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Name, Agency/Clinic, Role at Agency/Clinic

What part of Clinician’s Gateway do you
use?

What is one documentation related question
you want to get answered today?

Housekeeping
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To stay up to date with announcements: Sign up for
QA updates at:

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

Scroll down to “stay in touch with QA”, click on “e-
subscribe” and enter your email contact

information.

STAY IN TOUCH WITH QA MHP Network Providers == eSusobe
- Use these links to subscribe for updates:  CBOs & County Clinics/Programs =~ === eSusabe
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Agency Internal CQRT Chart Auditing & Authorization
Process— ATTEND March 2"9 Training for New
REQUIRED Processes

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

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

Understand the distinction between the Clinical & Quality Review.

Understand the expectations of how to prepare and run Agency CQRT
meetings. Understand the forms and paperwork necessary for Agency CQRT
meetings.

Understand the Clinical Review Cycles of charts and how they guide clinical
practices.
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» Implemented 4/1/17:

Revised MH Assessment Form
Dx and SO/GI data collection

New Assessment Addendum

New Universal Client Plan

New Psychiatric Assessment Form
New Psychiatric MH Assessment Form

» New CG MH Assessment Form Expected in late in 2017.
These new forms are currently available in print only

(Samples, Short & Long Form) on Provider’s
Website/Forms/Clinical



After this training participants will be able
to:

State the timelines to complete: Brief Screening Tool,
Informing Materials, MH Assessment, CANS/ANSA, Client
Plan & Progress Note documentation

Identify and document key components of establishing
Medical Necessity for the provision of Specialty Mental
Health Services (SMHS)

Identify and document key components of the Mental
Health (MH) Assessment utilizing the newly revised forms
and templates



Collect Sexual Orientation and Gender Identity (SOGI) data
during the MH Assessment process in sensitive manner

Identify and document key components of the Client Plan
utilizing the new forms and templates

Identify and document the key requirements of Progress
Notes and frequently used Mental Health Service &
Procedure Codes



Training Objectives Cont.

A
e

* Clinical Documentation

o Discuss the core elements of Medical Necessity and the
Clinical Loop aka Golden Thread

o Strengthen the ability to assess and document client
problem areas, symptoms, strengths, and impairments in
an Assessment.

o Improve the ability to develop Client Plan goals (client)
and mental health objectives in compliance with Medi-
Cal/DHCS requirements.

o Learn how to document Medi-Cal/DHCS Progress Notes.




N ACBHCS Audits Claims Disallowance

Rs

Target claims disallowance rate < 5%
Jan 2017 DHCS Triennial Audit: 18%
Jan 2013 DHCS Triennial Audit: 50%

» Four Quarterly Internal ACBHCS System of Care Audits from
2015-Q4 to 2016-Q3 (four audits):

Across all Provider (CBO & County): 28% disallowance

Across all County TAY, Adult and Older Adult Clinics: 45%
disallowance

Across all County Early Childhood and Child Clinics: 16%
disallowances
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f\(,I. DHCS Sanctions, Fines & Penalties

» In 2017, CA Department of Health Care Services (DHCS) is
required by the Center for Medicare and Medicaid Services

(CMS) to levy Sanctions, Fines & Penalties for poor County
Mental Health Plans Audit Findings.

» Possibilities include:

Treble penalties: a $5,000 audit disallowance results in an additional
$15,000 penalty

Extrapolating 45% disallowance rate from 30 charts in a specific Audit to
all Medi-Cal claims billed to DHCS for up to three years, resulting in 45%
recoupment for all Medi-Cal claims received in the past 1 - 3 years

DHCS Audits to be held every year (or two years) rather than three years

Worse case: not authorizing the Waiver for Counties being the sole
Provider of MH Services (privatizing Mental Health Medi-Cal)




ACBHCS Clinical Documentation -
Standards Manuals-Update Pending |\ [

Alameds County Behavioral Health Care Sarvices

Clinical Documentation Standards




Quality Tools on Provider Website

Audit Tools for Mental Health Services

http://www.acbhcs.org/providers/Main/Index.htm
* Audit Tools

1. Requlatory Compliance Tool

2. Plan of Correction and Quality Improvement Plan Template
3. DHCS & ACBHCS Reasons for Recoupment - updated 7/1/16
4, Standard Abbreviations
5. SMHS SOC Audit

Diagnoses Lists and Crosswalks:

1. ACBHCS Mental Inpatient Medi-Cal Included Dx List Alpha by DSM-5 Name
2. ACBHCS DSM-IV to DSM-5 Mental Health Included Dx Crosswalk by DSM-5 Chapters
3. ACBHS Mental Inpatient Medi-Cal Included Dx List Numeric by ICD-10 Codes
4. ACBHCS Mental Health Outpatient Medi-Cal Included Dx List Alpha by DSM-5 Name
5. ACBHCS General Medical Codes
6. ACBHCS Psvchosocial Dx List Alpha by DSM-5 Name
7. ACBHCS Psychosocial Dx List Numeric By ICD-10 Code
e MH Authorization and Audit Tools:
1. ACBHCS M/C Claiming Lock-Out Grid
2. DHCS & ACBHCS Reasons for Recoupment
3. ACBHCS MH CQRT Form Adult Child
4. Regulatory Compliance Tool
5. Plan of Correction and Quality Improvement Plan Template
6. ACBHCS SMHS FAQ's

Mental Health Provider Manuals:
1. Quality Assurance Manual
2. ACBHCS MH Clinical Documentation Standards Manual for Master Contract Providers
3. ACBHCS MH Clinical Documentation Standards for SMH Fee - For- Service Providers (MHI
4, ACBHCS MH CORT Manual
Medi-Cal Compliant Clinical Forms and Templates
1. Sample Medi-Cal Compliant Initial or Annual MH Assessment—lLong Form
2. Sample Medi-Cal Compliant Injitial MH Assessment—Short Form
3. Sample Medi-Cal Compliant Psychiatric Mental Health Assessment: PDF ~ Word
4, Sample Medi-Cal Compliant Psvchiatric Mental Health Client Plan: PDF  Word



http://www.acbhcs.org/providers/Main/Index.htm

Audit Tool YL

SMHS SOC Audit - Q2 2017 v.5

IECH- C OV
Beh\igral Helllth Cafe Services

CHART & PROVIDER REVIEW

1. Client Identification

Client Mask ID # I |

2. Agency |dentification

Provider Mask RU # | |

3. Episode Opening Date (EOD)

I |

Dates of the audit period?

I |

What is the Authorization Cycle for this chart?

I |

What is the due date of the Assessment to cover the services within the audit period?

| |




ATTEND March 2"9 Training for f\(.I'
New REQUIRED Processes

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

For Agency CORT meetings: licensed, waivered, or

regﬁstered LPHA'’s (Licensed Practitioner of the Healing Arts),
and MH Student Trainees with the Scope of Practice to
Diagnose participate in chart reviews.

For Agency CORT meetings: only Licensed
LPHA'’s (Licensed Practitioner of the Healing Arts),
authorize treatment services.




AGENCY 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 (unless Complete
Assessment and Client Plan done or DUE earlier) and annually.

(3

7T

%

January Jan 1-Dec 31 December 12/1
(e.g. 1/15)

February Feb 1-Jan 31 January 2/1 1/1
(e.g.2/2)

March Mar 1-Feb 28 February 3/1 2/1

(e.g. 3/30)
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» Charts must contain all of the elements required by Medi-Cal
Documentation Guidelines. The required form is the CQRT
Chart Review Checklist. (It may be maintained outside the chart
and is requested when a chart is pulled for an Audit.)

» The chart is then authorized with the required SMHS
Authgrization Form. This must be maintained in the Client
Record.

» The Clinical Review ensures that ongoing Medical & Service

Necessity has been documented.

Is there an cqgmpleted Assessment with Medi-Cal Necessity & a
Treatment c}l) an? . . d i

Is there epidence that progress is being made toward the

goatls og]ectlvefi an zés) tgg c?lent 1sebeghe tting from treatment?
Are the required dated signatures on the Brief Screening, Informin
Materlals%age, ssessmgnt/gANS/AN§A, Treatment [gansj,caﬁ?i 9
Progress Notes. . - . -

The FQI?T ]{Jllm,cal Review Chart Checklist is required and utilized for
this level of review.




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

fr

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

The chart is reviewed using the required CQRT Clinical
Review Chart Checklist .

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.




s
» It is recommended that Agency QA lead
staff review charts with statf prior to their
scheduled Agency CQRT to give feedback
and ensure timely authorizations.

e In AGENCY CQRT, charts with deficiencies
must be corrected and returned the following
month (Authorization is pending completion)
when:

o Medical Necessity has not been established _ &
> Assessment or Client Plan Missing ——
o Signatures Missing on Treatment Plan %ﬁ













Required at time of MH Assessment

The ACBHCS EHR (CG) has been modified to include
Sexual Orientation and Gender Identity (SOGI) data
collection.

The Data collection will serve to identify LGBTQQI2-S
populations which have historically been underserved
as well as to assist the provider in providing culturally
sensitive & responsive services.

Gathering such data in clinical settings will allow
providers to better understand and treat their clients,
and to compare their clients’ health outcomes with
national samples of LGBT people from health
surveys.



Policy Focus: Why Gather Data on SO and GI in Clinical Settings; The Fenway Institute

Refer to Training Slides in Resource Power point

For providers who do not use CG, see the sample
M/C compliant MH Assessments (Short & Long
forms)on the Provider Website.

Clinical Templates links:


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

Lesbian, gay, bisexual, and transgender (LGBT) clients
have unique health needs and experience numerous
health disparities

They are an underserved population that is largely
invisible in the health care system

Routine and standardized collection of sexual orientation
and gender identity (SO/GI) information in medical and
electronic health records (EHRs) will help assess access,
satisfaction with, quality of care, inform the
delivery of appropriate health services, and begin to
address health disparities



Why Collect SO/GI Data?

A lifetime of challenges and discrimination

Social determinants affecting the health of LGBTQ individuals
largely relate to systemic oppression and discrimination.

2004-2005 national behavioral surveillance system found that 61%
of Men who have sex with Men (MSM) in NYC did not disclose
same-sex behaviors to their medical providers.




Why Collect SO/GI Data?

Stigma, Discrimination & Health

Interpersonal Structural

Intrapersonal Stigma

Stress/Anxiety/Depression

Health Disparities/Inequities

Hatzenbuehler, ML, Link, BG. 2014




Use of national data, if local does not exist, to identify health inequities:
Example HEALTHY PEOPLE 2020:

http://www.healthypeople.gov/2020/topicsobjectives2020/overview.aspx?topicid=25

LGBT youth are 2 to 3 times more likely to attempt suicide.
LGBT youth are more likely to be homeless.

Transgender individuals have a high prevalence of HIV/STDs, victimization, mental health
issues, suicide and are less likely to have health insurance than heterosexual or LGB individuals.

70% report being harassed at school.
90% report feeling unsafe at school

Elderly LGBT individuals face additional barriers to health because of isolation and a lack of
social services and culturally competent providers.

LGBT populations have the highest rates of tobacco, alcohol, and other drug use.

National Resource Ctr for Youth Development: Fact Sheet & Healthy People 2020



Statewide data: Building Partnerships: Conversations
with LGBTQ Youth About MH Needs and Community
Strengths: UC Davis Center for Reducing Health
Disparities, 3/2009

The most common mental health concerns described by LGBTQ youth were
isolation, depression, suicide, and drug and alcohol abuse.

Most of the mental health issues faced by LGBTQ youth were directly related to the
harassment and bullying they face in their daily lives, and rejection and isolation by
their families, peers, and social organizations (e.g., churches).

Isolation and the feeling of “not belonging” were particularly salient for the
transgendered community.



Statewide data: Building Partnerships: Conversations
with LGBTQ Youth About MH Needs and Community
Strengths: UC Davis Center for Reducing Health
Disparities, 3/2009, cont:

LGBTQ youth re}l)orted being harassed and bullied in their schools, homes, and neighborhoods
on an almost-daily basis.

Many youth shared that they had received death threats.

LGBTQ youth identified social factors as major causes of mental illness in their communities
including challenging economic and physical living conditions.

LGBTQ youth described their struggles with rejection by their families and peers and
harassment at school by students, teachers, and administrators, and how it often leads to
feelings of isolation, hopelessness, despair, self-destructive behaviors, suicidal thoughts,
attempts, and completed suicides.



Statewide data: Building Partnerships: Conversations with
LGBTQ Youth About MH Needs and Community Strengths: UC
Davis Center for Reducing Health Disparities, 3/2009, cont:

LGBTQ youth related experiences of not being understood and not being taken seriously by
counselors and therapists.

Participants also described experiences of discrimination with health care providers—doctors,
nurses, and office staff—who had been disrespectful or had expressed antagonism and
discomfort because of the sexual orientation of the person seeking care.

