County of San Bernardino

Department of Behavioral Health


On       Quality Management unit staff,      , Ph.D., and      , Psy.D., conducted a quality improvement site and chart audit at/of      .  A sample of       Medi-Cal charts was/were reviewed, with an audit period of      .  This included       Medicare charts,       adult charts, and       charts of children.  There were       providers currently responsible for charts or providing the bulk of the services in charts at the site, and approximately       currently open charts.

CHARTS REVIEWED:      
OVERALL SUMMARY AND IMPRESSIONS:      
SPECIFIC FINDINGS, COMPLIANCE, AND DISALLOWANCES:      
· "% compliance" is the percentage of charts reviewed that did not have a violation or disallowance regarding a given standard
· Items apply equally to clinics and FFS providers, unless otherwise noted.
	
	%

COMPL
	STANDARDS, VIOLATIONS, AND DISALLOWANCES

	ASSESSMENT

	1A
	     
	All sections of Clinical Assessment are completed in the first two months (FFS-before authorization for services is required), including the following--      

	1A2
	     
	Culture and language are appropriately taken into account in understanding client's problems      

	1B
	     
	Presenting problems (including living situation, daily activities, social support)      

	1C
	     
	Mental health hx (dates & providers of past care, sources of information, relevant family information)      

	1D
	     
	Past and present use of tobacco, alcohol, caffeine, illicit, prescribed, and over the counter drugs      

	1E
	     
	Medications & dosages prescribed in the past      

	1F
	     
	Relevant physical health conditions, including update, labs, and consults       

	1G
	     
	Allergies and adverse reactions to medicines      

	1H
	     
	Client risk to self or others      

	1 I
	     
	Client's preferred language for services, sociocultural hx and issues, importance of religion, and sexual orientation concerns      

	1J
	     
	For minors, developmental hx, with prenatal and perinatal events

	1K
	     
	Mental status exam      

	1L
	     
	Client strengths      

	1M
	     
	Special needs are identified (language, hearing, etc.) and responded to      

	1N
	     
	Clinical Assessment illustrates medical necessity      

	1O
	     
	DSM-4 5-axis diagnosis is made, signed or co-signed by licensed M.D., psychologist, social worker, or MFT      

	1P
	     
	Diagnosis is supported by the Clinical Assessment      

	1Q
	     
	Care Necessity form is completed in first two months (FFS-N/A)      

	1R
	     
	Client Resource Evaluation is completed by second client contact 

(FFS-N/A)      

	1S
	     
	Psychiatric Evaluation completed if meds given      

	1T
	     
	Psychiatric Evaluation illustrates medical necessity      

	CLIENT PLAN

	2A
	     
	Client Plan is completed in first 2 months (FFS-prior to first non-initial-assessment session)      

	2B
	     
	Current Plan includes at least one specific, measurable objective 

(FFS-termination criterion)      

	2C
	     
	Plan includes modality, frequency, expected end date, and focus of services (freq. and end date for MSS)      

	2D
	     
	Plan addresses dysfunction and problems identified in assessments and diagnosis      

	2E
	     
	(Deleted 4-05--Plan includes client actions)

	2F
	     
	Every Plan includes signature of client/ parent/guardian/conservator indicating participation in and understanding of the Plan (3-05)   

(See 4I for signature requirements for MSS Plans.)      

	2G
	     
	If client is given a copy of Plan, it is documented      

	2H
	     
	For each modality, Plan includes signature of staff qualified to provide that modality (co-signed if necessary)      

	2 I
	     
	Plan is rewritten at least annually      

	2J
	     
	Each modality provided has a Plan      

	2K
	     
	All services are provided within the services period of the Plan and before the end date of a relevant objective      

	2L
	     
	DBH--All psychotherapy and rehab/ADL services are provided within an appropriate SPAT period, which is documented on the Plan (4-05)      

	PROGRESS NOTES

	3A
	     
	Notes include date, duration, location of services, name of service, and legible staff signature      

	3B
	     
	Include client's current condition, dysfunction/problem addressed, staff intervention, and client response      

