervention,

R = Identifies client’s response today toward the interventions and progress toward
his/her objectives, and

Plan for future services

P = Provides plan for continued services i.e. collaterals, coordination of care, continue
with CBT techniques etc. Can include any follow up by the provider or client.



Quality of Writing

Concise

Clear

Cohesive

Reader-centered

Written in language anyone can understand

Legible-including legible signatures (highly recommend using
Provider Signature Sheet in each chart—see attached)

Signatures require M/C Credential
Only uses ACBHCS abbreviations
(See ACBHCS Abbreviations Handout)
Always keep in mind that the Clinical Record
belongs to, and is about, the client!



Sample Provider Signature Sheet

(I

NAME AGENCY POSITION MEDI-CAL CREDENTIAL SIGNATURE REQUIRES
TITLE M/C CREDENTIAL
BETTY TSU PHYSICIAN MD B b, P12
IRMA CALLOWAY, BS MENTAL HEALTH SPEC. MHRS Voma, Callowasy, PINES
HENRY BAR-SMITH MH CLIN SPEC PSYD-W # Bar-Sonith, Foy D Waiveeed
GENOVEVA MARTINEZ, PhD MENTAL HEALTH SPEC. MHRS Gemoveva, Cabloway, MHRS
(Has PhD but not licensed or
waivered.)
JANEY MILLER PEER COUNSELOR ADJUNCT STAFF F Pillon, (iljundt Staf]
BOB JONES FAMILY SPECIALIST ADJUNCT STAFF B Jones, (ibpnst Faff
DANIELLE BOGGEMAN, MS STUDENT TRAINEE TRAINEE D Boggeman, (eai
DREW MANUEL NURSE LVN D Pamust, L V7L
ROBERT ALMANZA ADV PRACTICE NURSE NP B (rnanga, 7UP
JAMIE LEONARD MH SPECIALIST MHRS } Leonard, CAPC, MMHRS
TANIKA WILLIAMS MH CLINICIAN MFT T Wibliams, PHFT

Medi-Cal Credentials:
Every signature in
chart must indicate

one of these.
(In addition, may alse indicate
designations from pg #1

MD, DO, NP, CNS, PA, RPh, RN, LVN, Psych Tech, NP/CNS/PA Student or Intern;
PhD-L or PsyD-L (licensed): PhD-W or PsyD-W (waivered);
MFT, LCSW, LPCC, LPCC-F (includes family counseling
MFT-Intern, ASW, PPC-Intern, RPh-Intern; MHRS; MFT or MSW or PCC Waivered
Trainee (Student in MH: MA/MS/MSW/PhD/PsyD Program);
Adjunct Staff (Peer or Family providers, and NCAA-Certified or NCAA-Registered for AOD )

ACEHCS Scope Of Practice Finalrev 7-9-15



Progress Notes
Step 3 of the Golden Thread continued

* Progress Notes:

o Must be linked/connected to a MH objective on the Client Plan

o Should completed within one working day, and must be designated as
“late note” after 5 working days. Completion requires finalization of all
required signatures.

Must Be done prior to submission of a claim

o May combine different types of services e.g., combining individual rehab
an pol)lateral in a single note (indicate service code for the predominant
service).

= Alert, Claim to the lowest paid service (ie. Case Management), or if all
services are claimed at the same rate—claim to the predominant
service.

O




Key things to ask yourself when
choosing a Procedure Code

(See ACBHCS Procedure Code Handout, Scope of
Practice Handout and MH Service Definitions &
Examples.)

“Does the Procedure Code reflect what is written in the
Progress Note?”

“Who was the service directed to/at?”

Interaction with any other person (in-person or telephone)
constitutes face-to-face time.
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ILCBHC S Guidelines for Scope of Practice Credentialing

SERVICE ACTIVITY LICENSED MEDICAL NURSING UNLICENSED | GRADUATE | MENTAL ADJUNCT ACD
) ) PRACTITIONER PROVIDERS | (Murse™) LPHA TRAINEE [ HEALTH STAFF COUNSELOR
ri.?:.-.qslggefpﬁflgnﬂmreb? OF THE (Same as {Intern*) STUDENT | REHAB (Unlicensed {Unlicensed
' HEALING ARTS | below™) (Intern™) SPECIALIST Staff™) Staff™)
** |nSyst Discipline Designation. [LPHA} . ':RHB
. ] (Same as Students in | Counselor™) The Agency or
rn'aiﬁc';?e'j_t.ﬁ't?;gfrg:_"m? below*™) educational Program must
" : Mental {Degree + document NCAA accredited
* Diagnosis may be made but Health MH expenence). | qualifications, organizational
must be co-signed by licensed Advanced programs (1) + Gyr | provide certification
LPHA. Practice granting an | (2} + 4yr | supervision, or registration:
+ May bill for Assessment—but Nurses MSW. MA, {Sj and ensure
can only gather and provide (APN): (ma}:’ perform MS, or +2yr | staff works
assess info—notwrite the (with family therapy | PrO/PsyD but not waivered | within scope
assessment Family Tx: 6 semester Senvicesif under | degree. or registered of ability.
units or 9 quarter the supervision with Board
~ Licensed co-signatures not units of MFT related ofa LMFT or ’ :
required, but recommended. education and 500 hrs LPCC-F) May have Co-signatures
o . of documented existing: Co-signatures highly
= .If within scope of Pmd|c& and | supervised hf; R recommended -~
with ap propriate training and experience working recommended -
EXperience. directly with families- E— o .
oris gaining such —M indicate:
> Must meet MHRS or Adjund experience undsr the P
criteria. supervision of an L
LMFTor LFCC-F) #
< Must meet ACQD Counselor
criteria.
Assessment Yes Yes Mo Yes Yes #* Yes += Yes += =
Evaluation (CFE anly) Yes Yes Yes Yes Yes ™ Yes =~ Yes =~ =
Flan Dewvelopment Yes Yes Yes Yes Yes ™ Yes =7 Yes =7 =
Rehab {Ind / Group) Yes Yes Yes Yes Yes * Yes =~ Yes =~ =
Therapy (Ind / Family/Grp) Yes Yes Mo Yes Yes * Mo Mo =
Collateral Yes Yes Yes Yes Yes * Yes =~ Yes =~ =
Medication Services E/M Mo Yes Mo Mo Mo Mo Mo =
Psychological Testing Yes = Yes = Mo Yes = Yes=" Mo Mo =
Crisis Therapy Yes Yes Yes= Yes = Yes * Yes =~ Yes =~ =
C/M: BrokerageiLinkage Yes Yes Yes Yes Yes* Yes =~ Yes =~ =
Med Sves RMILVMIFT Only | Mo Mo Yes Mo Mo Mo Mo =
DrugiAlcohol Medi-Cal Yes Yes forMDIDO | Yes Yes Yes = = Yes




ILCBHC S Guidelines for Scope of Practice Credentialing
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\Mental Health Service Definitions & Examples v.8.11.1%
(Al see ACBHCS InSyst Procedure Code Tabls)

Case Management
Service Code 571

Service Defnition:

Case Management 15 usually an as needed service that assists an individual to access needad
medical, educational, sociel, prevocationsl, rehabiitative, or other community services. The
setvice activities may melude communication, coordination, and referral (lmkape); monitoring
service delivery to ensure mdividual access to services and the service delivery system; and
monitormg of the mdvidual's progress. The reason why the client requires the service bemg
accessed needs to be documented in the record—that is why they cannot do it themselves. The
teason must be related to their mental health condition and resultant impairments.

That it 5
» Dpecific services to comnzct a clisnt with needed services such as medical care, schools, Boys
& Gitls club, support groups, residential programs, vocational housmg programs. substance
Use treatment, .
»  Mzking sure client is 2ble to receve services from other providers and there are no barriers.
» Monitorimg progress to msure that services actually are helpful

Treatment Plan Case Menagement Objective Should Describe:

v Tdentify the realm of community resources that are being addressed: 1e. housing or
substance abuse, eic. Then document:

1. The reason why the client requires the service being accessed needs 1o be
documenied in the Clignt Flan

2 Adescription that justifies why client requires the clinician's assistance fo access the
needed service, te., why can't they do if themselves? The reason(s) nesd fo be
related to their mental health condition  This needs fo be documented in the Client

ez,
3. Address jf Case Mamagement services will imclude [inkage andlor monitoring.

Progress Notes Should Describe:

*  The reason why the client requires the service being accessed needts to be documenied in the
raconi and ideally documented in each note.

v A description Mgmm why the client requires the clinician’s asssiance to access the needed
service, ie, wiy can't they do it themselves? The reqsonis) need to be related fo thetr mental

health condition  This needt fo be documented in the record and ideally documenied in each
Hote

Describes the progress (moniioring | in a residenial progrem or ather service setfing that
the mdividual was placed in or referred to.

Example Interventions:
1. Client would ltke 2 job. Client’s paranota prevents client from settmg up zppomment
with Job Cozch. Arranged for job coach familiar with client’s mental health conditions

to asstst client with employment

2. Cleent would like to attend College. Client's depression makes it difficult to be motrvated
to stgn-up for classes. Assisted the client to make comnection to Diszbled Student
Services to assist with enrollment and supports 2t communtty collage.