These experiences create a sense of mistrust in LGBTQ youth and a reluctance to seek services.

LGBTQ youth of color present a special challenge for service providers in that therapists need to
be able to relate to both their experiences faced as LGBTQs and also as LGBTQs of color.



Understanding LGBT People

It is important for health care providers to understand who
are LGBT people and to have a common understanding of
terms and definitions

This allows for effective and respectful communication and
the delivery of culturally competent care

Health care providers will be better equipped to serve their
clients and LGBT communities

L,G,B,T people are a very diverse group with many unique
issues, and many common bonds



Discussing S(%GI Sensitively
» What’s in a Word? \ﬁ/l
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Avoiding Assumptions

You cannot assume someone’s gender or sexual orientation
based on how they look or sound

To avoid assuming gender or sexual orientation with new
clients:

Instead of: “How may I help you, sir?”
Say: “How may I help you?”
Instead of: “He is here for his appointment.”
Say: “The client (or preferred name) is here in the waiting room.”
Instead of: “Do you have a wife?”
Say: “Are you in a relationship?”
Instead of: “What are your mother and fathers’ names?”
Say: “What are your parents’ names.”



IDENTIFYING BEST PRACTICES

Creating the right team for SO/GI data collection (MH
Staff, Registration/Support Staff, medical records, EHR).

Privacy & sensitivity issues (awareness of legal
protections).

Appropriate language and client safety.

2-step gender question.




Questions vetted and recommended by
national LGBTQ organizations include:

Two-step sex/gender question:

1. What is your current gender identity: male, female, transgender,
or other? (For written—select from list.)

2. What was your sex at birth: male or female? (For written—select
from list.)
and a sexual orientation question:

Do you consider yourself to be: Straight or Heterosexual;
Gay or Lesbian, Bisexual, another sexual orientation or
don’t know? (For written—select from list.)



Discussing SO/GI Sensitively Cont.

Recommendations for Assessment Clinician—

Language and Client Choice to Disclose:

Providers can also use inclusive or neutral language, such as “Do you have
a partner?” instead of asking “Are you married?” which to most people
still refers to heterosexual relationships.

Providers should ask permission to include information about a client’s
sexual orientation and gender identity in the medical record, and assure
confidentiality.

If self-disclosure does not come up in response to general questions such
as those proposed above, further questions can be embedded in the sexual
history. Such a history should address sexual risk behavior as well as
sexual health, sexual orientation (including identity, behavior, and
attraction), and gender identity.

I.e. Many men may disclose they have sex with a man but not
identify as LGBTQ.




Discussing SO/GI Sensitively Cont. (.

Recommendations for Assessment
Clinician—Confidentiality & Privacy (cont.):

LGBT clients may be hesitant to disclose information about
their sexual orientation or gender identity due to fears about
confidentiality and privacy.

These fears may have to do with the fact that one hands a
filled out intake/registration form to a reception staff person

Clients may be reluctant to provide such personal
information to office staff in a waiting room, because it feels
less private than answering the question of a provider in a
private office.




(I,

Recommendations for Assessment Clinician--
Barriers (cont.):

During provider-client interaction there are several

potential barriers to gathering this information.

Providers may not be comfortable asking these questions, or lack
knowledge on how to elicit this information.

Some worry LGBT people will be reluctant to disclose due to anti-
LGBT stigma and prejudice.

This may be true, and as a result not all LGBT clients will disclose
their sexual or gender identity.



Discussing SO/GI Sensitively Cont. ﬁ;,
—

Recommendations for Assessment Clinician--
Barriers (cont.):

o However, this should not prevent providers from asking
such questions and trying to gather such data.

o As society becomes more tolerant and accepting of LGBT
people, more and more LGBT clients will self-disclose.

o In the meantime, the data we get from those who do self-
disclose allows us to better understand the unique health
needs and experiences of LGBT people.




Sex Assigned at Birth: [1Male [1Female [Intersex [1Other: [1Declined to State

Gender Identity: L1Male  [IFemale [lintersex [ Gender Queer Transgender:  [IMale to Female  [E2 (-2 to Male

[1Decline to State  [1Gender non-conforming [1Unknown [1Other

SEXUAL ORIENTATION: [Unknown [1Heterosexual/Straight [llLesbian [1Gay [lBisexual [ Queer [1Gender Queer
[1Questioning [1Declined to State  [10ther:

What is your Pronoun? [JUnknown []She/her [1He/him [Theythem [1Dedined to State [10ther

For Gender Identity, Sexual Orientation and “My Pronoun” select
all that apply.

When collecting “caretaker/guardian” information—use that
label rather than mother fatﬁer (may be same-sex household),
parent (may be extended family members), etc. Only exception
would be biological parents if genetic information is needed.

If ic;lpouse is being requested: indicate “spouse or significant-
other”




The Golden Thread




AL

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
(Includes DHCS Audit Protocol), 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.



Must meet the following three criteria:

Criteria #1: An included diagnosis (See Medical Necessity for Specialty
Mental Health Services handout );
All Dx must indicate:

1.) The ICD-10 Code.
2.) The DSM-s* Description (name) WITH all Specifiers
“for Codes that do not have a DSM-s descripfor. such as Fs4.5, Fs4.9, Fs4.2, Fs4.3 & Fas, list

the ICD-10 Descriptor (Dx Name)
3.) DHCS also recommends indicating the ICD-10 Descriptor (Dx Namej)—buft not required

by ACBHCS at this time.

Having a diagnosis that is not “included” does not exclude a client from
having his/her services reimbursed AS LONG AS they also have an
“included” diagnosis as the primary (FOCUS OF TX) diagnosis, and
services/interventions are 11'ecte(1iy toward the impairment resulting
from an “included” diagnosis.

The Primary Diagnosis in the clinical record must match the Primary Diagnosis

in INSYST to ensure an accurate clinical snapshot

If the Diagnosis is revised you must update INSYST




STATE DEPARTMENT OF MENTAL HEAI TH MEDI-CAT MANAGED CAFRE
Medical Necessity for Specialty Mental Health Services
that are the Responsibility of the Mental Health Plan

MMust have all A B, and C:

A, Diagnoses
Must have one of the following DSM IV diagnoses, which will be the focus of the intervention being provided:

Included Diagnoses: Excluded Diagnoses:

=  Pervasive Developmental Dhsorders, except =  Mental Retardation
Authstic Thzorder which 15 excludad. = Leaming Disorders

= Attennon Deficit and Dizruptive Behavior = Motor Skillz Dizorder
Disorders = Copmmunication Diserders

= Feedmg & Eating Dizorders of Infancy or Early = Autistic Disorder (Other Pervasive
Childhood Deevelopmental Disorders are included)

=  Elvmunation Dhsorders = Tic Disorders

=  Crther Dhsorders of Infancy, Childhood, or =  Delinum, Dementia and Amnestic and
Adolescence other Cogmtive Dhsorders

=  Schizophrema & Other Psychotic Disorders = Mental Disorders due o a General

= Mood Disorders Medical Condition

= Amnmety Disorders = Substance-Falated Dizorders

= Somatoform Chzorders = Sexmal Dysfanchons

=  Factiious Disorders = Sleep Disorders

= Disseciative Disorders = Antisocial Personality Disorder

= Paraphilias = (vher condifions, including V-codes, that

=  (zender Identty Dhzorders may be a focus of Chnical Attention.

= Eatmng Disorders (Except medication induced movement

= Impulse-Control Disorders Mot Elsewhere dizorders which are included.)
Classified

©  Adjustment Disorders A. I:leneEri:rr;r may receive services for an

= Personality Di lars, excluding Antisocial E:lndﬂ.i ﬂ..mg-l;os:s when an excluded
Personality Di 1 gwosis iz alzo prezemt.

=  Medication-Induced Movement Dizorders

E. Impairment Criteria

Must have one of the following as a result of the mental disorder(s) identified in the diagnostic (A7) cntena:

Must have one, 1, 2, or 3:

1. A sipmficanf impairment m an impeortant area of Life fanchoning, or

2. A probabulity of significant detenioration in an mmportant area of hife functioning, or

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

C. Intervention Related Criteria

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

1. The focus of proposed intervenfion 15 to address the condifion identified in impairment eriteria “B™ above,
and

2.  Itis expected the beneficiary will bensfit from the proposed intervention by significantly diminishing the
1mpairment, or preveniing sigmficant deterioration in an important area of Life functioning, and'or for
children 1t 15 probable the child will progress developmentally as indmvidually apprepriate (or 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 diagnosis 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 specialty MH treatment goals.







Criteria #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 of
indication) H/I, S/1, or other high risk conditions, a
comprehensive safety MH objective — or preferably Safety
Plan — must be created for treatment purposes. r"””

FORGET!
oy

‘i."



Criteria #3: A qualifying intervention (meets 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 60 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.

Note, Planned Services MAY NOT be provided until a
Client Plan is in place and at least a Interim MH
Assessment.

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 (and agency contracts) for exceptions:



All clients must be screened for Mild to Moderate (referred to Beacon for MH Services) vs.
Moderate to Severe (seen by ACBHCS Providers) criteria.

Screening is done upon referral, at Plan Update 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.
Only Exceptions: Out of County, TBS Workers, Crisis,

Conservatorship & Guidance Clinic

Administration of the Brief Screening Tool is NOT A billable service. “ON‘-'\.\

May be completed only by Licensed/Waivered/Registered LPHA.
Waivered or Registered LPHA require a Licensed LPHA co-signature.

See ACBHCS Providers Website/Forms/Access/Screening for MH Services:
http://www.acbhcs.org/providers/Forms/Forms.htm

Use appropriate form based on age.

If Mild — Moderate, claim to, or refer to (form needed) to Mild-Moderate Provider


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

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




Bi-Directional Medi-Cal Mental Health Level of Care Transition Form

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
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 moederate impairment)
level of care, please fax the completed form to Beacon at 866-422-3413 OR to Specialty Mental Health
{moderate to severe) level of care, please fax the completed form to BHCS ACCESS at 510-346-1083.

Member Demographics

Cient Name: DoteofBithe s/ [OmOrOo
| ety

Ulient phane Medi-Cal Health Plan

Medi-Col ID# Language/Culfural Requirements =

Address: City: Iip: Phone: (____|

Caregiver/Guardian: Phorez (___)

Transition Request Defails

Reason for transition
[ 70 REACON: sin innger mants medical nacesity for Spociaiy MK Sondoos [SMHS] (Mid 10 mocesmla imparmant dua ba MH Dl
[ 10 COUNTY. ruurs mumizai ry vt

MH Sanices i GG RIS MSHS NIONEVD J07CES
M other

Member notifind of fransdtion lor tevices: [ vae [ Ho

Mudizalion M i
M edmary Gore 7] Baocon contaated payeanat [ County smrs [J e A
Tharapy requerted/io ba maonaged by~

O Bwwcun cunluchud el [ County Sans [Jother [Twa

fud/ to be manoged by:

If member formeity saw Beacon provider. name/clinic of thot provid ar [JH/A

ARtached Documents § e b it gy [ Scmmening fool [ Frogress notes [ Medicotion Loy [ Disclmgw
summcey [ Other

Concent to chars PRI || Relnasa of mfarmation (ROI) attachea [T varbal corsont [dote recaived)

Sending Clinician Info

Slall rnerme: THe/licersure;
Cato: Phone: ( ) . Emai
Updated 4.17.2015

BEACON
:al Infermation L
» L
Primary Diag Lecondary Diognosls:
Admitpote: 00000000000 4] e Dabe:
Medicafion Dase Lt Change Date

Services provided o member while in SMHS or Beacen level services:
[ Fsychowogical Testing

O es [ Case Managemant

D Medication Manngement O imdividuali Group Therapy
O wirap services

[ Crists Intarvantion O oiher

Rigk Fachors:

O Psycriaiic hospitefizafion within lost year, yes,date_

[ activa 571 ar Hil with plan ar intent. yes. pleose descibe below.,

[ kocent froumafioms. I yos, ploase dessritco bolow,

O Recen! ieledse fram prison systerm. I yes, peose descibe bekow.

O increased psychasocil ssues exacaibating MH condition, If ves, plesea dascibe balow.