	3C
	     
	Notes adequately describe the service provided      

	3D
	     
	Interventions are aimed at dysfunction and/or Plan objectives (not simply at symptoms) and are appropriate for those dysfunctions or objectives      


	3D2
	     
	Interventions are appropriate for culture and address cultural issues as needed      

	3D3
	     
	It is documented in the note when the service is provided via interpreter and when the service is provided in a non-English language, and the language is listed in both cases (5-05)      

	3E
	     
	Client's progress or lack thereof is apparent from the notes      

	3F
	     
	Notes document referrals to community resources when done      

	3G
	     
	No show appointments are not billed      

	3H
	     
	Description justifies time billed and number of providers involved      

	3 I
	     
	Note billing time matches time entered in SIMON      

	3J
	     
	Group notes indicate no. of clients, and staff and co-staff time      

	3K
	     
	(moved to 5D and 6J 9-04)      

	3L
	     
	Crisis Intervention notes justify necessity for crisis intervention and include follow-up plan if indicated      

	3M
	     
	Notes are legible      

	3N
	     
	Discharge Summary is done if services last longer than two months      

	3N2
	     
	Service charted and billed is a defined Medi-Cal service      

	3N3   
	     
	Service described fits service name and service billed      

	ADDITIONAL FOR MEDICARE NOTES

	3O
	     
	In addition to the above for Progress Notes, Medicare-billed notes stand relatively alone and include:      

	3P
	     
	Progress toward tx goal      

	3Q
	     
	Plan for next care      

	3R
	     
	Obstacles to tx discovered      

	3S
	     
	Reasons for lack of improvement      

	3T
	     
	Test and exam results (if done)      

	3U
	     
	Consultations and referrals (if done)      

	3V
	     
	Revisions to diagnosis (if made)      

	
	Initial Medicare notes also include:

	3W
	     
	Permission to treat      

	3X
	     
	Client's ability and willingness to resolve problems to be worked on      

	3Y
	     
	PCP contact or status      

	3Z
	     
	Summary of condition and relevant history      

	3AA
	     
	The basic tx plan for the client      

	ADDITIONAL FOR MEDICATION SERVICES

	4A
	     
	Notes describe target symptoms, client's response to medications, and reasons for changes in medications      

	4B
	     
	Every note documents presence or absence of side effects and actions taken in response to them      

	4C
	     
	Notes document client's medication compliance      

	4D
	     
	Notes or Medication Record sheet documents medications given, dosages, and dates of all prescriptions      

	4E
	     
	Medication Record sheet documents client's ability to handle own medications      

	4F
	     
	Annual Physical Assessment notification is made using form      

	4G
	     
	AIMS Scale documents presence or absence of tardive dyskinesia at least annually      

	4H
	     
	Lab reports are filed appropriately      

	4 I
	     
	Medications Consent form is signed when medications are first given and then initialed by M.D. and signed by client/parent/guardian/conservator for every change in medicine (with medicines identified by name)      

	4J
	     
	When courts approve medications for minors, the appropriate form is filed in the chart      

	4K
	     
	If Parts A and B of a DBH MSS ID note are both used, the Part B service occurs on the same day and pertains to the service in Part A        

	ADDITIONAL FOR DAY TX REHAB

	5A
	     
	Client groups and activities and their expected duration are described      

	5B
	     
	Client participation in each group/activity each day is noted      

	5C
	     
	Weekly ID note justifies total attendance      

	5D
	     
	Day treatment notes include amount of time spent by client in each activity      

	5E
	     
	Required TAR's are present      

	5F
	     
	Daily community meeting is held, with staff person present who is LPHA, MHRS, or LVN      

	5G
	     
	At least 3 hours of program each day (half day)      

	5H
	     
	Average of at least two hours per day of process groups, skill-building groups, and adjunctive (self expression) therapies      

	5I
	     
	Program has a protocol for handling client crises      

	5J
	     
	A least 1 staff per 10 clients present at all times, and at least 1 staff present for fewer than 10 clients       

	5K
	     
	Weekly schedule of program elements (and their providers) is posted, consistent with actual program, including staff names, qualifications, and responsibilities      