3. Cleent’s behaviors of argumg with peers (symptom of thewr dizgnosis) results m
difficulties with their placement.  Monitored the effectveness of mierventions by
residential treatment provider and msured chient objectives are addressed.

Scope of Practices that mav provide Case Manazement services:
All(LPHA! Medical Providers®, Nurses®, Unlicensed LPHA® Graduate
Traimee Student”, Menta] Health Rehabilitation Specialists® & Adjunct Staff")
For additional mformation, and requirements, see the ACBHCS Guidelines for Scope of
Practice Credentialing document




Procedure Codes continued
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* 323-90791— Face to Face Psychiatric Diagnostic Evaluation
(Initial & Reassessment performed by LPHA,
& trainee—himited as no Dx allowed.)
Evaluate current mental, emotional, or behavioral health.
Includes but is not limited to:

Mental Status

Clinical History

Relevant cultural issues

Diagnosis

Use of testing procedures for assessment purposes (i.e. Beck)

565-90792 — Face to Face Psychiatric Diagnostic Evaluation above
with Medical Component—only performed by Medical Providers (MD, DO,
APN—CNS or NP, & PA)

325-90889 Non Face to Face Psychiatric Diagnostic Eval with or
without Medical Component

324-90791 — Face to Face Behavioral Evaluation (Completion of CFE,
CANS, ANSA-T, ANSA, or approved equivalent)

326-90899 — Non Face to Face Behavioral Evaluation (CFE, etc.)




Psychiatric Diagnostic Evaluation Procedure Codes:
323—90791, 565—90792 Cont.

» Reporting Psychiatric Diagnostic Procedures

o Each Psychiatric Diagnostic Codes may be reported only once per day
(unless seeing the client and significant other separately).

O 323-90791 Psych Diag Eval may be provided by a non-medical
provider on the same day as 565-90792 Psych Diag Eval with Medical
Component is provided by a medical provider (Psychiatrist/ANP/PA).

o Cannot be reported with an E/M code on same day by same
individual provider.

o Cannot be reported with psychotherapy service code on same day by
any provider. (Have psychiatric provider use E/M if needed.)

o May be reported more than once for a client when separate diagnostic
evaluations are conducted with the client and other collaterals (such
as family members, guardians, and significant others).

- Diagnostic evaluation for child with child.
- Diagnostic evaluation for child with caretaker.
o Use the same codes, for later reassessment, as indicated.




Plan Development (581)

(Performed by LPHA—recommended, trainee—acceptable, or

other—allowed but carefully assess training/experience.)
Plan Development is defined as a service activity
that consists of development of client plans (with
client collaboration), and/or monitoring and
recording of a client’s progress towards their
mental health objectives.

o Writing Client Plan in Collaboration with Client.

oPlan Monitoring— when considering updating
Client Plan given trigger event, change in
functioning, etc.



Individual (381) or Group Rehab (391)
(Performed by all with appropriate training and experience.)

Improving,
Maintaining, OR
Restoring:
Functional skills
Daily living skills
Social skills
Leisure skills
Grooming and Personal hygiene skills

Obtaining support resources and obtaining medication
education



Procedure Codes continued

Collateral (311) *for family engagement use Code 310
(Performed by all with appropriate training and experience.)

» Services provided to Significant Support person
o Consultation and Training support person

o Focus is always In achieving mental health Objectives In
Client Plan

» Definition:
o Gathering information from, or

o Explaining results of psychiatric, other medical
examinations and procedures, or other accumulated
data to family or other responsible persons, or

o Advising them how to assist clients




Collateral Caregiver (310)
(Performed by all with appropriate training and experience.)

For the purpose of supporting and tracking family
engagement in clients’/consumers’ treatment.

A service activity provided to a caregiver, parent, guardian or
person acting in the capacity of a family member for the
purpose of meeting the needs of the mental health objectives.

The client/consumer is generally not present for this service
activity. If the client/consumer is present, and the service
provider facilitates communication between the
client/consumer and his/her caregiver(s), a family therapy

procedure code is likely more appropriate.



Collateral Family Group (317)
(Performed by all with appropriate training and experience.)

317 Collateral Family Group is defined as a service activity
provided in a group setting composed of two or more sets of family
members, caretakers or significant support persons in the life of

a client in treatment.

Services may be provided by LPHA and/or MHRS level staff.
Adjunct Staff, peers, and family partners may provide this service
with documented evidence of ongoing supervision, education, and
experience.

Collateral Family Group services may be used in providing psycho-
education, resources and skills to family members/significant
support persons to assist clients in gaining or re-gaining emotional
equilibrium and community and family functioning.



Case Management/Brokerage (571)
(Performed by all with appropriate training and experience.)

Help clients to access medical, educational, social, vocational,
rehabllitative, or other community services that are identified in the
Client Plan and Assessment.

Services activities may include, but are not limited to:
Communication with client & other individuals.
Coordination of care
Referrals
Monitoring service delivery to ensure client’s access to services.
Monitoring client’s progress toward making use of services.

MH Plan must document need for case management due to severe
Impairment due to MH Dx that results in client being unable to make
and maintain other community service referrals.

Linking the client’s caretaker to services for the purpose of
furthering the client’s treatment plan is not C/M—but is
Collateral.



Procedure Codes continued

Case Management/Brokerage (571) cont.

» Progress Notes Should Describe:

o The reason why the client requires the service being accessed needs to be
documented in the record, preferably in each note.

o Adescription that justifies why client requwes the clinician’s assistance to
access the needed service, i.e., why can'’t they do it themselves? The
reason(s) need to be related to their mental health condition. This needs to
be documented in the record, preferably in each note.

o Monitoring progress in a residential program or other service setting that the
individual was placed in or referred to.

o Specify which Mental Health objective will be improved as client is
successfully linked and engaged with community support service.




Psychotherapy:

Individual: (441/442/443)

Family: (413, 449)
Multi-Family Group: (455)

Group : (456)

May use +491-90785 for Interactive Complexity for all
Psychotherapy EXCEPT Famig/.
(Performed by LPHA—recommended &
trainee—currently allowed.)

A therapeutic intervention
Focus primarily on symptom reduction
Can be provided as individual, family, or group



Choosing the non E/M Codes based on Face to Face
Time Spent in Session

* “A unit of time is attained when the mid-point of the time period is passed.”
CPT Manual 2013 (See InSyst Procedure Code Handout)

» Always choose code based on the exact number of f-2-f minutes.
For non f-2-f [i.e. telephone, f-f = 0 min’s] use client contact
minutes and indicate “phone” in the “location” field.

o Supporting Documentation & Travel Time will be included in Total Time and therefore paid.

Procedure Typical Time Period Actual/F-F Time
Code: (minutes) (minutes)
Therapy
441 90832 30” Psychotherapy 16-37”
442 90834 45” Psychotherapy 38-52”

443 90837 60” Psychotherapy 53”-beyond




Multi-Family Group Psychotherapy (455)
(Performed by LPHA—recommended &
trainee—currently allowed.)

455 Multi-Family Group Psychotherapy is defined as
Psychotherapy delivered:

to more than one family unit each with at least one enrolled client.
Generally clients are in attendance.

Services may be provided by LPHA (licensed and
registered/waivered) and MH Students/Trainees.



Prorating Group Services

Group Rehabilitation: 391, Collateral Family Group: 317 (usually
provided by Family Partners),

Group Psychotherapy: 456,
& Multi-Family Group Psychotherapy : 455

Prorated Requirement:

When claiming for services in a group setting, time claimed must be
prorated for each child/youth represented within the Progress Note:

List all staff present with justification for their presence
List only the number of clients present (or # clients represented)

Include all clients regardless of they are being claimed to
ACHBCS/Medi-Cal/etc.

List total time of group service, total documentation time, and total
travel time (regardless if they were ACBHCS/Medi-Cal clients or not.)

INSYST will calculate the billable time per client



Add-On (+) codes describe additional services
provided within a service. They are added to select,
primary codes and demonstrate an enhanced
service.

Added time increments (crisis therapy)

Added service (interactive complexity or
psychotherapy)

Add-on (+) codes are never used as stand alone
codes

Add-on codes are designated by a + sign



Add-On Codes continued:

» Additional Time Spent: for Crisis

Therapy—concept in general.

377-90839 is used for the first 30-75"
378-90840 is used for each additional 16-45"

For paper charting: when you go beyond a 377 and use a 378--the
377 1s indicated as 60” and the balance (16 — 45”) moves down to
378.

If an additional 378 is needed the earlier 378 indicates 30” and the
balance (16 — 45”) moves down to the next 378.

The final 378 includes the actual remaining minutes of {-f time (if
16 minutes or greater).

If 15 minutes or less—do not add another 378: just add it to the 30”
of the final 378 code




Each add-on code must be indicated in the
progress note.

Example:
377-90839 Crisis Therapy
+378-90840 Crisis Therapy add-on
+378-90840 Crisis Therapy add-on
When documenting for an add-on code, be

sure that the note content reflects the
service and/or time frame of the add-on.