Relevant Clinic ol infarmation:

Updated 4.17.2015
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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

v.2-27-18

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 \ Y
Proyigks Oaeationg

1. D we kecp the mroming ool i the olien’s reoond?
Yox, i wilt ook e i i om andiz
14. Who can sign Se foern?

2. When do we complete the sereenisg 1067 Sioce the rereening tool kolvdes @ dVagmasts, an LPHA wost sipn or co-sign, per BIHCS
Hafors servirer begin, wherher da aconrs daring Metake i persom o aver phang — md re- Doowewertarion Staedardy. Sigravtareyzl that are acorptable ow the screening rool are:
sorees af every Traaimiimnl Flan Dpducy

~Licenred LPHA (PRD-Licessed PsyD-Licensed, LOSW, LMFT, LPOC, LPCOC-F)

3. Too o et ik Tt - ing with ihe client/fmily! ;r:mgm ns.lha\.s-acv.t-aign:ranawwm (Phi-Wanvred, Poi
Joo, the climtcien can do i an bisher o Moot Providers (M0, DO, NP, CNS, PA)

4, If we cam ondy cheok two liems i Lis A bun we suspect thens s more issoes, can we do Groduate sexdens Dverns or trainess o athar ol are nw aifowed 2o Sl ouy or sign tise
SRR Tereaning tovy
M, provialers need o afuais suflicienr infrmarion during i screemng i devermine [

T cridirias cinad showtidn | et servives anlers sorerned i meer crieria lSMay-n‘u"lmllmbwmtACCESs'ﬁlldel:imm"kmwAmESSdnh
i Nevwark Mawrged Cave providers (fee-for-senvioe comtracts) may refir callers o ACCESS
3. When ke wi ke o stant soreenings? Jor sereening, imavrar, dovy will meed (o do their owm soreeming prior 1o ssbwlssion o&f
Mo RES e Anthorizavion Services reguives a copy. Cowrssnity Baned Orgunizationy (O8O s
O mETer Cantracty Ko their o streening
H Do current clienis nesd g be sereened? )
T Who Must Compiete she Soreaing Tod?
= i. Hnndowcmlhmgmhfmmbmh&"xmm(&mlwfoﬂhw
: EaRty Compless the form as the “screener. ™ The ‘Refirving Provader Nawe ' yection (s only

7. €an we mmplyie the screenmg per the infomation given by the ealler, ivem if t's no the rd Care Plon.
cliemi (2., iy menbern, TWW, )7 eegaired if sencimg the roresming 10l fo a Mavaged Care
Tew, you com ke inGranerion faw aqeoms who kedws the elimi 2. Do SUD rograms need to do screening?

No. awly providers thar Bl far sventaf fealth syrwices
& Wkt if wo dom®t e the WHODAS seoring [on Adell sereening toal)?

. 3. Do Adult Level I progeams do serocoing?
heat i oy Tt READAS s aomaslly ey ased by privaary cove e by 7l _
5. What i it cliem bes & Provisioma] Dimgnosis? 4. Du Children's Level 1 programs do screcaing?
Check *Unsare, Mo ar intake, if referved by ACCESS, But o eack Treatmean Plaw review: I nos referred
By ACCESS. the rereeming shonid be dane pedor 10 inrake.
1k, Can we bill for de soremming?
Mo, 5. Do Level 2 programs do the screenng®
Nex ar inuake bar af euch Treatroend Fiam review
U1, Des: this men we don't have to do the CFE or ooher assegament Ioals? 6. Docs G Cridmuce Clics S e i
Al priar v are 518l in et Tho yocl e 10 e . Md‘i-(.‘al? iec peed to do screening foc their mental bealth services billed 10
Moderate Sereesing Tood ints the CAME & AN Nof w 2hir fioo for yowth v Arvenile Probarioe sugaers (siow with cuwresd séaoesvens ovder
12, Why can't we use existing documens? 7. Do EPSDT Probation (cutpatient) providers do the sceecning?
Pl seraning i wred in rafir roamwess between providers & iesraner netems, o T
conmistency i paperiork [ mivasiary, (e preeriolers et mof ave 1o boad throsgh o £ Does s CalWorks < <
S provider necd %o do screemng ¥
ihart i fled rgfierral infrmation: mtm the sood s afgoeithe i reguieed No, ColWarks olfents o nov meed 1o swews medVeal necernity,
13. Is it okiy fr prividers io create an elecioeic veesion ol the sereening 7 9. Do Wellness Centers need 1o do screcnisg?
Fer. as lowg ar rhe coumesst remains the soms 11 is oo avalleble in POF foem Ol if billing Meki-Cal for Specialty Menral Health Services

95

v.2-27-18




1. 160 client impeoves & is stable bt gakes may be wemporary, do we nesd 5 transfer the case
to the MCP or can we continee services 1o ensure sability?
For clients ager 0-25, docunent efvarfy tha EPSOT impvirment ceitenin are mer, For
atlte, cacromit ol that o hast o mealenl meeessiry lngsaleavnt criterion iv mel, I
auldviow, develogr @ raneation plam that raker into aveown dhe meed fo ensre e gains are
xolflfied bafove transferring e clivnr.

2. How Jong can a trazsition plos be in eftect?
Ax fomy ar thr chart docusvents he meed reayon for a longer traneiion; e plax needs 1o
e reviewed ol fo ensury e nedd retasow is 2ill alid

1 For e Level | adelr chient who has been stible for several years with medication & some 11. For cheldren who receive Lovel | senvices, can thoir sibling with Mikd-Modetate aeods
cies mAnApomment, must we refer out 4o g MCP? oounuu»berd&MbyACC!iSSm.ckm 1 progrien s0 Thant the Timaly has just ooe
i they continng 10 ave fowr iews eheaked in List A ar o item 1o Lt B they can be
Iraveritiomest 40 @ fower Jevel of Specialty Mena! Health Servives flevel 3) as o siep-down No, JI.CMMM rhe atbling avusd be sorred by thair MOP. Howrver. ACCESS can
1o the higher Jevel af care. [ tiv elien® dovsn 't miet critenss for Specially MIS, a continwe & ke @ Level | rgferral (F ahe sthiing ir soreonad as Moderave-Severs b nw
trrottion plam muse be developed fo step-doin 10 the MCP. severe ensoph to require Levid [ nervicvs

4. How sheould peoniders of Level 1 sesvices and peograns like CHOICES, where the goal i What If i
% ’ ; wher s clisat is MB-M . 2. o ;pgﬁs::&dwﬂbﬂﬂﬂ&hmaﬂnmcm&mm
Use he screcning ool Call Beocons — sy way want the prowider to complere & eydont @ currens Screening Tool

5. Ifaclient is stable regarding thelr primery dligmes but are disgnossd with & substance o iy siap Just Dain e privvaien

use disorder (Lt C is checked), can they stay with peovider?
Now st € b specifhe o substance vie dsurders,

0. Con LangusgeCulture be sdded 5 the list?
N cmved cares may mor be resaloed for that reason. If the comimmer does nev meet specially
el Aealth erieria e MOP's are sxpyctedd do promade rack sarvices

7. Can 2 cose de retuined if a clien] is sereened th e Mild-Moderato but the MCP doesn't
provide the most appeogpeiate treatment moded (¢.5., needs home visies, neads Piseni-Infint
work)?

No

£ Ifaclicat has private insurance bur &5 sceeennd as Moderate-Severe, can we serve them?
Ne, thwie peivaty inesrance 15 respancibye Gr providing thelr meniol health servioes.

9. Providers cimnot alwigys discem from the insweance look-up sceoen whether the tssunsce

plan is private o Medi-Cal,
If wermry about @ mpecific care, coll BICS Provider Relotions at 18882460605 fo verify

senrance effgibily

10. Whas of the srasaged cace plan screens # client as Mik-Moderoe?
Ty ave reqwired 1o provide services.

v.2-27-18




» Informing Materials required at Initial and Annual

Assessments.
Recommended at first visit as includes Consent to Treatment

» ACBHCS’ Informing Materials Packet is required to be
used.
http://www.acbhcs.org/providers/QA/General /informing.htm
Provider may add additional forms as needed.

» ACBHCS’ Informing Materials Signature Page is hlghlv
recommended to be used and must be maintained in

client record.

If agency form is used—all county form elements must be present
and readily identifiable.

Note all boxes must be checked (as addressed) and signed.
May utilize form by client initial for four additional occurrences.



http://www.acbhcs.org/providers/QA/General/informing.htm

MH Assessment —
Informing Materials Signature Page

Informing Materials — Your Rights & Responsibilities
Acknow’ ent of R

Counsent for Services
As described on pass ons of this packet, vous sisnstuss below sives vous consent to volunesy mental hazlth cars
servicss from this provider I you are 2 bensficiary's 12z representative, your sisnaturs sives that consent

Informinz Materials

Your signatose also means that the materizls marked below ware discussed with vou in 2 lanmass or way that vou
o0nld understand, and that you wera given the packet for your secords. You may sequest an explanation andior
capies of the materizls azain, at any time.

Imitial Nofification: PFlsssz mark the boxes below to show which materizls wers discussed with yonat
admission or any other time.
Consent for Services
Preedom of Choice
“Guida to Medi-Cal Mentzl Health 3arvices™ (oopy availdle wpon saquast)
Provider List for Alameda County Bshaviors] Health Plan {copy availshleupon raquest)
Confidentiality & Privacy
Advancs Duecu\re In.fnn (for ? 18+ 3: vhen chant fums 18)
Hirve pou ever creamad OF¥es OMNo
Hyes, may we hme a cmﬁxwrﬂ:mi: I:I.'I‘l: ONe [ no, mayie sypport you fo create ane” OFes 0N
O Bemeficiary Problem Resolution Information
2 Welcoming & Zaf: Place (not 2 Stam-raquired informin g maerizly
o Naotice of Privacy Practices (HIPAA document)

Remind benefianes of fhe mﬂhbﬂrdalu#enkhrfhrm andrevisw any
maferals, if requesied. Obfainthe appropnidfe dafed inifizls in fhe boxes prowded.
(The packer in all thrashold languages & 3 demled insrrucoion sheer are available ar www.chhos oryprovidens, in the
Q4 ab

Almeds Comnty Bebmioral Headh Care Sarvioes Infonming Masesils 7-2013,
Grmality Asswacoe e




ﬁ)% ¥
“c);%\

Initial Assessment must be completed within 60 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) 8/28/16 and Assessment due by 10/26/16 (actual
60 day count) before claiming for planned services.

Annual Assessment must be completed in July 2017 and all required signatures must
be obtained no later then 7/31/2017 (in order to claim planned services).

See Due Dates Chart
Unplanned Services:

No services other than Assessment (includes CANS/ANSA), Interactive
Complexity, Plan Development and Crisis Psychotherapy (Intervention)
may be claimed until both the MH Assessment and Client Plan are
completed. In addition, DHCS has added two new categories of Unplanned
Services: TCM/ICC Case Management Brokerage for Referral and Linkage
purposes only, and Urgent Medication services. Record must clearly
document these purposes in order to be claimed (at any time a Client Plan
is not in place).




MH Assessment
Step 1 of the Golden Thread continued

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

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

= Assessment do not require a co-signature by a Licensed LPHA unless within the MH Assessment the
waivered/registered Intern is establishing the Dx

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.

= Must indicate in the Assessment that a diagnosis was recently made by a licensed LPHA (best within
their program), if they name who made the Diagnosis, their LPHA designation (LMFT, MD, LCSW,
etc.), and the date Dx was made. A co-signature to the Assessment does not suffice!

x  New Exception: A Second Year (FTE) MH Graduate Student/Trainee may conduct a MSE
and diagnose WITH Written attestation (placed in personnel file) by the current Licensed
Clinical Supervisor of the Trainee that the student has sufficient education, training and
experience to diagnose independently with the Licensed Supervisor’s on-going full record
review, supervision and co-signature.

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 J




MH Assessment
Step 1 of the Golden Thread continued

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

e New: MHRS & Adjunct Staff may collect self-report information in
the areas of: mental health and medical history; substance exposure
and use; identifying strengths, risks and barriers to achieving goals:
and demographic information IF the agency determines this is
within their Scope of Ability, training & experience.

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




Medical Records Dx Documentation

For MH Clients, the Dx is maintained in the MH qu‘\
Assessment. |

See attached NEW Medi-Cal Included Dx Lists for:

Outpatient MH Services M/C Included Dx Lists (by ICD-10
Code and DSM Name)

Inpatient MH Services M/C Included Dx Lists (by ICD-10
Code and DSM Name) and Cross-Walk
It is not recommended to use the M/C Included Lists
posted by DHCS on their website as they include more
Dx’s than may actually be utilized. County Clinics and

Clinician Gateway Users will not have the option of
using the DHCS lists of Included Dx.



Medical Records Dx Documentation Cont.

* Crosswalk for Outpatient MH Services: DSM-1V-
TR to DSM-5/ICD-10

o This crosswalk offers alternatives for Included Dx’s when
the client’s Dx was on the prior Included M/C List (DSM-
IV-TR) but has dropped off the current Included M/C List
(ICD-10).

o It only has possibilities, the clinician must ensure than the
ICD-10 Included Dx’s DSM Criteria is consistent with the
client’s current signs and symptoms.




Medical Records Dx Documentation Cont.

Medical Record Documentation will follow DSM-5
guidelines (utilizing DSM-5/ ICD-10 codes). DSM-
IV-TR codes and conventions will no longer be
followed.

Medi-Cal will require that documentation for each
Dx within the Assessment clearly documents the
diagnostic criteria established in the DSM-5.