Crisis Therapy (formerly, Crisis Intervention)
337-90839 (First 60 Minutes of Face to Face Services)

+378-90840 (For each additional 16-30 Minutes of Face to Face
Services)

(May be performed for such crisis activities that their training and experience
allows.)

A service lasting no more than 8 hours (total for all providers) in a 24-hour
period: Immediate response to client’s acute psychiatric symptoms in order to
alleviate problems which, if untreated, would present an imminent threat to the
client, others, or property.

Only use when the client is at imminent risk for danger to self/other
and/or gravely disabled. The purpose is to stabilize the client.

Service activities include but are not limited to one or more of the following;:
Medication Support Services, Assessment, Collateral, and Therapy.



» Refers to one or more, of 4 specific communication
factors during a visit that complicate delivery of the
primary psychiatric procedure (individual
psychotherapy/group psychotherapy/assessment):

The need to manage maladaptive communication.

Caregiver emotions or behaviors that interfere with
implementation of the treatment plan.

Evidence or disclosure of a Sentinel Event and mandated
reporting to a 3" party with initiation of discussion of the event.

Use of play equipment to overcome barriers to diagnostic or
therapeutic interaction.



Add-On Code for Additional Service Provided:
Interactive Complexity +491-90785 cont.

* Documentation Requirements:

o Indicate the specific type of communication complication (see
four on previous slide).

o Document the specifics of the communication difficulty.

» Can only be used with these codes:
0 323-90791 & 565-90792 Psychiatric Diagnostic
Evaluation.
O 441-90832, 442-90834, 443-90837 Ind. Psychotherapy

0 456-90853 Group Psychotherapy

Cannot be used with Crisis Therapy, Family Therapy,
or with other E/M codes when no psychotherapy was
provided.




Select primary procedure code and indicate
minutes (into InSyst or Clinician’s Gateway) as
previously described.

Select Interactive Complexity Add-on Code (no
associated minutes).
InSyst, Select code 491-90785 and enter one (1) minute
Clinician’s Gateway, Select “Interactive Complexity: Present”



Medication Support Services

» May be provided by Medical Providers (MD, DO, NP)
» Medication Support Services may include, but are not limited to:
o Evaluation of the need for medication;
o Evaluation of clinical effectiveness and side effects;
o Obtaining informed consent;
o Medication Education

o Instruction in the use, risks, and benefits of and alternatives
for medication;

o Assessment of the client

o Collateral and Plan development related to the delivery of the
service and/or

o Prescribing, administering, dispensing and monitoring of
psychiatric medications




Medication Support Services cont.




When “Counseling & Coordination of Care” exceeds 50% of face-
to-face time, the E/M Code is selected on the basis of the face-to-
face service time.

If “Counseling & Coordination of Care” was less than 50% of the
face-to-face time, the E/M Code must be selected based on the
complexity of the visit.

Refer to E/M Clinical Documentation Training

E/M Training Materials:

http://www.acbhcs.org/providers/QA/training.htm

Scroll down to “Training Handouts & Resources”



http://www.acbhcs.org/providers/QA/training.htm

The majority of E/M services provided in Community Mental Health
involve >50% of face-to-face time which is spent performing
Counseling (aka in psychiatry as Supportive Psychotherapy) and
Coordination of Care services.

Especially extended visits such as 645—99214 & 646-99215

Psychiatrists often label what the CPT defines as “Counseling” as
supportive psychotherapy.

The components of “Supportive Psychotherapy” are usually
considered as overlapping with “Counseling” (as defined by CPT) and
should not be claimed as E/M + Add-on Psychotherapy .

Such interventions are claimed as “Counseling and Coordination of
Care” as part of the E/M visit. Claim E/M only.



E/M Codes: when >50% of f-f time is
Counseling & Coordination of Care

* Documentation:

o Outpatient--Indicate Face-to-Face time (Inpatient—Indicate Unit Floor
Time).

o Indicate Counseling and Coordination of Care time.

« Or at least statement: “Counseling and Coordination time was greater
than 50% of face-to-face time.”

« Start and end times also recommended.

« Example:
0 646-99215; F-F time = 50”: start 13:00 and end 13:50;
o Counseling and Coordination of Care time = 40”
o Doc time = 8”; Total time = 58”

o List the content topics of Counseling and Coordination of Care discussed
&

o Provide a detailed description of discussion of each content topic

| e




Content Topics of Counseling
Diagnostic results, Prior studies, Need for further testing
Impressions
Clinical course, Prognosis

Treatment options, Medication Issues, Risks and benefits of
management options

Instructions for management and/or follow-up

Importance of compliance/adherance with chosen management
options

Risk factor reduction

Client education and instructions



Coordination of Care:

Services provided by the medical provider responsible for the
direct care of a client when he or she coordinates or controls
access to care or initiates or supervises other
healthcare services needed by the client.

outpatient coordination of care must be provided while
face-to-face with the client (or family).
Provider must detail and thoroughly document what was discussed for each
content topic covered!
E.g. for Compliance/Adherence discussion:

“20 minutes of 25 minutes face-to-face time spent Counseling re: the
importance of medication compliance with mood stabilizer for bipolar
disorder. Explored impact of when client went off her medications—
including recent 5150 and involuntary hospitalizations...”




E/M Codes: when >50% of f-f time is
Counseling & Coordination of Care

| "Established Patient™Office Codes Facetoface Minutes

641 - 99211 Simple Visit 5(3 - 7 minutes)
643 - 99212 Problem Focused Visit 10 (8 - 12 minutes)

644 - 99213 Expanded Problem Focused 15(13 - 20 minutes)

Visit
645 — 99214 Mod Complexity Visit 25 (21 - 32 minutes)
646 — 99215 High Complexity Visit 40 (33 + minutes)




OUTPATIENT/OFFICE PSYCHIATRIC PROGRESS NOTE \LI'

COUNSELING AND/OR COORDINATION OF CARE

Patient®s Name: Date of Visit:
Interval History:

Imterval Psychiatric Assessment/ Mental Status Examination:

Current Diagnosis:
Diagnosis Update:
Current Medication(s)Medication Change(s) — No side effects or adverse reactions noted or reported [

Lab Tests: Ordered O Reviewed O :

Counseling Provided with Patient / Family / Caregiver (circle as appropriate and check off each counseling topic discussed
and describe below:

O Diagnostic results/impressions and/or recommended studies O Risks and benefits of treatment options

O Instruction for management/treatment and/or follow-up O Importance of compliance with chosen treatment
options

O Risk Factor Reduction O Patient/Family/Caregiver Education O Prognosis

Ll

118




Detailed discussion of Counseling (aka in psychiatry as

supportive Psychotherapy) topics:

RAVY N
1458

Coordination of care provided (with patient present) with (check off as appropriate and describe below):
Coordinationwith: O Nursing [ Residential Staff O Social Work 0O Physician/s O Family [ Caregiver

Additional Documentation (if needed):

Duration of face to face visit w/patient : min. Start Time Stop Time CPT

Greater than 50% of face to face time spent providing counseling and/or coordination of care: [J

© Seth P. Stein 2007 Psychiatrist’s Signature: Date:




369 Meds Management by RN/LVN/Psych Tech’s Only

This procedure code was developed for RN’s and LVN’s
who provide medication management but who cannot
bill Medicare. This code is for Medi-Cal billable only.

This code should be used when doing medication injections and
providing medication support

Face-to-Face and Non Face-to-Face
The expectation is that time spent would be 15-30 minutes. If

service is provided beyond 30 minutes, the documentation must
support that level of service.



367—Medication Training and Support

This procedure code was developed for non face-
to-face Medication Services, and therefore is Not
billable to Medicare,

Used ONLY for Non face-to-face services




MH Services Lockouts (see handout)

» “Lockouts” are services that cannot be reimbursed or claimed due to the potential
duplication of claim (“double billing”) or ineligible billing site.

» Mental Health Services Not Reimbursable:

On days when State Hospital Services, Crisis Residential Treatment Services,
Inpatient Psychiatric Services or Psychiatric Health Facility Services are
reimbursed by Medi-Cal,

except for the day of admission to the facility, and

except for 30 days prior to planned discharge for discharge £lacement services—
See Lock-outs Handout for details. Document anticipated d/c date in record.

. On1 days when the client resided in a setting where the client was ineligible for Medi-
Cal, e.g.,
Institute for Mental Disease (IMD),
Jail or Prison
Juvenile hall, Unless...

There is evidence of post-adjudication for placement, (i.e., the court has ordered
suitable placement in a group home or other setting other than a correctional
setting, jail and other similar settings) . See Lock-outs Handout for details.



Lockout Situations

Lockout Situations: A “lockout™ means that a service activity is not reimbursable through
Medi-Cal because the beneficiary resides in and/or receives mental health services in one
of the settings listed below. A staff mav provide services within their scope of practice, but

it would not be reimbursable.