The only exception is if an additional (non-Primary)
Dx is listed as “by history” (such as for an excluded
or physical health Dx). In that case, indicate “by
history” and the source of the data.



Medical Records Dx Documentation Cont. __a
mﬂs‘.\

» Note, than when entering the ICD-10 Dx Code—the
full DSM Description (Dx name) with Specifiers
ALSO must be noted.

If there is no DSM-5 descriptor—use the ICD-10 descriptor
(name)

» DHCS also recommends additionally including the
ICD-10 Description (Dx name).

» Clinician’s Gateway will have both.



Medical Records Dx Documentation Cont.

 For MH Services, these are the required fields:
» ICD-10 Primary Included Medi-Cal MH Diagnosis (see attached) ICD-10 Code, DSM-5

Description w/ Specifiers (If no DSM-5 descriptor—use ICD-10 descriptor.)

» ICD-10 For any additional MH Diagnoses (start with any additional Included, followed by
any additional Excluded Dx’s—in order of priority for MH treatment) ICD-10 Code, DSM-5
Description w/ Specifiers (If no DSM-5 descriptor—use ICD-10 descriptor.)

» ICD-10 SUD Diagnoses (all are Excluded Dx) ICD-10 Code, DSM-5 Description w/
Specifiers (If no DSM-5 descriptor—use ICD-10 descriptor.)

» ICD-10 Medical Diagnoses (or General Medical Codes—see earlier slide. If GMC Codes are
utilized in the Medical Record they must also be described by name.)

» ICD-10 Psycho-Social Conditions’ Diagnoses-principal listed first (see attached)

» Optional Disability Score: WHODAS or other.




Clinician’s Gateway MH Dx Fields
L

DSM-5: Mental Health

D5M-5 Descriptor ICD-10 ICD-10 Descriptor

| (Select) o | (setect;y |+ [ (setect) - | PRIMARY
Signs & Symptoms that Support Diagnosis or Per History:

Add Additional Diagnosis

IF DX HAS CHANGED, YOU MUST CORRECT INSYST FOR CORRECT CLAIMING.
Coordinate Diagnoses with other clinicians




Clinician’s Gateway MH Dx Fields Cont.
s

LA UNTULE AUy ine 3 PRI VLIS Tl s

DSM-5: Substance Use
DSM-5 Descriptor ICD-10 ICD-10 Descriptor

| (Select) o | (setecty [+ [ (Setect) v] [JRule Out
Signs & Symptoms that Support Diagnosis or Per History:

Add Additional Diagnosis

IF DX HAS CHANGED, YOU MUST CORRECT INSYST FOR CORRECT CLAIMING.
Coordinate Diagnoses with other clinicians




Clinician’s Gateway MH Dx Fields Cont.
®

Physical Health: General Medical Codes
General Medical Codes

| (Selectco... |+ |[ (Select diagnosis description) * ] CJRule Out
Signs & Symptoms that Support Diagnosis or Per History:

Add Additional Diagnosis
IF DX HAS CHANGED, YOU MUST CORRECT INSY ST FOR CORRECT CLAIMING.
Coordinate Diagnoses with other clinicians




Clinician’s Gateway MH Dx Fields Cont.
(I

e N AN AR A EAMR A NI A FE AR G LEEE AP EA N AN

DSM-5: Psycho Social

DSM-5 Descriptor ICD-10 ICD-10 Descriptor

| (Select) o | (selecty |+ (Select) v ] [Rule out
Signs & Symptoms that Support Diagnosis or Per History:

Add Additional Diagnosis
IF DX HAS CHANGED, YOU MUST CORRECT INSYST FOR CORRECT CLAIMING.
Coordinate Diagnoses with other clinicians

_———— — . |




Clinician’s Gateway MH Dx Fields Cont.

From the tops of the notes and assessments:

Respond to problems/goalisiobjectives of treatment plan and signs and symptoms related fo diagnosis. include treatment interventions and address changes in the client's functoning. If there
is littie progress, include an explanabon of the Emited progress.

Services were provided in English pisode Diagnosis In ,'.-!,'JA,'_';!;'
mary Secondary Teriary GMC Su

Primary FF Time 0024 Hours Minutes o o ,
by interpreter or & clinician D-10: F312 REQ A%999 00,0000 A9%999




IS Help Desk Contact

For assistance with entering ICD-10 codes into
InSyst, please contact the Information Systems Help
Desk @ 510.567.8181.



DSM-5 & ICD-10 Training Resources

* YouTube Videos (search for DSM-5):
Recommended:
Introduction: Using DSM-5 in the Transition to ICD-10:
https://www.psychiatry.org/psychiatrists/practice/dsm/icd-10
Comprehensive: Changes from DSM-IV to DSM-5: https://youtu.be/7XIFqSm_eEA
Additional:
o DSM-5 Update for Mental Health Counselors: https://voutu.be/48gDxzlmzEM
o Clinical Assessment DSM-5 Part 1 (Family Therapy): https://voutu.be/BinP{FS4-vyo

»  American Psychiatric Association DSM-5 Texts:
https://www.appi.org/products/dsm-manual-of-mental-disorders

Recommended for each clinic: DSM-5 Texts: Desk Reference, Study Guide & Clinical
Cases,

Readily access recommended to assessment clinicians: DSM-5 Pocket Guide (paper
or mobile guide):


https://youtu.be/48gDxzlmzEM
https://youtu.be/BjnPfFS4-yo

v

DSM-5 & ICD-10 Training Resources Cont.:

» American Psychiatric Association DSM-5 Educational
Resources and Diagnostic & Coding Clinic

https://www.psychiatry.org/psychiatrists/practice/dsm
Highlights of Changes from DSM-IV-TR to DSM-5

http://www.dsm5.org/Documents/changes%20from%20dsm-iv-
tr%20to0%20dsm-5.pdf

» Fact Sheets (Overall Changes and Disorder Specific):

https://www.psychiatry.org/psychiatrists/practice/dsm/educa
tional-resources/dsm-5-fact-sheets



DSM-5 & ICD-10 Training Resources Cont.:

Specific Fact Sheets (Overall Changes and Disorder Specific):
Attention-Deficit/Hyperactivity Disorder
Autism Spectrum Disorder

Bereavement Exclusion

Conduct Disorder

Disruptive Mood Dysregulation Disorder
Eating Disorders

Gender Dysphoria

Intellectual Disability

Internet Gaming Disorder (Section III)
Mild Neurocognitive Disorder

Mixed Features Specifier

Obsessive Compulsive Disorder
Paraphilic Disorders

Personality Disorders

Posttraumatic Stress Disorder
Schizophrenia

Sleep-Wake Disorders

Social Anxiety Disorder

Social (Pragmatic) Communication Disorder
Somatic Symptom Disorder

Specific Learning Disorder

Substance Use Disorder

£y

I
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DSM-5 & ICD-10 Training Resources Cont.:

American Psychiatric Association DSM-5 Educational Resources
and Diagnostic & Coding Clinic

https://www.psychiatry.org/psychiatrists/practice/dsm Online

Assessment Measures:

https://www.psychiatry.org/psychiatrists/practice/dsm/educational-
resources/assessment-measures

Webinars:
Transitioning to DSM-5 and ICD-10-CM (free)
http://education.psychiatry.org/Users/ProductDetails.aspx?Activityid=381&ProductID=381

DSM-5: Substance Related and Addictive Disorders (free)
http://education.psychiatry.org/Users/ProductDetails.aspx?Activityid=375&ProductID=375



(L.

DSM-5 & ICD-10 Training Resources Cont.:

American Psychological Association Recommendations by topic
(includes written and digital): http://www.apa.org/search.aspx?query=dsm-5

National Association of Social Workers: CA Chapter, DSM-5 Resources:
http://www.naswca.org/?177

American Counseling Association DSM-5 Resources (free podcasts):
https://www.counseling.org/search-results?q=dsm-5

American Mental Health Counselors Association DSM-5 Resources:
http://www.amhca.org/search/all.asp?bst=dsm-5

Additional Resources for a fee:
APA: DSM 5: What You Need to Know
http://education.psychiatry.org/Users/ProductDetails.aspx?Activityid=1310&ProductID=1310
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DSM-5 & ICD-10 Training Resources Cont.:

&
» L4

DSM-5 & ICD-10 Cont. | f

» 22 Hours of Online CEU Videos

o Understanding the DSM-5: Critical Issues and Diagnostic Revisions
(6-hour version)

o Understanding the DSM-5: Critical Issues and Diagnostic Revisions
(4-hour version)

o Understanding the DSM-5: Autism Spectrum Disorder & the
Neurodevelopmental Disorders

o Understanding Feeding and Eating Disorder in the DSM-5
o Internet Addiction and the DSM-5

o Understanding the DSM-5: Substance-Related and Other Addictive
Disorders

o The DSM-5 and the ICD-10-CM: Comparisons and Crosswalk




MH Assessment

Step 1 of the Golden Thread continued

» 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

Ma only be addressed in the Client Plan by addressin the
underlying MH Dx’s signs, Sx, and behavmrs through

MH Ob_]ectlves




o Modifying Assessment for -
et Case Management Services Nows\.

» =Within the MH Assessment

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

MH Impairments

Link that the ADULT client’s inability to access and utilize needed
community supports (in the area of need such as housing) is due to

the specific (state which and how impacts) severe MH Impairments
of Included Dx. OR

Link that thc CHILD’S lack of housing, medical, educational, etc.
services exacerbates their MH Sx’s of X, y,& z and MH impairments
ofa, b, & c.
The third requirement—that successful Case Management will lead
to a decrease in the client’s MH symptoms and resultant
impairments is usually in the Client Plan.

Alternatively, all of the above three items may be in each PN.




MH Assessment
Step 1 of the Golden Thread continued

» Ifinformation is gathered AFTER the initial assessment has been completed,
an Assessment Update MUST be used instead of adding to the origina
Assessment

- An Assessment Update should be used to update (such as Dx) or to
confirm information in the original Assessment.

- An Assessment Update MUST BE IN A formal Addendum to the
Assessment, and then incorporated into the next Annual Assessment.

= Recommended components of the MH Assessment Addendum include:
> the interim history,

> anv changes in all of the areas of the MH Assessment previously
collected,

A current included (aka "Covered") diagnosis,

Signs and symptoms of the Diagnosis that meet DSM criteria,
Functional impairments as a result of that Diagnosis,

Level of impairment, and

Client’s ability to benefit from treatment.

Date of Completed MH Assessment of which this Addendum is
addressing

YV V V V V V




ACBHCS/Forms/
Clinical/Adult or Child/
Assessment

Refer to the 06.08.2017 memo:

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

FROVIDER ADDRESS FRORE FRX

CLERTLASTRANE CLERTFIRST RAME MIDDLE RAME LV ORIy

PREFERRED LAST RAME PREFERAED FIRST NAME DOB

EFTS00E OPERING DATE DICATE T2 W0 AUTHOREZATION TYCLE

Sex Assignad a1 Bivh: [JMale OFfemake Omnizrsax Ooer

Gender denfty OMse  OFemake  [Ohirsex O Gander Quaer Tranzgender: [usle o Femsle  [remake io Male
O Ter

Emergency Coniact Relafonship Contacaddress [ Skeel Ty, State, Jn] ContaciPhone number

med for fhis fime

gancy Contactol

-amily

REFERRAL SOURCEIRESON FOR REFERRALCLIERT COMPLAINT

Desenbe precipiatng evani]s) or Rerd

O Narrafve comfnued in Addendum

Curreni Symploms and Sehawiors (mensity, Jurston, onsel Fequency]

O Narrafve confnuadin Addendum

mpairments in Lile Fruncioning caused by e MH sympioms Cenawiors [IFom pespecive of ceent and/oromers)

O Narrafve confnuadin Addendum
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i ¥es, descrbe dakes, locabons, reasons, response o, and saisacion wilh reaiment

O Nareafve comfuadin Addendum

Dutpatisnt Traatmant: O Yes ONo O Unabls to Asssss

T ¥z, Jesonbe dais, 00ab0ns, F2as0ns, FesD0MES 10, SN0 S3ETACE0N Of Peaiment

[ Nareafve comfnued in Addendum




» The CANS (0-5, 6-17) ANSA (T, 25+) is
completed after the MH Assessment and
before (informs) the Client Plan.

Required timeframes: by 60 days of EOD, in month
preceding the 6" month mark, at annual
authorization, with every Plan update, and at
discharge.

* For Adults, ANSA

Same required timeframes.
» ACBHCS Provider Website/ CANS/ANSA
http://www.acbhcs.org/providers/CANS/cans.htm



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

The CANS and ANSA are Assessment Tools
which may only be completed by:
Licensed LPHA

Waivered or registered LPHA
(if not diagnosing—diagnosis requires Licensed LPHA
co-signature).
Graduate student/trainee in a recognized MH
Master’s or PhD program

(if not diagnosing—may only reference Dx established
by a Licensed LPHA, unless meets Scope of Practice
requirements for diagnosing).



s

What are the only MH services that may be routinely be provided before
completion of the MH Assessment and Client Plan?