Type of Service mmlp

Lock-Out Service Site or
Lock-Out During Program Hours of
Operation

. 5

Claim Medi-Cal for Specialty
Mental Health

Admitted to John George, Herrick,
etc. (Psych mnpatient umt within Medi-

Cal certified hospital )

In PES or ER? If not admitted, no lock-
Ouf.

-:\_01&1

Villa Fairmont, Gladman (MHRC &

IMD)
(Mental Health Rehab Center; Institution
for Mental Diseases)

:“-01&2

Willow Rock (PHE)
(Psycluatric Health Facility)

No 142

Garfield, Medical Hill (SNE)
(Skilled Nursing Facility w/ Behavioral
Health Component)

Morton Baker (SNF & IMD)
{Institution for Mental Diseases)

Ng 1&2

-

v



Tvpe of Service
Lock-Out Service Site or
Lock-Out During Program Hours of
Operation
Woodroe House, Willow Rock
(Crisis Residential) No 1&2
Sausal Creek, Willow Rock
(Crisis Stabilization) No!
Dav Rehab Programs &
Day Treatment Intensive Programs No!
County Jail, and State/Federal
Prison No!
Juvenile Hall Np 1&2
State Hospital
Np 1 &2
ILockout applies except on the day of admission prior to formal admirtance and on the dav of discharge
following a formal discharge.

* Lockout applies except to coordinate placement of the beneficiary during the 30 calendar days immediately prior to
the day of discharge, for a maxinmm of three non-consecutive periods of 30 calendar days or less per continuous
stay in the facility.

3 Lockout applies except with evidence of court-ordered suitable placement (post-adjudication for placement) in a
home setting other than a correctional instifution (applicable only to youth).




Claims

Non-Reimbursable Services/Activities
No service provided: Missed appointment
Solely transportation of an individual to or from a service

Service provided solely payee related (Indicate payee portion of visit in a
separate—non-billable service note.)

Services provided was solely clerical
Includes leaving or listening to voice mail, or email, or texting, etc.
Socialization Group

which consists of generalized group activities that do not provide
systematic individualized feedback to the specific targeted behaviors of
the clients involved

Translation and/or interpretive services (including sign language)

Activities or interventions whose purpose is solely to provide vocational
training, academic education or recreational activity are not reimbursable.

Calling in a CPS/APS report.

Completing CPS/APS reports. Report writing is not a Mental Health
intervention. (No claiming for writing SSI disability report.)

No claiming after client’s death.




DHCS (per Jan. 2014 triennial audit) has indicated that
all Release of Information Consent Documents are only
effective for 12 months (unless fewer than 12 months is
specified in the Consent).

All Client Records must be retained as long as required
by law, and until ACBHCS has finalized that fiscal year’s
cost settlement with DHCS (whichever is longer).
Currently the last ACBHCS/DHCS finalized cost
settlement is through 6/30/2006—this will be updated
in Clinical Documentation manual when needed.



http://library.ahima.org/xpedio/idcplg?IdcService=GET_HIGHLIGHT_INFO&QueryText=xPublishSite+<substring>+`BoK`+<AND>+(xSource+<substring>+`AHIMA+Practice+Brief`+<NOT>+xSource+<substring>+`AHIMA+Practice+Brief+attachment`)&SortField=xPubDate&dDocName=bok1_040788&HighlightType=HtmlHighlight

Minor Consent, ages 12 — 17 yrs.

* Minor Consent Law:
www.youthlaw.org
http://www.teenhealthlaw.org/fileadmin /teenhealth /teenhe
althrights/ca/CaMinorConsentConfChartFull11-11.pdf
» Minors aged 12 — 17 yrs of age may consent to their
own treatment under Family Code 6924 or Health
& Safety Code 124260.

o If minor is consenting under Health & Safety Code
124260 — the provider must contact QA to seek
authorization to provide the service and to ensure
that Medi-Cal is not claimed.



http://www.youthlaw.org/
http://www.teenhealthlaw.org/fileadmin/teenhealth/teenhealthrights/ca/CaMinorConsentConfChartFull11-11.pdf

Additional Handouts




HIPAA Resources v

42 USC 1395 US Department of Health and Human Services — www.hhs.gov

Office of Civil Rights (enforces HIPAA Privacy & Security Rules) —
www.hhs.gov/ocr/privacy/index.html

CA Office of Health Information Integrity (CAL OHII) — www.Calohii.ca.gov
CA Hospital Association- www.calhospital.org (publications include the CHA
California Health Information Privacy Manual-2013)

American Psychological Association
http://apapracticecentral.org/business/hipaa/index.aspx

NASW: http://www.socialworkers.org/hipaa/

AAMFT:
http://aamft.org/iMIS15/AAMFT/Content/Advocacy/HIPAA%20Resources.a

SpX
American Psychiatric Association: . . _
http://psychiatry.org/psychiatrists/practice/practice-management/hipaa

American Counseling Association: hitps://www.counseling.org/;
http://www.counseling.org/docs/private-practice-
pointers/meeting hippa requirements.pdf?sfvrsn=2



http://www.hhs.gov/
http://www.hhs.gov/ocr/privacy/index.html
http://www.calohii.ca.gov/
http://www.calhospital.org/
http://apapracticecentral.org/business/hipaa/index.aspx
http://www.socialworkers.org/hipaa/
http://aamft.org/iMIS15/AAMFT/Content/Advocacy/HIPAA Resources.aspx
http://psychiatry.org/psychiatrists/practice/practice-management/hipaa
https://www.counseling.org/
http://www.counseling.org/docs/private-practice-pointers/meeting_hippa_requirements.pdf?sfvrsn=2

QA Technical Assistance Contacts

» Master Contract Providers (CBO’s) and County Clinics/Programs
Agency/Clinic Lead QA Contacts may contact:

CBO’s by Parent Agency Name, or | QA Technical Support Staff
County Clinic by Program Name

A —-1: CBO’s Jeff Sammis, PsyD
All Adult County Clinics jSammis@acbhcs.org
J-7:CBO’s Jennifer Fatzler, LMFT

All Children County Clinics jFatzler@acbhcs.org



mailto:mDevito@acbhcs.org
mailto:jfatzler@acbhcs.org

Contact QA Department at (510)567- 8105 or

If you feel that you are missing a procedure code
that you are contracted for, that should be
included in your RU, please call Jackie
Mortensen @ (800)878-1313.

For Clinicians Gateway questions, Please contact
IS at (510)567-8181.

For questions regarding your agency contract,
please contact the Network Office at (510) 567-
8206


mailto:QAOffice@acbhcs.org

Sign-up for QA Provider Website Updates
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Train the Trainer Slides




(I

“You said you've been feeling very sad,
anxious and irritable. How does this play
out at home, at work, with friends?”

“What do you think is making it difficult for

you to...

do your work?”

take care of things at home?”

get along with others?”

do the things/activities that you once enjoyed?”



Identifying Impairments €
Role Play Continued | fYI

How do your (depressive/anxious) symptoms
impact your:

(Social/family relationships)

decreased contact with friends ?”
loss of intimate relationships?”
family relationships?”

(Performance at work or school)

avoidance of certain jobs?”

being late to work due to depression?”

decreased contact with co-workers?”

failing grades due to depressive mood / poor concentration?”

(Participation in hobbies, leisure activities)
avoidance of certain leisure activities?”




(1.

It is very important to remember that the medical
necessity criteria are INTERLOCKING.

Covered Diagnosis ¢m) Qualifying Impairment(s) «m) Interventions

The interventions/services which are billed to
Medi-Cal must address the qualifying
impairment(s) which result from the covered
diagnosis.

Interventions or services which address the
impairment resulting from non-covered diagnoses
are not reimbursable..




&

The Golden Thread YT
—

» Medical Necessity:

- Completion of a Mental Health Assessment which documents:
» Symptoms/behaviors/impairments to determine a diagnosis
» Strengths/needs/barriers

- Carry Assessment information forward into the Client Plan which
documents:

» Objectives linked to symptoms/behaviors/impairments
> Interventions to achieve the identified objectives

- Carry forward into the Progress Note which documents:
> Goal-based interventions provided to the client
> Intervention is linked to a specific MH Objective




MH Assessment .
Step 1 of the Golden Thread f‘{.lj

» What is the purpose?
Learn about client’s story

Gather a lot of information about the client in a brietf
period of time in order to formulate a diagnosis,
develop a conceptualization, and collaboratively create
a treatment plan (acknowledged by client’s signature).

Determine if the client meets medical necessity:

(Does he/she have an “included” diagnosis and an
impairment in life functioning due to his/her mental
health symptoms?)




MH Assessment 8
Step 1 of the Golden Thread continued fY.I-

» Presenting Problems (symptoms/behaviors):

Document the intensity, frequency, duration and onset of
current symptoms/behaviors

» Impairments in Life Functioning:

Document the connection between impairments and their
relationship to MH symptoms/behaviors of the diagnosis

e.g., difficulty keeFin a job due to his depressed mood, lack
of energy, and difficulties concentrating, which are
significantly interfering with his work performance.

Best practice to document both the client’s activity level
both prior to and at the onset of symptoms.




-

I

What to document in the PN vs within the MH Assessment Form:

If all information for the Initial Assessment is gathered in one
assessment contact

Reference Initial Assessment completed in the Progress Note

“Completed Initial Assessment (see Initial Assessment dated xx/xx/xx in
clinical record)”

Sign/date the Assessment as of the date of the assessment
contact
If information for the Initial Assessment is gathered in multiple
assessment contacts,
Reference sections of the Initial Assessment completed in each
Progress Note

Sign/date the Assessment as of the date of the last assessment
contact




Phase I (Non-Clinician’s Gateway users): S

For clients’ with newly created Assessments (Initial, Annual, Updated) beginning 10/1/15:

1. Once the DSM-IV Dx is established for treatment purposes—document the DSM-IV Dx in the MH
Assessment and enter the code into InSyst.

2. Refer to the DSM-IV to ICD-10 crosswalks (attached) to determine the appropriate ICD-10 Dx for
the DSM-IV Dx. Document that specific ICD-10 Dx in your MH Assessment (along with the DSM-IV Dx). It is crucial
that you utilize the specific ICD-10 Dx (indicated in the cross-walk for that DSM-IV Dx) so that it will match what is
automatically generated in InSyst for claiming purposes. Note, the Crosswalks were revised on 9/26/15.

3. Please note, InSyst will automatically cross-walk to the DSM-IV Dx that is entered, and will submit

that code to Medi-Cal for claiming purposes. (Again, that code must match exactly what you have entered into the
MH Assessment.)

Update all existing clients’ Assessments:

1. Look up the clients’ cross-walked ICD-10 Dx (from their DSM-IV Dx) in InSyst (Episode Update
Screen or Episode Opening Screen), or from the cross-walks provided (see website link and attachments).
2. Create a MH Assessment Addendum:

a. Title the page Addendum to “MH Assessment dated: __/ _/ ” (date of last MH Assessment).
b. Indicate the DSM-IV Dx’s along with the cross-walked ICD-10 Dx’s. (For all diagnoses,
not just the primary Dx.)

c. Print the LPHA’s name, M/C credential and the date (signed) at the bottom of the page.

d. LPHA signs the MH Assessment Addendum and it is added to the Client’s Medical Record. Note, if the
LPHA is waivered or registered—a licensed LPHA must co-sign.

3. Ift is expelc(ted that the updating of all open clients’ MH Assessment records will be completed within the next two to
our weeks.



YI.

Phase I (Clinician’s Gateway users):

Effective 10/1/15, ICD-10 Diagnostic Codes will be displayed on all Clinician's Gateway progress note and assessment templates where
the Episode Diagnosis Information currently displays.

-- For InSyst: the DSM-IV codes that exist in InSyst will be cross-walked to the corresponding ICD-10 codes.
-- Until further instruction, you must continue to use DSM-IV Diagnostic Codes until you are trained in ICD-10.
-- The DSM-IV and ICD-10 Diagnostic Codes will display together on Clinician Gateway data entry screens and printed notes.

-- InSyst and Clinician’s Gateway ICD-10 and DSM-IV must match. If you change the Dx in Clinician’s Gateway, InSyst must be
updated. Include a note in your assessment indicating that this is a new Dx and that you will submit a Dx update into InSyst for
claiming and future services.

Please note, Clinician Gateway users are not being asked to create MH Assessment Addendums for existing open clients.

Phase II (not yet in effect):

In Phase II, the clinician will have the opportunity to refine the ICD-10 Dx. That is, they will not be restricted to utilization of only one
specific ICD-10 Dx for each DSM-IV Dx.

If you have any questions, or need any assistance in the implementation of this requirement, please email your Quality Assurance
Technical Assistance contact. See list below. (If you would like to ask your questions in person, you may also attend the monthly QA
Brown Bag Luncheons held on the first Friday of the Month from noon — 1pm at 2000 Embarcadero, Fifth floor, Oakland CA.)
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SERVICE MODALITIES REQUESTED (WHEY RELEVANT, ALL INCLUDE: COLLATERAL INTERACIIVE COMPLEATY
FSICHIIRIC DIAGNOSTIC EVALUATION, CRISLS INTERVENTION, & FLAN DEVELOPMENT)
[ GROUP ( THERAPY: REHABILITATION: COLLERATERAL FAMILY: AND OR MULTL-FAMILY THERAPY)

_CASEMANAGEMENT/BROKERGE TINDIVIDUALREHABILITATION T TBS

( THERAPY (INDIVIDUAL; FAMILY)  CPSYCH TESTING KATIE A, SERVICES:
0 ICC




Client Plan (:{I
Step 2 of the Golden Thread continued \V- =~

Example - Symptoms / behaviors / impairments related
to the primary diagnosis (from the Assessment)

“For the past month, client has been experiencing depressed

mood with a loss of energy, loss of interest or pleasure in
almost all activities, and social withdrawal”

“Depressive symptoms are significantly interfering with client’s
academic/work performance, and impacting his social and

family relationships”




Example — MH OBJECTIVE targeting symptoms
Client Goal:
“I want to be able to go out do things with my family & friends, again™
Mental Health Objective:

“To decrease depressive symptoms as evidenced by an increase in the # of social interactions
from ox to 3x per week in the next # weeks/months”

Service Modalities
“Individual Rehabilitation (weekly or as needed), & Psychiatric Medication Services (monthly
or as needed) over the next 12 months”

Detailed Clinical Interventions:
Individual Rehab:

“Assist the client in re-engaging in pleasant activities and learning new ways of dealing
with distress”

“Teach and reinforce active problem-solving skills in order to increase client’s self-efficacy
and improve his/her mood.”

“Help the client to identify early warning signs of relapse, review skills learned, and
develop a plan for managing challenges in order to help prevent the relapse of depressive
symptoms.”

Med Services:

Med Mgt. strategies to engage client in collaboration to find, and optimize the dosage for,
effective anti-depressive medications.




Client Plan <
Step 2 of the Golden Thread continued |

1.

Measure Client’s Behavior | Baseline Time

Measure Frame

To # of min’s Client Engages in From To Within
Increase pleasurable ox/day 30’/day 12 mos.
activities (social,
physical, pleasant)

To # of Client Uses active From To Within

Increase times problem-solving ox/week 5x/week 12 mos.
Skills

To # of times Client Uses relaxation From To Within

Increase skills o/week 5x/week 12 mos.




Exercise: Turn to the person sitting next to you and together create a
scenario including the following: Included Dx; Signs, Sx and Bx of Dx;
Impairments; and then write a SMART MH objectives such as:

Insomnia (Sx of depression)

“Improved ability to fall asleep within 30 minutes of... going to bed from o times per week to 5
times per week within the next 6-12 months.”

“Improved ability to stag asleep at least 6 hours once having fallen asleep from o times per
week to 5 times per week within the next 6-12 months.”

Decreased Appetite (Sx of depression)

“Improved appetite as evidence by eating two or three meals per day from 1 times per week to
5 times per week within the next 6-12 months.”

Anergy (Sx of depression)

“Improved energy as evidenced by leaving the home for outside activities 3 or more times per
week, from 1 time every two weeks, within the next 6-12 months.”

Poor self-care/ADL’s (Impairment of depression)

“Improved ability to care for self by showering or bathing 3 — 4 times per week, from 1 time
per week, within the next 6-12 months.”
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Exercise: Break into (Trroups and write SMART
objectives for the following (See Tx Planning
Guides such as the Wiley series.):

Inability to maintain housing/placement (address
underlying MH Sx’s)

Inability to (or maintain) study/work (behavior, attendance,
achievement, functioning) (address underlying MH Sx’s)

Intrusive thoughts
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Exercise: Break into groups and write
SMART objectives for the following:

Thoughts (or actions) of... self/other harm
Hallucinations (visual/auditory)

Phobia/Anxiety as evidence by... (or self-
report of...)



(L.

Exercise: Break into groups and write SMART
objectives for the following:

7) Concentration as evidence by... (or self-report of...)
8) Inattention as evidence by... (or self-report of...)

9) Oppositional Behavior (provide example such as re compliance
with authority)



(L.

Exercise: Break into groups and write SMART
objectives for the following:

Anger Control as evidence by .... (or self report of...)

Conduct/Anti-social Behaviors (shoplifting, lying,
vandalism, cruelty to animals, etc.)

Behavioral Regression as evidenced by.... (or caretaker
report of......)



(L.