MH Assessment (with & w/o medical component, & behavioral eval)
Plan Development

Crisis Intervention

Crisis Stabilization (in CSU only)

When must an agency’s chart go to CQRT for authorization and Quality
Review purposes?

Initially and Annually. We recommend that CQRT happen after the Assessment and Plan are
completed, but before their due dates. This gives the clinician time to address any concerns
identified in the assessment or plan before the authorization due date. This helps to preserve
billings.

What is the recommended two tools to review and Authorize charts for

Quality and Claims compliance?
SMHS Authorization Form and CQRT Chart Review Checklist



An Included Dx which is the Primary Focus of Tx
A Qualifying Impairment
A Qualifying Intervention

What are the three requirements for Medical Necessity? (

When must a client be screened with the Brief Screening Tool
Before Treatment, Annually and at every Client Plan Update.
What are the usual due dates for the MH Assessment and Client Plan?
60 days
As a rule, may any planned services be provided before completion of both?
No
Who may complete (and sign a MH Assessment) and formulate a Dx, but requires co-
signature for the Dx?
Waivered or Registered LPHA.
Who may not formulate a Dx and as well requires a Licensed co-signature on the
Assessment?
Graduate trainee/student—unless meets additional Scope of Practice Requirements

If they do not meet the additional Scope of Practice Requirements: even with a licensed co-
signature on the MH Assessment—within the MH Assessment it must be indicated by name
which licensed LPHA made the Dx and on which date.




o Client Plan Wﬂ
Step 2 of the Golden Thread continued =

» 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 274 treatment plan is due by 8/1/15 and to be completed no earlier than 7/1/15.

= No services other than Assessment, Plan Development, Interactive Complexity,
and Crisis Psychotherapy (Intervention) may routinely be claimed until both the
MH Assessment and Client Plan are completed.

= In addition, DHCS has added two new categories of Unplanned Services: TCM/ICC
Case Management Brokerage for Referral and Linkage purposes only, and Urgent
Medication services. Record must clearly document these purposes in order to be
claimed (at any time a Client Plan is not in place).

=  Collateral may NEVER be claimed before the completion of the Client Plan (no
exceptions apply) because the definition of a Collateral is contact with a
significant support person to further the clients MH Objectives (listed in the
Client Plan).




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. medication services, case management, group rehab,
individual therapy, etc.)




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 optional Long Term Mental Health Goals
which support the Client Life Goals by linking them to the
specific MH Objectives.

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.



Impairments of Functioning in Daily Life

» Indicate Area of Difficulty: Community Life, Family Life, Safety
School/Education, Vocational, Independent Living (ADL’s), Health,
Housing, Legal, SUD, Food/Clothing/Shelter, etc.

» Indicate Level of Difficulty

Mild, Moderate or Severe (Remember to rate accordingly if
documenting to a Significant Impairment in an Important Area of Life
Functioning for Medical Necessity.)

» Describe Specific Functional Impairments related to MH
Diagnosis’s Signs & Symptoms.

[For Case Mgt, must indicate need for C/M service, i.e. ct. is homeless. Also, must
indicate (1) which severe Symptoms/Impairments resulting from MH Diagnosis
that prevent client from accessing/maintaining needed services, or (2) for child
that the lack of such services (caretaker not providing) exacerbates child’s MH
symptoms/impairments. |

See “Detailed Interventions” section of the Client Plan for the third requirement
for C/M Services—that when the C/M is successful the client’s MH Sx’s and
resultant impairments will decrease.



Mental Health Objectives—All Plan Objectives MUST
BE Mental Health focused (not housing, employment,
SUD tx, etc.)

A way to see if the CLIENT is improving

Measurable 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

hW{la:g is he/she identifying as the problem? Why did he/she reach out for
elp:

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

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




Client Plan
Step 2 of the Golden Thread continued

Service Modalities

> Identlfy 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 MAY NOT BE CLAIMED and MUST be disallowed if it is claimed.
~ Exception Allowed Unplanned Services include (which may be provided while
the Client Plan is pending): Case Management for Referrla and Linkage ONLY,
URGENT Medication Services, Assessment, Plan Development, Interactive
Complexity & Crisis Psychotherapy (Interventlon)

Example:
o Individual Psychotherapy 1x per week, and (NOT “OR”) as needed, for 12 months;
o Case Management 1x per month, and as needed, for 12 months;

o Grou here%py 1x per week (“and as needed” probably not necessary here as all groups are
scheduled), for 12 months;

o Collateral 1x per month, and as needed, for 12 months.

Adding “AND as needed to the frequency of the service modality allows flexibility in the
schedulmg —however “as needed” alone will not suﬂice or frequency of modality and
“or as needed” IS NOT ALLOWED. Both would result in Disallowances. I




NDOON'T
= FORGET/

\\
~ NOWS. %.&

Required Service Modalities to be listed in the Client Plan with Common Frequencies
and Timeframes:

Collateral (Includes: Collateral, Collateral-Caregiver, & Collateral-Health Care Provider)— Weekly and as
needed, for 12 months

Case Management (Planned F/U Services) — Weekly and as needed, for 3 — 12 months

Medication Services (NON URGENT)- Monthly and as needed, for 12 months

Individual Therapy — Weekly and as needed, for 12 months

Individual Rehablﬁtation — Weekly and as needed, for 12 months

Group Psychotherapy — Weekly for 12 months

Group Rehabilitation — Weekly for 12 months

Family Therapy WITH CLIENT PRESENT — Weekly for 12 months

FAMILY PSYCHOTHERAPY WITHOUT CLIENT PRESENT NOW D/C AND CHANGED TO COLLATERAL—
FAMILY COUNSELING.
Multi-Family Group Therapy WITH CLIENT PRESENT — Weekly for 12 months

Collateral Family Group (with or without client present) — Weekly for 12 months

TBS — Weekly and as needed, for 3 — 12 months
Katie A. - ICC — Weekly and as needed, for 3 — 12 months NOW SEPARATED OUT FROM:

Katie A. - IHBS — Weekly and as needed, for 3 — 12 months
Day Rehabilitation (1/2 or Full Day) — Daily, for 6 months

Day Treatment Intensive (1/2 or Full Day) — Daily, for 6 months

Psyc%ological Testing (Includes Psych Test, Developmental & Neuropsych) — Weekly and as needed, for 3
months

Adult Residential — Daily for 6 — 12 months

Crisis Residential — Daily for 3 — 12 months

Crisis Stabilization — Daily for 3 months



v\
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Detailed Interventions

For each service modality it is best practice to 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.

Interventions for Collateral should include listing significant others
(by names and/or roles) for whom contact is planned and indicating
“and others as needed”.

Interventions for Case Management should indicate that successful
C/M (linkage and monitoring) will result in the client’s MH
Symptoms being reduced (i.e. achievement of Client’s MH
Objectives)—If not in the detailed interventions—it must be
documented somewhere in the Plan.




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

Examples:

Individual Rehab:
“Assist the client in re-engaging in pleasant social activities through the use of an activities
chart in order to address the impairment of having lost all interest in previous enjoyable social
activities as a direct result of her symptom of anhedonia of her Major Depression.”
“Teach and reinforce active problem-solving skills in order to increase client’s self-efficacy in
order to address the impairment of poor self-esteem which is a direct result of her Major
Depression.”
“Help the client to identify early warning signs of relapse, review skills learned, and develop a
plan for managing challenges (WRAP tools) in order to help prevent the relapse of depressive
symptoms.”

Collateral:

Contact with significant support persons of client including parents, teacher and school counselor (others
as needed) to assist client in meeting his/her MH Goals and Objectives.

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




o

» 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 is now disallowing all claims after the date the Plan
should have been updated.

« All signatures are required on any Client Plan updates. (i.e. All
required staff signatures & client/caretaker signature)
Therefore it is best to only have the Dx on the Assessment, as if it is on
the Plan—when changed—the Plan must be modified and re-signed by
all (MH Assessment only requires clinician’s signature(s).)



o Client Plan
Step 2 of the Golden Thread continued

| “ms‘

» 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.

Although DHCS only requires the reason to be documented
at the time the signature was due—It is BEST PRACTICE to
continue to attempt to obtain the signature (as clinically
appropriate) and to document this.




Medi-Cal Compliant Client Plan Form Templates

CLIENT PLAN

Paga 1 0f2

‘Client is an ACBHCS
lomg-term beneficary

IMPAIRMENTS OF FUNCTIONING IN DAILY LIVING.
Iat



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

o
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Modifying Tx Plan
for Case Management Services

» Within the Client Plan

Identify MH objectives—do not indicate housing, job, SUD,
etc.

Indicate Service Modality: C/M Brokerage with frequency &
timeframe.
Time Frame: Case Management services are short term
(generally 3 — 6 months, if longer is anticipated as a possibility
indicate both the minimum and maximum duration—i.e. 6 — 12
months).

For Detailed Interventions of C/M indicate linkage and
monitoring for (type of ) community supports
AND that successful C/M will result in the client’s specific
MH objectives being met (improved functioning).




v

May Collateral services be claimed before completion of the
Client Plan?

No

Is it NOW REQUIRED that Collateral be listed in the Client
Plan before claiming for this service?

Yes, Collateral activities support the Client Plan—and as such MUST
be in place in the Plan before claiming.
Name three reasons that all PLANNED services may be
disallowed in a chart:
Assessment not done Initially and Annually

Client Plan not done Initially and Annually and when Clinically
Indicated—or not signed by Provider and Client/Representative

Service Modality not listed in Client Plan (Case Management,
Collateral, etc.)



Client Plan Review (I

When must the CANS/ANSA be completed?

After completion of the MH Assessment and before completion of the Client Plan.

At 30 days before 15t day of 6 months, at annual, when clinically indication results in revision to
Client Plan, at discharge.

What is the Authorization Cycle for a case that is opened on August 234?
August 15t — July 315 each year.

When an urgent Case Management need arises before completion of the MH Assessment
and/or Client Plan may it be claimed as such?

Only if it for the purposes of Referral and Linkage
If planned services are immediately indicated, how would I address this?

Do an abbreviated MH Assessment (in sections where the client cannot report—indicate such and

your plan to seek the info elsewhere) and a Targeted Client Plan.
Do an Interim MH Assessment and a (Interim) Client Plan

Medical Provider may provide Psychiatric Assessment with Medical Component to complete
Psychiatric Assessment and Meds Only Client Plan while prescribing, or document the “urgent”
need for each medication service before the Plan is completed.




-
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When must all services of a certain type (i.e. Ind Rehab) be disallowed across the
whole chart (episode of care)?
When the service modality is not listed in the Client Plan.

What two considerations must be further elaborated for each listed service
modality, and which is highly recommended

Frequency (required),

Duration (required), and

Detailed Interventions (best practice)



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 inability to participate in daily activities
and to complete tasks including securing and maintaining housing
due to: his severe symptoms of Major Depression of anhedonia,
anl%rgy, insomnia, indecisiveness, feelings of worthlessness and poor
self-care.

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

Long Term MH Goal: Decrease depression symptomology, and
increase coping, so that client’s depressive signs and symptoms do
not negatively impact his ability to meet his life goals.

Detailed Intervention: The Successful provision of Case Management
to link and monitor client’s successful utilization of housing
community supports is expected to reduce the client’s depressive
sym]i;(oms of anergy, anhedonia, 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 “2” energy level now to 6-8 on a
0-10 slfale (10 being high energy) per self-report by 6-12
monthns.

#2) Client is engaged and invested in his self-care as
evidenced by increased # of showers per week from o0 to
2 or more; and increased brushing ofpteeth from ox daily
to once daily within the next 6-12 months.

#3) Client will increase daily living activities and
demonstrate successful self-identified task(s)
completion 3 — 4 x’s/week (now 0/week) for the next 3 —
12 months.




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

Billable example cont.:

» Service Modality:
o Psychotherapy 1x/week, and as needed, for 1 year;
o Case Management 1x/week, and 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
ifmptoms, teach cong skills such as relaxation techniques, and build
t’s self-care ski

o Case Management — Successful linkage and monitoring/providing support
to client to maintain needed housing community support services wi
decrease client’s depressive symptomology of anergy, anhedonia, insomnia,
indecisiveness, feellngs of worthfessness and poor self-care.




MH Plan Example #1: Impairment: Inability to maintain

o& housing/placement cont.
_______________________ ‘

3 Non-billable example:

» Mental Health Objective: Client will obtain stable
housing within 6 months; temporarily living with a
friend. [Not a MH Objective]

» Service Modality: Case management 1x/week and
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.]




I

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
needed 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
Case Management is expected to decrease client’s delusions,
flat affect and paranoia.



(1.

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 d:laly, as reported by client, within the next 6-12
monthns.



Billable example cont.:

» Service Modality:
Individual Rehabilitation 1 time per week, and as needed, for the next 12
months and
Group Rehabilitation 1x per week for the next 12 months.
Case Management 1x per week, and 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 identifﬁ 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 Detailed Interventions: Link client to, and
monitor/provide support for on-going participation in Substance Use
Disorder Treatment will decrease client’s mental health paranoid
symptomology and increase their positive coping strategies for addressing
paranoia.



MH Plan Example #2: Impairment: Cocaine

¥ dependence and abuse. 8
_______________________ 0& v
~‘ 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. [Not a MH
Objective.]

» Service Modality: Case Management

* Detailed Interventions: Provide psycho-education
on substance use. Teach relapse prevention
techniques. Help client monitor use of cocaine. [Case
Management is not acting as a SUD Counselor
but is providing linkage and
monitoring/providing support of client to SUD
community supports.]




MH Plan Example #3—
Claiming Collateral rather than Case Mgt.

Case Management/Brokerage vs. Collateral

» Case Management--Linking/Monitoring the client’s caretaker to
services for the purpose of furthering the client’s treatment plan
Is technically allowed.

e Sometimes, alternatively a Provider could provide Collateral to
the Caretaker instead.

Collateral may be claimed by providing Psychoeducation to the
caretaker regardlng the importance of housing, medical care,
etc. to the child’s MH health—as the lack of it exacerbates their
MH impairments.




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 bonding 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 daily to weekly in the next 6-12 months.

#2) The frequency that the client will reach out to be
picked up will increase from none to daily in the next
6-12 months.

#3) Client will be calmed in response to parental
soothing when crying or upset 2 out of 3 times (current
0 out of 3 times) in the next 6-12 months.



MH Plan Example #3: Child 0-5. (Moving from Case Management to
providing Collateral to Parent/Caregiver.) Cont.

Billable example cont.:

» Service Modality:

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

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

o Family Psychotherapy — provide detailed intervention here.

o Collateral- Provide psychoeducation to Mother regarding the importance of on-
going participation in: parenting skills classes, medical services for the client, and
housing resources to improve her child’s Mental Health. Psychoeducation which
results in the Mother’s successful utilization of such support services will stabilize
the ct’s home environment resulting in a decrease in the child’s MH symptomology
(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 picked up;
rejects efforts to calm, sooth, or connect; cries inconsolably; and isn’t interested in
interactive play) 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 techniques with client per day in
the next 12 months. [These are not the client’s
MH Objectives—but Mother’s own goals.]

» Service Modality: Family Psychotherapy 1x per
week, and as needed for 12 months; Collateral
monthly and as needed for 12 months




MH Plan Example #3: Child 0-5. (Moving from Case Management to
providing Collateral to Parent/Caregiver.) Cont.

Non-billable example cont:

Detailed Interventions:

Family Psychotherapy — provide detailed interventions here

Collateral- provider will research and fill out housing
applications for the client’s mother [doing for the client
is not Collateral such as providing

psychoeducation to the mother in order to support
the client’s MH Objectives].




(I,

What must be indicated in the Client Plan regarding Service Modality?
Case Management specifically indicated with frequency and duration.

Detailed Interventions with stated outcome (see below—If not in Detailed
Intervention—as no longer required—must be elsewhere in the PLAN).

What must the stated outcome of successful Case Mgt be?

Client will then meet MENTAL HEALTH Objectives

What service modality may be substituted for Case Mgt when providing the
service to a client’s significant other/caretaker?

Collateral as psychoeducation regarding the caretakers’ understanding the
importance of the unmet need’s (such as homelessness) impact upon the
client’s functioning.



Summary of Modifying Assessment, Tx Plan and PN’s
for Case Management Services

Summary of Required Case Management documentation elements include:
Careful documentation:
Within the MH Assessment:
o For both Adults and Children you must indicate each needed service
specifically, i.e. housing, medical, education, etc.

o Adult clients’ severe depressive MH impairments of included Dx
results in inability to self-refer and effectively follow-through with
needed housing, medical, SUD, educational, and vocational services

(adults).

o For children: families difficulties in such areas of housing, medical care,
etc. exacerbates the child’s MH Sx’s.

Within the Client Plan:

o Service Modality (with frequency and duration) & Detailed
Interventions (or elsewhere as “successful Case Mana§ement linkage
and monitoring is expected to reduce client MH Sx’s of x, y, & z and
MH impairments of a, b, & ¢ (specify—see MH Objectives #__ )”.

Progress Notes:
o Best to restate all of above (see previous slide and slide # )

£




(I

Important documentation requirements unique to Case Management include:
How do you document the need for Case Management for Adult and Child?

Adult: Client’s MH Impairments of Included Dx result in inability to
access and/or successfully participate in community supports for ...

Child: Client’s MH Impairments are exacerbated by area of need
(homelessness, parental unemployment, unmet medical needs, unmet SU
Tx needs, etc.)

What types of Plan Objectives are documented for Case Management
services?

Mental Health



Progress Notes
Step 3 of the Golden Thread

» Progress Notes must contain:

o InSyst 3 digit, and/or CPT (Remember not all services have an equivalent CPT
code and in that case the InSyst code will need to be used), Procedure Code (or
exact name per ACBHCS) claimed.

o Date of Service
o Face-to-Face (in-person) and Total Time

= If you are claiming for a time based code (such as psychotherapy codes where
the specific code selection is based on time duration) and the work is done on

the telephone: indicate f-f time = 0 and IN THE BODY OF THE PN indicate:
telephone contact time = 20 mins (for example).

Preferably also includes Travel and Documentation Time.

Indicates what language the service was provided in (unless Assessment indicates
“client is English speaking and all services will be provided in English”).

o Legible Provider Signature with M/C credential and date signed.
o See next slide for content required (such as P/BIRP).

o DOCUMENTATION TIME DOES NOT EXCEED 25% OF TOTAL TIME,
OR 10 MINUTES—WHICHEVER IS HIGHER. Or results in .

disallowance.




Always indicate which MH Objective (restate or reference # of Objective in
Plan) is being addressed.

P/BIRP Format (document that service date’s): (A/so, See Handout.)
Purpose/Problem/Behavior/Assessment

P/B = Documents what is presently going on with the client (brief narrative) ,
especially in terms of progress towards MH goals and objectives.

Intervention by Staff,

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

Response of Client to Intervention,

R = Identifies client’s res%or_lse toda .toward the interventions and
impact/progress toward their MH 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.



Within the Progress Note

Identify which MH objective that this Case Management service is targeting for
improvement. (Indicate number—best to also include statement as well. I.e., “case
management service will result in a decrease in MH symptoms of x, y, & z and an increase
in adaptive functioning of a, b, & c [per MH Objective(s) # and #”.)

Modifying the B/PIRP Format for case mgt

“B/P” = 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. It is expected that successful case management
service will result in a decrease in paranoid symptoms and an increase in adaptive

ﬁ;{r.lﬁtioning of being able to successful carry out desired activities of independent living
skills.

“I” = Called housing provider with referral and provided linkage to needed housing
support services. Appointment made and provided to client.

“R” = Client a%reed to make scheduled housing sup(i)ort intake appointment as scheduled
and to report back to this provider at our next scheduled appointment.

P = Client will make scheduled housing support appointment and will f/u with this writer
at next week’s meeting to monitor their success in participating in service linked to today.



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—see next slide
Only use ACBHCS abbreviations!
(See ACBHCS Abbreviations Handout)

Always keep in mind that the Clinical Record
belongs to, and is about, the client!




AFTER SIGNATURE: 1.} MAY INDICATE MH DEGREE, LICENSE, REGISTRATION, AND CERTIFICATION [IN GREE
AND 2.3 MUST INDICATE MEDI-CAL CREDENTIAL (IN BOLD ON PG 2).

Sample Provider Sionature Sheet

NAME AGENCY POSITION MEDI-CAL CREDENTIAL SIGNATURE REQUIRES
TITLE M/C CREDENTIAL
NORI TSU PHYSICIAN MD Movl Tuw ME
IRMA CALLOWAY, BS MENTAL HEALTH SPEC. MHRS lrvag Codlovwny, MHRS
HENRY BAR-SMITH MH CLIN SPEC PSYD-W (Watvered H Bay-Seait, Pyl -Walyviyrtd
Psvchologist)
GENOVEVA MARTINEZ, PhD MENTAL HEALTH SPEC. MHRS Gtnoviya Maytingz, MHRS
(Has PhD but not licensad or
watverad.)
JANEY MILLER PEER COUNSELOR or ADJUNCT STAFF J Midber, Adfimct Steff
FAMILY PARTNER
DANIELLE BOGGEMAN, MS STUDENT TRAINEE TRAINEE D Boggewian, Traimid
DREW MANUEL NURSE LVN Dt Masmued, LN
LOUIS ALMANZA ADV PRACTICE NURSE NP Latsls Almganze, NP
LUDEEMA WILLIAMS MH CLINICIAN MFT & LPCC L piliiawns, MFT, LFCE
ANTHONY SANCHEZ, MS ALCOHOL & DRUG COUN. LADAC A Somchiz, LADAL

= S — — - -
iﬂw&mﬁiﬂ-ﬂ = SUD COUNSELOR CATC-I (Registered tntern)

— m‘hﬂ!&" AT

h-h

—
q'-____.

- _—
T T T SE Ty, DT S ———— 1L

v.2-27-18

124

r—
e

—
- = MediCal Credentials: MD, DO, NP, CNS, PA, RPh, RN, LVN, Psych Tech, NP/CNS/PA Student o Intern; ™
il Every signature in PhD-L or PsyD-L (licensed); PhD-W or PsyD-W (waivered); -
chart must indicate MFT, LCSW, LPCC, LPCC-F (includes family counseling)
one of these. MFT-Intern, ASW, PPC-Intern, RPh-Intern; MHRS: MFT or MSW or PCC Waivered
y - (In addition, may alsa mdicate Trainee (Student in MH: MAMS/MSW/PhD/PsyD Program); -
s designations from pg =1 [ 2reen]) Adjunct Staff (Peer or Family providers): and SUD Board Registration or Credential (for AQDis =
-




Progress Notes
Step 3 of the Golden Thread continued

* Progress Notes: *

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

be designated as “late note” after 5 working days. Completion requires

e Best practice to completed same day/within one working day, and must
finalization of all required signatures.

o Must Be done prior to submission of a claim

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

= Alert, Claim to the lowest paid service (i.e.. Case Management when combined

with any other service), or if all services are claimed at the same rate—claim to
the predominant service.




A word about cloning

No, not this kind of cloning




“This practice involves copying and pasting previously recorded
information from a prior note into a new note, and it is a problem in
health care institutions that is not broadly addressed ..

The medical record must contain documentation showing the
differences and the needs of the patient for each visit or encounter ..

The U.S. Department of Health and Human Services, Office of
Inspector General (HHS-OIG) indicated that due to the growing
plroblem of cloning, its staff would be paying close attention to EHR
cloning


https://www.cms.gov/Medicare-Medicaid-Coordination/Fraud-Prevention/Medicaid-Integrity-Education/Downloads/docmatters-ehr-providerfactsheet.pdf

Progress Note Review Questions

(e

What are the five components of a Progress Note?
Linked to a specific MH Objective (state or indicate #).
Today’s Problem/Behavior/Assessment/Evaluation
Today’s Staff Intervention
Today’s Client’s Response to Intervention
Plan for f/u, homework, additional services, etc.

Would an auditor allow a PN that repeated the Staff's MH Intervention almost
verbatim from the previous encounter?
No

What are the M/C Credentials that must always be used when signing a PN or other
document in the Medical Record?
Medical Providers:
MD, DO, NP
Licensed LPHA Clinicians:
PhD-L, PsyD-L, LCSW, MFT, LPCC, LPCC-F
Waivered/Registered LPHA Clinicians
PhD-W, PsyD-W, ASW, PCC-Intern, MFT-Intern, MSW-W (out of state), PCC-W (out of state)
Practicum Students in MH approved programs:
Trainee
Others:
MHRS, OR Adjunct Staff




Key things to ask yourself when
choosing a Procedure Code

“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) constitutes face-
to-face time.

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

following slides
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AFTER SIGNATURE: 1.

¥ MAY INDICATE MH DEGREE, LICENSE, REGISTRATION, AND CERTIFICATION
AND 2.3 MUST INDICATE MEDI-CAL CREDENTIAL (IN BOLD ON PG 2).