Exercise: Break into groups and write SMART objectives for
the following:

Legal Problems (Address underlying MH symptomology)

Family/Relationship Problems (Address underlying MH
symptomology)

Substance use habits as evidence by... (Address underlying MH
symptomology)



& Strengths Assessment | fY L.
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User Manuals and Rating Sheets can be found under “Resources”
http://www.acbhcs.org/providers/CANS/resources.htm

CANS-Child & Adolescent Needs €

Alameda County CANS Forms

Comprehensive Multisystem Assessment - Early Childhood (Birth to 5) Manual
Comprehensive Multisystem Assessment - Early Childhood (Birth to 5) Score Sheet
Comprehensive Multisystem Assessment - Children and Youth (6-17) Manual
Comprehensive Multisystem Assessment - Children and Youth (6-17) Score Sheet
Adult Needs and Strengths Assessment for Transition Age Youth Manual

Adult Needs and Strengths Assessment for Transition Age Youth Score Sheet

Pre-Certification Training Workshop Materials can be found under “Training and Certification”
http://www.acbhcs.org/providers/ CANS z training.htm

Pre-Certification Training Workshop Materials
Tip Sheet: Certification 101
Tip Sheet: Learning Management System (LMS) Registration

Tip Sheet: Training the Trainers

ANSA-T Pre-certification Vignette “Patricia”
CANS 0-5 Pre-certification Vignette “Morgan”
CANS 6-17 Pre-certification Vignette “Kim”

CANS Support: Alex Jackson: ajackson@acbhcs.org



http://www.acbhcs.org/providers/CANS/resources.htm
http://www.acbhcs.org/providers/CANS/docs/CANS_0-5_Manual.pdf
http://www.acbhcs.org/providers/CANS/docs/CANS_0-5_Scoresheet.pdf
http://www.acbhcs.org/providers/CANS/docs/CANS_5-17_Manual.pdf
http://www.acbhcs.org/providers/CANS/docs/CANS_5-17_Scoresheet.pdf
http://www.acbhcs.org/providers/CANS/docs/ANSA-T_manual.pdf
http://www.acbhcs.org/providers/CANS/docs/ANSA-T_Scoresheet.pdf
http://www.acbhcs.org/providers/CANS/training.htm
http://www.acbhcs.org/providers/CANS/docs/training/TIP_SHEET_cert_101.pdf
http://www.acbhcs.org/providers/CANS/docs/training/TIP_Sheet_County_LMS_Reg.pdf
http://www.acbhcs.org/providers/CANS/docs/training/TIP_SHEET_TRAIN_TRAINERS.pdf
http://www.acbhcs.org/providers/CANS/docs/training/BHCS_ANSA-T_Practice_Vignette.pdf
http://www.acbhcs.org/providers/CANS/docs/training/CANS_0-5_Vignette-Morgan.pdf
http://www.acbhcs.org/providers/CANS/docs/training/CANS_6-17_Vignette-Kim.pdf

Billable example: fYI

Dx & Impairments: Schizophrenia—Paranoid delusions,
aranoid auditory hallucinations with negative symptoms of
at affect, poor Hanning and follow-through which results in:

social withdrawal, lack of motivation (such as ability to attend

desired vocational services) and neglect of personal hygiene.

Impairments: Client MH Imeairments described above
prevent client from successfully accessing and participating in
employment activities (required for Case Mgt.).

Goal: Client states: “I want a job so that I can support myself”.

Long Term MH Goal: Decrease positive and negative signs of
schizophrenia so that they do not interfere with the client’s
ability to obtain and maintain meaningful employment. Itis
expected successful engagement in vocational services will
decrease client’s psychotic impairments (specified in MH
Objective).




Billable example cont.: f\{j‘
Mental Health Objective(s):

#1) Client will attend to daily hygiene (as evidenced by
taking a shower and wearing clean clothes) 6 of 7
days/week (now 0) by 6-12 months.

#2) Client will identify the role of 6 of his symptoms of
schizophrenia that result in employment difficulties
from 0 now by 9-12 months.

#3) Client will learn and implement 4 - 6 assertiveness
and other communication skills (now 0) by 12 months.

#4) Client will identify and challenge 5 -10 (currently o)
delusional beliefs and generate 5 — 10 (currently 0)
reality-based alternatives regarding barriers to
employment by 12 months.



Billable example cont.: fYI

Case Management Objective(s):

Client will connect with provider for a Vocational
assessment and if appropriate will participate in
Vocational services to address his employment
goals as evidenced by participation in vocational
services activities (8 of every 10 scheduled
activities, currently o) over the next 12 months.
Such successful vocational engagement will result
in decreases in delusions/paranoia and social
isolation; and increases in self-esteem, improved
daily hygiene and improved
communication/assertiveness skills (MH
Objectives #1, 3, & 4).




MH Plan Example #2: Impairment: Inability to obtain/maintain
employment: chronic periods of un- or under-employment continued

L
Billable example cont.: @/I/

» Service Modality:

o Individual and group rehab 1x/week, or as needed, for 1 year;
o Case Management 1x/month, or as needed, for 9 — 12 months;
o Individual Psychotherapy 1x/week, or as needed, for 1 year;

o Medication Management 1x/month, or as needed, for 1 year.

* Detailed Interventions:

o Psychotherapy — CBT to help identify paranoid thinking and to generate
reality based alternatives.

o Individual & Group Rehab — build client’s awareness to track and manage
gsychotic symptoms, teach coping skills such as relaxation techniques, and
uild client’s self-care skills.

o Case Management — Link client to, and monitor/support maintenance of
desired vocational services in order to increase participation in positive
daily/coping activities and decrease psychotic symptomology.

o Medication management strategies to engage client in collaboration to find
anti-psychotic medications that he is able to tolerate without significant
side-effects that have led him to discontinue medication regimen in the past.




(L.

Mental Health Objective: Client will obtain
stable employment within 6 months.

Service Modality: Case management 1x/week or
as needed for 1 year

Detailed Interventions: Case management -
Case manager will work with client to job search
and assist client in filling out necessary
applications. [Case Mgt is not acting as ajob
coach—but is inking to and monitoring
client’s participation in such services.]

Non-billable example.:




Billable example: fYI

Included M/C Dx: Schizophrenia, Disorganized Type — auditory
hallucinations, disorganize&) speech, disorganized behavior, flat affect. Client has
multiple untreated medical issues, a substance use disorder, history of drug
related arrests, housing difficulties, vocational problems, difficulty maintaining
ADL’s, poor medication compliance, problems with social interactions, and a
long history of psychiatric hospitalizations.

Impairments include disorganized speech and behaviors preventing him from
being able to access and follow thru with services and treatment related to the
above listed life areas and areas of functioning. (Required for case mgt.
objective.)

Goal: I want to have stable housing, get a job, and stop using drugs.

Long Term MH Goal — decrease positive and negative symptoms of
schizophrenia and increase independent living skills so that they do not interfere
with the client’s ability to obtain stable housing and employment, participate in
SUD treatment, obtain medical treatment, attend to ADL’s, and keep from bein
hospitalized. Successful participation in housing services, employment, medica
andp SUD treatment is expected to decrease client’s MH impairments.




(L.

Billable example cont.:

MH Objectives:

#1) Client’s paranoid a/h will decrease from 5
times daily to 3 — 5 times weeKkly, or less in the next
6 — 12 months.

#2) Client inattention to ADL’s will increase as
evidenced by taking shower’s 1 or less times per
month to 2 — 3 times per week in the next 6 — 12
months.



Billable example cont.:

Case Management Objectives:

Client will attend all scheduled medical appointments (current 1 out of 5) and
follow through with any recommended medical treatment in the next 12 months.
Client’s successful access and participation in medical services as is expected to
to increase ADL's.

Client will attend all scheduled psychiatric medication management
aﬁ)pointments (approximately 1x per month, current ox) in the next 12 months.
Client’s successful access and participation in psychiatric medication
management as is expected to decrease a/h and psychiatric hospitalizations and
to increase ADL’s.

Client will attend and participate in all appointments at the Vocational Rehab
program as scheduled by their staff in the next 12 months (current 0). Client’s
successful access and participation in vocational services as is expected to
decrease a/h and psychiatric hospitalizations.



(L.

Service Modality: Case Management 1x/month or as
needed for the next 12 months.

Detailed Interventions: Case Management — Link and
help client to utilize medical services for untreated medical
issues. Monitor/support client’s attendance at medical
appointments. Linlg and monitor/support client’s progress
in an SUD treatment program. Link and help client utilize
medication management services and monitor medication
compliance. Link and support/monitor client’s progress in
vocational rehab program. Client’s participation in
vocational services, SUD Tk, mediceﬁ and psychiatric care is
expected to is expected to decrease a/h and psychiatric
hospitalizations and to increase ADL's.

Billable example cont.:




(1.

Mental Health Objective: Client will obtain stable
employment within the next 6 months.

Service Modality: Case management 1x/month or as
needed for the next 12 months.

Detailed Interventions: Case management- Case
manager will conduct a job search and assist client in
filling out necessary applications. [Case Mgt. is not
acting as ajob coach—but is linking and
monitoring client’s participation in vocational
support programs. ]

Non-billable example:
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Progress Notes &

Step 3 of the Golden Thread continued | fY 1.

* How do I modify the B/PIRP PN format when not providing services directly
to the client (collateral, case management, etc)?

» Case mgt. example:

o “B/P” = Documents what is presently going on with the client today (brief
narrative) that necessitated this service. (i.e. client’s symptoms of severe paranoia
today prevent him/her from accessing and utilizing needed housing support
services—client has taken no action, in spite of desire to do so, to obtain housing
services intake.)

o “I” = Identifies what you did (i.e., what intervention was provided toward the
mental health objectives): provided or received info, etc. (i.e. assisted client in
identifying next step in reaching out for an intake to housing support services.)

o “R” = Identifies contact’s response toward the interventions and Erogress toward
the purpose above “B” (i.e. client agreed to call housing intake phone-line number
provided today.)

o P = Provides plan for continued services as a result of this service: i.e. collaterals,
coordination of care, etc. Can include any follow up by the provider or client. (i.e.
client will call for housing intake within the next 7 days and will f/u with this
writer at next week’s meeting to determine their success.)

 Always indicate which (#) MH Objective (even if there is also a C/M
objective) is being addressed by the Case Mgt Intervention!




Progress Notes &
Step 3 of the Golden Thread continued | ,Y.I-

HE

* How do I modify the B/PIRP PN format when not providing services directly
to the client (collateral, case management, etc)?

o Collateral example:

o “B” = Documents what is presently going on with the client (brief narrative) that
necessitated this collateral service. (i.e., in session client reports mother is
“punishing him” unreasonably for staying out past curfew and asks that I reach out
to her to discuss this further)

o “I” = Identifies what you did (i.e., what intervention was provided toward the
mental health objectives): provided or received info, etc. (i.e. I called the mother
and strategized on reasonable discipline techniques when needed for curfew
violation and emphasized positive reinforcement techniques when client meets
curfew requirements)

o “R” = Identifies contact’s response toward the interventions and progress toward
the purpose above “B” (i.e. Mother agreed to discussed and planned strategies.)

o P = Provides plan for continued services as a result of this service: i.e. collaterals,
coordination of care, etc. Can include any follow up by the provider or client. (i.e.
Will follow-up at next client’s visit regarding this and mother agrees to follow-up
with me as desired.)




Progress Notes
Step 3 of the Golden Thread continued

WL

» Ask yourself:
o “What did I do?”
“What was the purpose of what I did?”
“Why was the service provided?”
“What benefit was provided to the client?”

“Does the service/intervention match to a mental health objective on the
Client Plan?”

» Progress Notes are used to document a reimbursable service.
o If “YES” to the following, then you have a strong reimbursable
Progress Note:
o Isit clear that I took some action that will help my client?

o Will the action work toward improving or maintaining my client’s
mental health?

o Did the service I provided relate directly back to the identified MH
needs /MH included diagnosis / MH objectives of my client?

O O O O




Progress Notes e
Step 3 of the Golden Thread continued | fY_I.

Progress Note Staff Interventions

» All interventions must always link back to identified mental health
need(s) of the client

o Decreasing symptoms or behaviors must always link back to the
identified mental health need

o Increasing adaptive behaviors / skill development must always
link back to the identified mental health need (Strength based
approach.)




Progress Notes .
Step 3 of the Golden Thread continued f‘{.lj

Progress Note Staff Interventions
Examples

» Engagement with Client at beginning of treatment

“Engaged client to establish rapport, explain treatment rationale,
clarify treatment process, and understand and address barriers to
treatment to improve participation.”

» Psycho-education with Client:

“Introduced Problem Solving Treatment to the client,
established link between client’s symptoms and depression,
established the link between problems and depression, and
facilitated a problem-solving orientation.”




(1.

Key things to ask yourself

“‘What did you do? Why did you see the client? Is it reflected In
the Progress Note?”

“Does the Progress Note clearly relate back to a mental health
objective on the Client Plan?”

“Did you sign, write your credential that allows you to bill Medi-
Cal, and date the Progress Note ?”

See Scope of Practice document for allowed Medi-Cal
credential designations.

“Can the Progress Note be read by someone else (legible)?”

“Did you complete and turn in your Progress Note to be filed
(or file it yourself) prior to turning in the claim?”



Objective & Progress Note Exercise

(NI

* (See Progress Note Exercise Handout.)

* Objectives:

Participants will be able to understand how to link Medical
Necessity, Client Plan MH Objective, and Interventions in a
Progress Note.

Participants will be able to write a Progress Note which
meets documentation standards.

» Smaller groups will review a vignette (see attached
training exercise)
Each group will collectively compose 2 MH objectives

Each group will collectively write a Progress Note based
upon the BIRP model
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Objective Formulation Exercise: f‘\{ I

FAuis | Diagnosis:

Chent's Stated Goal:

Objective 1 |Observzble & Meazsureable, 'With Baseline & Timeframes):

Objective 2 |Observzble & Meazsureable, 'With Baseline & Timeframes):
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Plan Development (581) cont.
What is Plan Monitoring?

A service meets the requirement for plan monitoring if it contains the
following elements, which must be clearly documented in the client chart:

Document the event that triggered the clinical indication for monitoring
e.g. change in behavior, symptoms, impairments, etc., or the circumstance,
such as a child has a marked change in behavior at school and has become
increasingly aggressive; or an adult client serviced by a clinical
interdisciplinary team has recently been released from the hospital.

Document the progress of the client as it relates to the event or
circumstance e.g. client’s behavior, symptoms, impairments are worse,
better, no change — again, relating it back to the mental health objectives.

Document the outcome of the monitoring; that is, what will happen as a
result of the service e.g. change to client plan, change in medications, no
change, etc.

If the service is part of an interdisciplinary team meeting, document all
participants present (therapist, case manager, psychiatrist, etc.) and the role
each played. The corresponding progress note should clearly document
how this activity is related to the client plan.
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Plan Development (581) cont.

Monitoring a client’s progress must be related to the client’s mental
health objectives except when the triggering event or circumstance
represents a new clinical issue not yet included in the client plan. In
this case, the client plan should be changed to include a related
mental health objective, or, there should be documentation as to why
no change to the plan was made.

Monitoring the progress of a client is always a part of a regular
service such as individual rehabilitation or psychotherapy i.e. a
client’s progress note should always include a section on behavior or
presentation for that day. If the client presents a significant clinical
change, this may indicate a clinical need for a plan development
service.

Supervision is never a plan development service. No contact may be
claimed when a staff person is meeting with their superuvisor,
regardless of the content of the meeting.
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Plan Development (581) cont.
What is Plan Monitoring?

A service meets the requirement for plan monitoring if it contains the
following elements, which must be clearly documented in the client chart:

Document the event that triggered the clinical indication for monitoring
e.g. change in behavior, symptoms, impairments, etc., or the circumstance,
such as a child has a marked change in behavior at school and has become
increasingly aggressive; or an adult client serviced by a clinical
interdisciplinary team has recently been released from the hospital.

Document the progress of the client as it relates to the event or
circumstance e.g. client’s behavior, symptoms, impairments are worse,
better, no change — again, relating it back to the mental health objectives.

Document the outcome of the monitoring; that is, what will happen as a
result of the service e.g. change to client plan, change in medications, no
change, etc.

If the service is part of an interdisciplinary team meeting, document all
participants present (therapist, case manager, psychiatrist, etc.) and the role
each played. The corresponding progress note should clearly document
how this activity is related to the client plan.
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Plan Development (581) cont.

Monitoring a client’s progress must be related to the client’s mental
health objectives except when the triggering event or circumstance
represents a new clinical issue not yet included in the client plan. In
this case, the client plan should be changed to include a related
mental health objective, or, there should be documentation as to why
no change to the plan was made.

Monitoring the progress of a client is always a part of a regular
service such as individual rehabilitation or psychotherapy i.e. a
client’s progress note should always include a section on behavior or
presentation for that day. If the client presents a significant clinical
change, this may indicate a clinical need for a plan development
service.

Supervision is never a plan development service. No contact may be
claimed when a staff person is meeting with their superuvisor,
regardless of the content of the meeting.



PSYCHOTHERAPY FACE TO FACE TIME = 36” (:36)
DOC/TRAVEL TIME = 30” (:30)

TOTAL TIME = 66” (1:06) |
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Psychotherapy: 45” f-f time, 10” doc. time, and
20” travel time. Total time = 75”

Choose code based on f-f time (if on the
phone—base on contact time):
8 442-90834 (Ind Psych 38-52 min.)

Enter Total Time:

75”

Warning: To choose code based on total time result in
disallowance.
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Psychotherapy: 36” f-f time, 10” doc. time, and 20”
travel time. Total time = 66”. (1:06)

Choose code based on f-f time (or contact
time for telephone) and enter that amount of
time for that code:
441-90832 (Ind Psych 16-37 min.) enter:
36" in “Primary F-F Time”
Total time. Enter:
66” (1:06) in: “Primary Total Time”

Warning: To choose code based on total time result in
disallowance.




Crisis Psychotherapy Time Ranges

Codes Used Based on Face to Face time

377 30-75 minutes
377 + 378 76-105 minutes
(60 + 16 — 45)
377 +378 +378 106-135 minutes
(60 + 30 + 16 —45)
377 +378 +378 + 378 136-165 minutes
(60+30+ 30+ 16 —45)
377 +378 +378 +378 +378 166-195 minutes

(60 +30+30+30+16—45)
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InSyst
Crisis service lasting 45” f-f, + 15” doc/travel = 60” total
Based on f-f time choose code 377-90839 (30-75")
Enter 60” (45" {-f + 15” doc/travel)
Clinician’s Gateway

Crisis service lasting 45 {-f, 15” doc/travel
Use code 377-90839 for the 45” f-f time.
Enter 45” into “Primary f-f Time”
Enter Total Time of 60” (1:00) (45 f-f + 15” doc/travel) into
“Primary Total Time”
See screen shot

For < 30 minutes cannot use Crisis Code (if appropriate
use and chart to a different code, e.g. individual
psychotherapy, ind rehabilitation, etc.)