Sample Provider Sionature Sheet

(I

NAME AGENCY POSITION MEDI-CAL CREDENTIAL SIGNATURE REQUIRES
TITLE AM/C CREDENTIAL
NORI TSU PHYSICIAN MD Movi Ty MD
MENTAL HEALTH SPEC. MHRS lrvag Collovwny, MHRE

IRMA CALLOWAY, BS

H Boy Sty FryD -Walyiyisl

PEYD-W (Waivered

HENEY BAR-SMITH MH CLIN SPEC
Psvchologist)
GENOVEVA MARTINEZ, PhD MENTAL HEALTH SPEC. MHES Glramptass Maytatz, MHRS
(Has PhD but not licensad or
watverad.)
JANEY MILLER PEEFR. COUNSELOE. or ADIUNCT STAFF J Miley, Adjunet Stoff
FAMILY PARTNEE.
DANIELLE BOGGEMAN, MS STUDENT TRAINEE TEAINEE O Boggirasi, Troinis
DEEW MANUEL NURSE LVN Dt Mesmiiel, LN
LOUIS ALMANZA ADV PRACTICE NURSE NP Lotsis Alrnsanze, NF
LUDEEMA WILLIAMS MH CLINICIAN MFT & LPCC L piliiarns, MFT, LFCE
ALCOHOL & DEUG COUN. LADAC A Savchiz, LADAC

ANTHONY SANCHEZ, MS

Lesdane Jonern, CATO

LASHANA JONES, AA

SUD COUNSELOR

CATC-I (Registered Intern)

Medi-Cal Credentials:
Every signature in
chart must indicate

one of these.
{Tn addition, may alo ndicate
designations from pg 1 [ -4

MD, DO, NP, CN5, PA, RPh, KN, LVN, Psych Tech, NP/CNS/PA Student o 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: MAMS/MSW/PhD/PsvD Program);
Adjunct Staff (Pear or Family providers); and SUD Boeard Registration or Credential (for AOD)

ACBHCS Scops OFf Pracice 201 69-28-16 0o




\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

~—~

323-90791— Face to Face Psychiatric Diagnostic Evaluation

(Performed by Licensed/Registered/Waivered LPHA or Trainee with
Licensed LPHA Co-signature. Dx has additional requirements.)

Not a Planned Service—May be Provided when Needed

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 CANS,
ANSA-T, ANSA, or approved equivalent)

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




Plan Development (581) (PD)

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

other—allowed but carefully assess training/experience.)
Not a Planned Service—May be Provided when Needed

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.

Writing Client Plan in Collaboration with Client.

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



Plan Development (581) Cont.

Intra-agency/clinic PD only occurs when the Plan is being reconsidered
and the writer could not obtain the information from the written record.

This is not done routinely in-house such as a Case Manager meeting with
the MD after she sees the client, or the clinician meeting with the Family
Partner after the Partner sees the client/family.

For example, clinician becomes aware client went off their anti-psychotic
medication (historically linked to decompensation and hospitalization)
and clinician needs to meet with the psychiatrist to modify the plan to
address the issue immediately.



Individual (381) or Group Rehab (391)

(Performed by all with appropriate training and
experience.)
PLANNED SERVICE—MUST BE IN CLIENT PLAN (see exceptions in Clin Doc Manual)

Improving, Maintaining, OR Restoring skills of
impairments that are a DIRECT result of the

included Dx signs, symptoms, or behaviors:
Allowed Example from DHCS:

“The most common example would be a client with
schizophrenia who has social skills deficits which are the
direct result of the schizophrenic disorder. Training will focus

on social skills development.”

-John Griffith, PhD, DHCS Consulting Psychologist, email correspondence of
5/20/15




Individual (381) or Group Rehab (391) Cont.

(Performed by all with appropriate training and
experience.)
PLANNED SERVICE—MUST BE IN CLIENT PLAN (see exceptions in Clin Doc Manual)

Disallowed Example from DHCS:

Client has Major Depression with symptoms of insomnia, depressed
mood, anhedonia, indecisiveness, fgtlgue, feelings of worthlessness
and psychomotor retardation.

J{L Clinician wishes to address an identified impairment (or skill deficit)

of poor ADL'’s.
“In this example , the ‘deficit’—i.e., failure to perform ADLs—is not
really a deficit at all. The client KNOWS how to bathe, brush teeth,

comb hair, ete.”

-John Griffith, PhD, DHCS Consulting Psychologist, email correspondence of 5/20/15
Rehab services could be provided to address the deficits of Major
Depression in the areas of: interest in life (anhedonia), self-worth
(feelings of worthlessness) and energy (fatigue).
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Collateral (311) *for family engagement use Code 310

(Performed by all with appropriate training and experience.)

CURRENT REQUIREMENT: PLANNED SERVICE—MAY ONLY BE
PROVIDED AFTER THE COMPLETION OF THE CLIENT PLAN*

» Services provided to Significant Support person
Consultation, Training and Psychoeducation of significant support person in
client’s life where the
*Focus is always in achieving mental health Objectives in Client Plan—If Plan is
not completed, there is no way to do so.
The provider may be receiving or providing information to the significant
support person.

» Definition—Supporting Client Plan by: <
Gathering information from, or \

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

Advising them how to assist clients
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Collateral (311) *for family engagement use Code 310 Cont.

Intra-agency/clinic Collatera
necessary, It is most likely P

For example, family partner

does not occur. If
an Development.

Decomes aware

client behavior at school has worsened and as it
risk of suspension, and therefore needs to meet
with the clinician to adapt interventions--possibly
resulting in a change to the Plan to address the

ISsue immediately.



A
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Collateral Caregiver (310)
(Performed by all with appropriate training and experience.)
Or Collateral—Family Counseling (413)
(without Client Present)
(Performed by License/Waivere/Registered LPHA or MH Trainee.)

BOTH PLANNED SERVICE—MUST BE IN CLIENT PLAN (see exceptions in Clin
Doc Manual)

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 (if within scope of practice of the provider—not MHRS or Adjunct
Staft).

If the client is present and the focus is on the significant other supporting the client’s
MH Objectives—Collateral Caregiver may be used.

If t}(lie focus is on the client’s skill building with caregiver present—Ind. Rehab. May be
used.



Collateral Health Care Provider (614)

PLANNED SERVICE—MUST BE IN CLIENT PLAN (see exceptions in Clin Doc Manual)
(Performed by all with appropriate training and experience.)

Provided to improve the health and wellness of the client through the
coordination of care between the behavioral health care provider and the
client’s health care provider(s) (physician, physician’s assistant/nurse
practitioner, registered nurse, licensed vocational nurse, speech
pathologist or audiologist, occupational or physical therapist)

Goal of care coordination across healthcare disci}ilines must be to support
the client/consumer in achieving the Mental Health objectives of the
client’s/consumer’s Client Plan

Activities may include: gathering developmental and health information,

consultation, care coordination, side effects of medication on behavior

and/or prescription drug interactions. It may also be used to assess, in

collaboration with the medical provider(s), the impact of the client’s

%hrqilic health conditions on the behavioral health of the client and their
amily.
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Collateral Family Group (317) —

may be with or without client present.
PLANNED SERVICE—MUST BE IN CLIENT PLAN (see exceptions in Clin Doc Manual)

(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.
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Case Management/Brokerage (571)
UNPLANNED SERVICE - for linkage and referral ONLY
PLANNED SERVICE — for follow-up which MUST BE IN CLIENT PLAN

(Performed by all with appropriate training and experience.)

Help clients to access medical, educational, social, vocational, rehabilitative,
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 (Adult), or without such services
Child’'s MH Sx and Impairments would be exacerbated. Must also
document, successful C/M is expected to decrease MH Sx’s and
Impairments. See prior slides for these documentation requirements.



Case Management/Brokerage (571)

Intra-agency/clinic Case Management rarely
OCcCurs.

This Is not done routinely in-house such as a
Case Manager meeting with the MD after she
sees the client, or the clinician meeting with the
Family Partner after the Partner sees the
client/family.

If appropriate it is most likely plan development.
l.e., clinician finds client’s depression has
worsened with suicidal ideation and asks to meet
with the psychiatrist in order to explore adding a
Medication Evaluation to the Client Plan (when
the client had not been receiving Med Svcs).
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Psychotherapy
PLANNED SERVICE—MUST BE IN CLIENT PLAN (see exceptions in Clin Doc Manual)
(Performed by Licensed/Registered/Waivered LPHA or MH Trainee)

Individual: (441/442/443)
May use +491-90785 for Interactive Complexity

Family: (449) (May only be WITH Client present.)
NOTE: Prior Family Psychotherapy Without Client Present (413) is
NOW Collateral—Family Counseling

Multi-Family Group: (455) (May only be WITH Client present.)
Note: Multi-Family WITHOUT Client Present is now Collateral-Family Group

Group : (456)
May use +491-90785 for Interactive Complexity

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



Selecting the Code for Individual Psychotherapy

Individual Psychotherapy:
Time Based Code: (441/442/443)
Code selected based on the time of the time spent with the client.
See Choosing Time Based Codes on Next Slide.

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




» Always choose code based on the exact number of f-2-f
minutes.

* Documentation time & Travel Time will be included in Total Time
and therefore reimbursed.

* For non f-2-f [i.e. telephone, f-f = 0 min’s] indicate the
client contact minutes in the body of the note and select the
time based code below. Also, indicate “phone” in the
“location” field.

e FOR A TIME BASED CODE, AN AUDITOR CANNOT oy
VERIFY IF THE CORRECT CODE IS CHOSEN IF F-F OR
CONTACT TIME IS NOT INDICATED IN THE PN—AND
THEREFORE WOULD DISALLOW.
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Multi-Family Group
Psychotherapy WITH Client Present (455)

PLANNED SERVICE—MUST BE IN CLIENT PLAN (see exceptions in Clin Doc Manual)

(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.

Client must be in attendance or contact with their family
members may not be claimed.

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

PLANNED SERVICE—MUST BE IN CLIENT PLAN (see exceptions in Clin Doc Manual)

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

Group Psychotherapy: 456,
& Multi-Family Group Psychotherapy With Client Present : 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 the number of clients present (or # clients represented)

o Include the number of 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.)
See specific examples for time breakdowns of different scenarios.

INSYST will calculate the billable time per client



1 Clinician Provides Group therapy to 6 clients:
Suppose 1 clinician sees 6 clients (all Medi-cal eligible) in a group for 60

minutes. After the group it takes the clinician 10 minutes each to write 6
progress notes (1 for each client.)

You must indicate in the PN: 6 group participants
The clinician would enter the following into a progress note.

Face to Face time: 60 Documentation time: 60 Total time: 120 Group
count 6

INSYST will divide 120 (total staff time) by 6 (number of clients/charts) and
pay you 20 minutes for each billing/progress note.

Once you do 6 billings/progress notes (1 for each client in the group) you are
paid 20x6 = 120 minutes.
Therefore, in the end, you get paid for the full amount of time that it took you to provide face
to face service and complete the documentation.
Notice how in each progress note the documentation time is 60 minutes—not
the 10 minutes doc time for that client. This is because that number will get
divided by the number of clients in the group. So in this case you will get paid
10 minutes.




Prorating Group Services, Example 2a

2 Clinicians Provide Group therapy to 6 clients:
You have three options on how to bill/document this.

» Option 1: Both clinicians can do their own progress
notes/billings for all clients.

Each Clinician would write a progress note (PN indicates
interventions that the writer did) and bill:

Face to Face time: 60 Documentation time: 60 Total time: 120
Group count 6

This is the easiest and suggested method for billing/documenting
when more than one clinician is running a group.

Each clinician would indicate their own interventions and need for a
co-staff.

Two separate entries into InSyst.
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2 Clinicians Provide Group therapy to 6 clients:

_()g.tion 2: One clinician can write the progress notes for all clients (in this case the writer
indicates all group interventions—not just their own) and add a co-staff billing time to account
for the other clinician’s time.

The one clinician would write a progress note and bill for each client:
Primary Staff: Face to Face time 60 Documentation time: 60 Total time (Primary Staff): 120

For Co-staff group time indicate: 60 (The co-staff time field is not present in InSyst until the
RU for the service is entered.)

Group count 6

Notice that the co-staff time did not get entered into Total time. The Co-staff time acts like a
secondary total time field for the 279 staff. Since the second staff didn’t do any progress notes,
they only billed for their face to face time.

When there is a second facilitator always indicate the clinical reason why such as: “A second
clinician needed to address and individual client’s crisis outside of the group 1:1 while the other
clinician continues with the group.”

Note, data entry into InSyst for this process will soon be changing—watch for
memo. However, there will be no change in the clinical documentation charting.
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2 Clinicians Provide Group therapy to 6 clients:

Option 3: One clinician can write the progress notes for some of the clients and the
co-staff writes the notes for the remainder of the clients. The other clinician would
write a progress note for the remainder of the clients:

Staff 1 (writes PN for three of the clients):

Primary Staff: Face to Face time 60, Documentation time: 30, Total time (Primary Staff): 9o
(Only total time entered into InSyst).

For Co-staff group time indicate: Face to Face time 60 Documentation time: 30 Total time (Co-
Staff): 9o (Only total time entered into InSyst).

Group count 6

Staff 1 (writes PN for the other three clients):

Primary Staff: Face to Face time 60, Documentation time: 30, Total time (Primary Staff): 9o
(Only total time entered into InSyst).