CRISIS THERAPY FACE TO FACE TIME = 45” (:45)
DOC/TRAVEL TIME = 15” (:15)
TOTAL TIME = 60” (1:00)

sev e, G520 |28

HNumber Last Name Util. review date::

Client: [
' —-K Client Plan due date::
1 Procedures: | 377 90838 Crisis Thpy 60 min

Service L i | Select Location

Med. C [ria v|  side : [nia

[mergzrl:y?[‘ ngmt’!l:‘

—
Primary Clinician: | 14219 - SANDERS-PFEIFER, R. ANTHONY ™| provider: | Select Provider Primary Total Time: [01:00] |
e

3

EMHBPsydMuwyuAm&isis:|N0ﬂe V| 2nd FF Time: 2nd Tot Time:

e O .| MotPresent W

Respond to problems/goals/objectives of treatment plan and signs and symptems related to diagnosis. Include treatment interventions and address changes in the client's functioning. If there is little progress,
include an explanation of the limited progress.

ervices wers provided in | English ~ . ) Episode Dia_gnosis Hmﬁoﬂ )
) _:::zg’ . Axis | Axis I Axis Il Axis IV Axis V
Primary FF Time Hours:Minutes
by [ or [] chnician
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InSyst
Crisis service: 115” F-F Time + 60” Travel/Doc Time = 175 Total Time
Select Code 377-90839 for the 1st 60” F-F Time and enter 120” (60” F-F + 60”
Travel/Doc
Select Code 378-90840 for next 30” and enter: 30” time
Select Code 378-90840 and enter 25” for the remaining F-F time
If F-F time <16” do not add another 378: add it to the 378 code above

In paper chart, indicate:
“377-900839, +378-90840, +378-90840. F-F = 1157, Doc/Travel Time = 60” Total Time = 175"

Clinician’s Gateway:
Crisis service: 115" (1:55) F-F Time + 60” (1:00) Travel/Doc Time = 175" (2:55)
Total Time
Select code 377-90839 and enter 60” (1:00) in “Primary FF Time” & 120” (2:00)
into “Primary Total Time”. (The first 60” FF Time + Travel/Doc Time.)

Select code 378-90840 and enter= 55 “in “Secondary FF Time” & 55” into
“Secondary Total Time”.

See Screen Shot



CRISIS THERAPY FACE TO FACE TIME = 115" (1:55)
DOC/TRAVEL TIME = 60” (1:00) TOTAL TIME = 175" (2:55)

Serice ae: (05152075 |3

Humber  LastName Util. review date::

Client: [
k Client Plan due date:
1 Procedures: | 377 90839 Crisis Thpy 60 min D
I

Service Logation: | Select Location v]

Med. Complant O

Emergelr,y’.’D ngmt‘;‘[l

Primary Clinician:| 14219 - SANDERS-PFEIFER, R. ANTHONY ™| provider:| Select Provider Primary Total Time:[02:00 |

hotherapy or Additional Crisis: ‘378 90840 Crisis Therapy Additional minuteg

plexity: | Mot Present v

Respend to problems/geals/objectives of treatment plan and signs and symptoms related te diagnesis. Include treatment interventions and address changes in the client's functioning. If there is little progress,
include an explanation of the limited progress.

Services were provided in | English v . _ Episode Diagnosis Information )

. -m . Axis | Axis Il Axis Il Axis IV Axis V

Primary FF Ti Hours:Minutes
- - by Cliteprster [ Jor [ ciican

2




Paper Chart—InSyst entry

* 377-90839 is used for the first 60”

* 378-90840 is used for each additional 307,
AND the balance if it is less than 16” is added
to the last 378-90840.

* 154" F2F Time and 8” Documentation Time.

« Select 377-90839: enter 68” (60” F-F
+ 8” Doc Time”

« Select +378-90804 (307)

« Select +378-90804 (307)

« Select +378-90804 (34”) (30" + 4”
ren;aining F-F time when less than
16”

» Because the F2F Time is the deciding factor
whether or not to use another 378-90840
(not the documentation time or the travel
time) any F2F time less than 16” is included
in the final 378-90840—do not add an
additional 378 code.

Crisis Therapy:
154"1-f + 8”doc time | f\(I.

Clinicians Gateway entry

Here is direction for entering into CG, using your
first example of 154” (2:34) F2F Time & 8”
(0:08)Documentation Time.

In the “Procedure” field, select 377-90839.

In the “Primary FF Time” field (lower left)
enter (1:00).

Enter (1:08) in the “Primary Clinician Time”
field. (60” FF time + 8” Doc/Travel time)

In the “E/M Plus Psychotherapy or
Additional Crisis” field select 378-90840.

In the “2nd FF Time” field enter 1:34
(remainder of FF time)

In the “2md Tot Time” field enter 1:34




Add-On Code for Additional Service Provided:
Interactive Complexity

w. f:{,I. -------------

» Typical clients: |

o Have others legally responsible for their care, such
as minors or adults with guardians

o Request others to be involved in their care during
the visit

o Require the involvement of other third parties,
such as child welfare agencies, parole or probation
officers, or schools




Add-On Code for Additional Service Provided:
Interactive Complexity (491-90785) cont.

4 specific communication factors during a visit that
complicate delivery of the primary psychiatric ’

procedure: (\{I |

The need to manage maladaptive communication (related to
e.g., high anxiety, high reactivity, repeated questions, or
disagreement) among participants that complicates delivery
of care.

Vignette (reported with 442-90834, Psychotherapy 45 min)

o Psychotherapy for client with maladaptive communication.
Client was responding to internal stimuli throughout our session
which made it difficult to focus the conversation on techniques to
decrease anxiety.




4 specific communication factors during a visit that
complicate delivery of the primary psychiatric

procedure: f\{ I

Caregiver emotions or behaviors that interfere with
implementation of the treatment plan

Vignette (reported with 441-90832, psychotherapy 30 min)

Psychotherapy for young elementary school-aged child. During
the parent portion of the visit, mother has difficulty refocusing
from verbalizing her own job stress to grasp the recommended
behavioral interventions for her child.



Add-On Code for Additional Service Provided:
Interactive Complexity (491-90785) cont.

(V1.

4 specific communication factors during a visit that -
complicate delivery of the primary psychiatric procedure:

Evidence or disclosure of a Sentinel Event and mandated reporting
to a 3™ party (e.g., abuse or neglect with report to state agency) with
initiation of discussion of the sentinel event and/or report with
client and other visit participants

Vignette (reported with 565-90792, psychiatric diagnostic evaluation

with medical services)

o In the process of an evaluation, adolescent reports several episodes
of sexual molestation by her older brother. The allegations are
discussed with parents and report is made to state agency.

Time completing a report outside of the session is not billable.




Add-On Code for Additional Service Provided:
Interactive Complexity (491-90785) cont.

(1

4 specific communication factors during a visit that
complicate delivery of the primary psychiatric procedure:

Use of play equipment, physical devices, interpreter-or-translator®*

to overcome barriers to diagnostic or therapeutlc interaction with a

client Whe&&net—ﬂ&em—mdd&eﬂameﬂlaﬂgiﬁg&ef who has not

developed or lost expressive or receptive language skills to use or
understand typical language.

Vignette (reported with 456-90853, group psychotherapy)

o Group psychotherapy for a young child who requires play
equipment to participate in the group therapeutic interaction

**Per CMS, 491 should not be used to bill solely for
translation or interpretation services as that may be a
violation of federal statute.




Interactive Complexity 491-90785 Add-on (+) in
Clinician’s Gateway (CG) EHR

—— Service Entry, Individual

R ANTHOMY SANDERS-PREIFER
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Cal. Family Code § 6924.

“A minor who is 12 years of age or older may consent to mental
health treatment or counseling on an outpatient basis or to
residential shelter services, if both of the following requirements
are satisfied:

The minor, in the opinion of the attending professional person, is
mature enough to participate intelligently in the outpatient
services or residential shelter services. AND

The minor

(A) would Fresent a danger of serious physical or mental _
harm to self or to others without the mental health treatment or counseling or
residential shelter services, or

(B) is the alleged victim of incest or child abuse.”



Minor Consent, ages 12 — 17 yrs f:(I

e

» Health & Safety Code § 124260

o “[A] minor who is 12 years of age or older may consent to
[outpatient] mental health treatment or counseling services
if, in the opinion of the attending professional person, the
minor is mature enough to participate intelligently in the
mental health treatment or counseling services.”

e If minor is consenting under this regulation—
provider must contact QA to seek authorization to

provide the service and to ensure that Medi-Cal is
not claimed.