For Co-staff group time indicate: Face to Face time 60 Documentation time: 30 Total time (Co-
Staff): 9o (Only total time entered into InSyst).

Group count 6
Note, data entry into InSyst for this process will soon be changing—
watch for memo. However, there will be no change in the clinical
documentation charting.



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



Crisis Add-on Codes: Time Ranges

Codes Used Based on Face to Face time

377 30-75 minutes
(Add Doc and Travel Time Here.)
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)

v.2-27-18




Crisis Add-On Codes: M

» Additional Time Spent: for Crisis

Therapy—concept in general.

377-90839 is used for the first 30-75
Add all other time (documentation, travel, etc.) to the 377 code.
378-90840 is used for each additional 16-45”

For paper charting (not Clinician’s Gateway): when you go beyond a 377
and use a 378--the 377 is indicated as 60” and the balance (16 — 45”)
moves down to 378.

For InSyst purposes: Documentation & Travel Time is added into the Total
Time for 377.

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

--Note, Clinician’s Gateway uses a different

methodology—see Training Slides.
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)
377-90839 (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 by staff 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 1[l)roblems 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 Compl%ty +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 (for the specific client)

Cannot be used with Crisis Therapy, Family Therapy,
or with E/M Codes.




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.




Evaluation and Management (E/M) Codes:
QQ# ##

» Two Methodologies for charting;:

o Coding by the Elements—see QA Training Website for resources.

o Counseling and Coordination of Care:

« Make up the great Majority of Client Medication Support Services in
Community Mental Health.

« See slides below and QA Training Website for additional resources.




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

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

* Documentation:

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:
o0 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
documented.




Indicate 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




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.

Maximum claim limit of 4 hours (240 minutes) per day

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.

RN, LVN, Psych Tech’s may exclusively use this code for all services
they provided.



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

MD, DO, NP, & PA’s may exclusively use this code for all
non-face-to-face services they provide.
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What codes now have distinct non f-f codes as well as f-f codes?
Assessment and CANS/ANSA Behav Eval Codes

What differentiates the two MH Assessment Codes 323-90791 & 565-

90792

323 is for non-medical providers and 565 is for medical providers (MD,
FNP, etc.)

What is the difference between Collateral Codes 311 and 310

310 is with a caregiver significant support person and 311 is with any
other significant support person

What would happen if a PN is audited which had total time indicated but
not f-f time for Psychotherapy and why?

Disallowed as Psychotherapy is a time-based code so it would not be
known which code should have been selected.



(L.

How would I document in the PN a 90 minute group with 6 participants (4 M/C) and two
facilitators of which one did a 10 minute note for each client?

Group Psychotherapy with 6 clients, F-F time 90 minutes, Documentation Time 60
minutes, Total time 150 minutes, Co-staff = 1, Co-staff — 90 mins

Additional co-staff needed to address any needed 1:1 clients in crisis outside of the group
setting while the group continued with the other facilitator

Which is the most prevalent type of E/M service provided and how must it be documented?

Counseling & Coordination of Care was more than 50% of the f-f time, indicate topics of
CCC, AND indicate discussion of each topic area.

Interactive Complexity may be added to which 3 procedure codes?
Assessment; & Group and Individual Psychotherapy

What codes do RN (who are not a NP) use?
369

What codes does a medical provider (MD, NP) use for all services which are not f-f ?
367 Med Training& Support for all other non f-f svcs.



MH Services Lockouts (see updated handout)

“Lockouts” are ser\(ices thgt cannot be 1jeimbursed or claimed
due to the potential duplication of claim (“double billing”)

or ineligible billing site.

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 OR regulation provides a maximum allowable claimable time for a SMHS. (A staff may provide services
within their scope of practice, but it would not be reimbursable.)

NOTE: GREEN=ALLOWED & RED=LOCKED-OUT AND SIGNIFICANT CHANGES FROM PREVIOUS VERSION HIGHLIGHTED IN YELLOW

Day Rehab (DR) Programs &
Day Treatment Intensive (DTI) Programs

@ except not allowed during
same time period of Day Fgm,

@ except not allowed during same
time period of Day 2gm,

Find Type of Service You Want to Provide = Are MH Services locked-out Are Medication Svcs Locked Are Case Management (C/M)
(includes IHBS)? out? Brokerage
Then Look at Service Site or Claimable Time for Sves Locked out
SMHS to Find Restrictions (if any) (includes ICC)?
Woodroe Place, Jay Mahler Recovery Center, MH Sygs locked out Med Sygs Allowed C/M Jygs Allowed
Amber House Mexcept allowed day of admit &
(Crisis Residential Treatment) dlc
MH Sygs Allowed Med Sygs Allowed C/M Sves Allowed
Sausal Creek, Willow Rock CSU @except not allowed during @except not allowed during same
(Crisis Stabilization) same time period of CSU fime period of CSU
MH Sygs Allowed Med Sygs Allowed C/M Syes Allowed

@ except not allowed during
same time period of Day £gm

Juvenile Hall, Jail or Similar Detention
(not adjudicated)

MH Sygs locked out
M except allowed day of admit &
a/c AND © allowed if minor
adjudicated (release order)
awaifing placement

Med Syes locked out
U except d day of admit &
dic AND lowed if minor
adjudicated (release order)
awaiting placement

C/M Sves locked out
" except allowed day of admit
& d/c AND ) allowed if minor
adjudicated (release order)
awaiting placement

Willow Rock PHF (Acute Psychiatric Inpatient
Hospital/lPHF <17 beds for minors)

MH Sygs locked out
) except allowed day of admit &
dfc

Med Suves locked out
except allowed day of admit &

arke

C/M Sves locked out
" except allowed day of admit
& d/c AND ¢ owed 30 days
prior to planned d/c for
placement purposes

V|



Non-Reimbursable Services/Activities

No service provided: Missed appointment
Solely transportation of an individual to or from a service

Service provided which include payee related (Indicate payee portion of visit
In a separate—non-billable service note.)

Services provided was which include 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 includes providing 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.




Releases of Information/Record Retention

ool

» DHCS 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).

* Recommend renewing ALL at Annual Episode Opening Date.

* All Client Records must be retained as long as required by law (ten

Years past last date of service, or 18t birthday whichever occurs
ater), AND then no sooner that 10 year date’s current

ACBHCS/DHCS contrat’s termination date 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 6/30/2009—this will be updated in
Clinical Documentation manual when needed.

e You may wish to research requirements for the HIPAA Management
Practices for the Release of Information (ROI Log).



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
Search in their website for “Minor Consent”.
Minors aged 12 — 17 yrs of age may consent to their own treatment under
Famlly Code 6924 or Health & Safety Code 124260.

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

If minor is consenting under Family Code 6924— the provider
may document as such and serve the client without any
additional authorization ( if meets necessary requirements).

However, if the possibility of the caretaker being informed by Medi-Cal
that services are being provided is a risk for the client—call QA and explain
this so client may be authorized under 124260 instead without risk of the
caretaker being alerted to treatment.



http://www.youthlaw.org/

Updating or Inserting New
Emergency Contact Information in




InSyst

17-0ct-16 10:48 AM

MAIN MENU
Al ameda MHS

Enter, "Client." or Enter "1"

| Selection:
e —

Selection Description

CLIENTS Client Maintenance Menu
DDP DDP Maintenance Menu
| #PPTS Appointment Maintenance Menu
| EPISODES Episode Maintenance Menu
| SERVICES Service Maintenance Menu
| INDIR_SERV Indirect Service Maintenance Menu
V




InSyst

17-0ct-16 10:56 AM

Enter "Sig_other"

or"4" Al ameda MHS
Client Maintenance Menu

| Selection:

Selection Description

| REGISTER Client Registration
| MANAGEMENT Client Maintenance
CLIENT_MSG Client Message Maintenance
SIG_OTHER Significant Other Maintenance
Electronic Client Information
| ADDRESS Address Maintenance
V




Client Significant Others Selection

Client Number: RGN

When a client is first registered, there is an option to enter Significant Other
information. If no information is entered, INSYST will default to 'No Significant
Other' and information on the Face Sheet will be blank.

In order to add Significant Other and Emergency Contact information, you must
enter Num-Lock . (This is the command for inserting information.) This will take
you to 'Client Significant Other Insert' page (see corresponding Powerpoint slide
for more directions).

If a client's Significant Other information was entered at registration and needs
to be updated, the client's PSP/INSYST number can be entered on this page. This
will pull up a 'Client Significant Other Update page.' (see corresponding
Powerpoint slide for more directions).

Relation
Significant Other to Client  Home Phone  Work Phone Emer




Client Significant Others Insert

Client Number: 75134621 BABY TEST

| Name Last: SIMPSON First: MARGE Effective Date: 10/21/2016 |
| Relationship to Client: MOTHER Expiration Date: / / |

Street
Number: 742 City: SPRINGFIELD
Direction: State: CA Zip Code: 94619+ 555
Name: EVERYGREEN TERRACE Country: USA
Type:
Apartment : Home Phone: (510) 867-5309 Ext.: 0
Work Phone: () - Ext.: 0

Make sure to check 'Emergency Contact' and any other field that is appropriate.
Comment :

N AEEEEREREREREREBE
| X Emergency Contact X Client’s Guardian X Family Member

|
| Don’t Display on Rpts X Primary Caregiver |
e

Continue: Confidential Information USER: SAMMISJ
Successful insert. Insert total =1.




Client Significant Others Selection

Client Number: - |

Relation
Significant Other to Client Home Phone Work Phone Emer

(516) (
Last Name - (510] - (

This page must show an X next to Emergency
Contact, for it to show up on the Face sheet.
If it does not, update the information.

Type U to update information and make changes.




Client Significant Others Update

Client Number: - ]

Name Last: First: Effective Date: Ao
Relationship to Client: MOTHER Expiration Date: / /

Street
Number: 0 City:
Direction: State: Zip Code: 00000+ O
Name: Country:
Type:
Apar tment : Home Phone: (510) [CSETaN Ext.: 0
Make sure this has an X in this field. Work Phone: ( ] - Ext.: E]

Comment: client’s foster mother

| X Emergency Contact X Client’s Guardian Family Member
| Don’t Display on Rpts Primary Caregiver
, V




End Result Is a Face Sheet wit

Emergencyontact Info

Client Information Face Sheet

Report MHE 140
Run Date: 21-0CT-2016 Page: 1

EXERERETEERAT A ANCE LEd L L R e Ty
CONSUMER INFORMATION

Hame : BAEY TEST Humber: 75134631 Birthdate: 1-JAN-1850 Age: 66
Address: S5N: Sex: F

. 0ooo0 Qther ID #: Language: Thai
Fhone : [ g Marital: Education: Hone
Staff; Disability: Ethnicity: O 8o Asian  Hispanic origin:
Aliaseg: None
RP Owea: 50.00 Medicaid:  Not Eligible
Insurance: None

SIGNIFICANT OTHERS

Name Relation  Home Phone work Fhone Address

SIMPS0N MARGE MOTHER (510} 867-5309 { ) - 742 EVERYGREENW TERRACE, SPRINGFIELD, CR 94619-0555 x
L e e R T EhrEha *x o ke * Il

CLINICARL HISTORY
Primary Total Last Legal Legal Stability
RU Opening  Closing Diag Clinician Fhysician Units Service Status Congent Rating & Date
R 1 o = =) B oo
WEST MHS 2=-JUL=07 28-J0L-14 255.70 WHITE, R staff, G WeQgQoo HA
ok o LA AL AL L] LA L LR 2 2] EENE NS R e T e T

Tetal Episode Count = 1




Suicide/Homicide Comprehensive Risk
Assessment & Written Formalized Safety Plan

Medi-Cal Benefits Help Desk



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

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) 567-8296


mailto:QAOffice@acbhcs.org

Sign-up for QA Provider Website Updates

B = & | 5+ BHCS Providers Website X

ental health &

sevicsfot Behavioral Health Care Services

a County ...

& I’
fi

2000 Embarcadero Cove, Suite 400, Oakland, CA 94606
Phone: (510) 567-8100  Driving Directions

| || Search | Advanced Search

Providers Home
Administration Qua Ilty Assurance

CalOMS/DATAR
CANS B
Clinician’s Gateway Welcome to the Quality Assurance Office website!
Document Center
Fiscal
Forms " We invite you to explore the pages within the Quality Assurance tab and give us your feedback
HealthPac by emailing QAoffice@acbhcs.org.
ICD-10
TRQVET . Who are we? .
Contact Webmaster o e - — e
s MHP Network e -
G #“STAY IN TOUCH WITH QA Providers ="| e-Subscribe -.1 /
opyrig .
Alameda County Beha\riorth - Use these links to Master Contract _‘.."F
peslth Care Sendces T Sgybscribe for updates: cant PR 225 eSuscrbe -
. Providers e
S — - p—
Nawefaad e Ll T ———— L




Train the Trainer Slides