	5L
	     
	Client attends at least 50% of program time on each day billed      

	5M
	     
	At least 1 contact per month, outside of program time, with significant other for adults (who may refuse to have staff do this) and with legally responsible person for children, focusing on community reintegration      

	5N
	     
	Program has written program description describing all activities and addressing all of the above requirements      

	ADDITIONAL FOR DAY TX INTENSIVE

	6A
	     
	Client groups and activities and their expected duration are described      

	6B
	     
	Client participation in each group/activity each day is noted      

	6C
	     
	Daily ID note justifies daily billing      

	6D
	     
	Weekly summary ID note describes overall participation, progress,  and plans and is signed by LPHA who is program staff or director      

	6E
	     
	More than 4 hrs. of program each day (half day)      

	6F
	     
	Client attends at least 50% of program time on each day billed      

	6G
	     
	Weekly schedule of program elements (and their providers) is posted, consistent with actual program, including staff names, qualifications, and responsibilities      

	6H
	     
	Program includes daily community group, with staff person present who can perform psychotherapy      

	6I
	     
	Program includes skills groups, adjunctive (self expression) groups, and psychotherapy for an average of at least 3 hours per day      

	6J
	     
	Day treatment notes include amount of time spent by client in each activity      

	6K
	     
	Required TAR's are present      

	6L
	     
	Program has a protocol for handling client crises      

	6M
	     
	At least 1 staff per 8 clients present at all times, and at least 1 staff present for fewer than 8 clients      

	6N
	     
	At least 1 contact per month, outside of program time, with significant other for adults (who may refuse to have staff do this) and with legally responsible person for children, focusing on community reintegration      

	6O
	     
	Program has written program description describing all activities and addressing all of the above requirements      

	ADMINISTRATIVE/LEGAL

	7A
	     
	Consent for Outpatient Treatment is signed and dated by client/parent/ guardian/conservator as applicable and witnessed appropriately      

	7B
	     
	Authorizations for release of information are signed and dated by client/parent/guardian/conservator as applicable      

	7C
	     
	Approved Treatment Authorization Requests are in chart for services requiring them (DBH and contract)      

	7D
	     
	Services are delivered within appropriate scope of practice      

	7E
	     
	(Deleted 5-05--FFS services are all authorized by ACCESS Unit)      

	7F
	     
	AB2726 charts include current IEP      

	7G
	     
	Acknowledgement of Receipt of Notice of Privacy Practices is signed by client/parent/guardian/ conservator as appropriate.  If not signed, an explanation is charted.      

	7G2
	     
	Advanced Directive recording form is completed and filed (9-04)      

	7H
	     
	Notice of Action (NOA) is filed in chart if issued      

	7  I
	     
	Initial Contact Log shows scheduling of routine appointments within 14 working days of request      

	7J
	     
	Initial Contact Log shows response within 2 hours for urgent care needs      

	7K
	     
	Initial Contact Log is filled out completely      

	7L
	     
	Initial Contact Log documents audit "test call"      

	7M
	     
	Written information is available to clients (in waiting areas) in all threshold languages (includes grievance poster, Consumer Guide, DBH and FFS provider lists, grievance forms, self-addressed envelopes for grievance forms, second opinion forms, change of provider forms, appeal forms, information about advance directives, and mental health education materials)      

	7N
	     
	The NOPP is displayed in waiting area      

	7O
	     
	All pages include client name, chart number, DOB, and clinic name      

	7P
	     
	Current fire clearance for facility      

	7Q
	     
	Facility is safe and clean      

	7R
	     
	Bathroom is sanitary      

	7S
	     
	Charts are kept in locked storage      

	7T
	     
	Handicapped parking is available      

	7U
	     
	Facility is accessible by wheelchair      

	7V
	     
	Fire extinguisher(s) present and inspected annually      

	7AA
	     
	Hard-copy Protected Health Information (PHI) was not seen to be accessible to those without a "need to know" for that case      

	7BB
	     
	Electronic PHI was not seen to be accessible to those without a "need to know" for that case      

	7CC
	     
	Computer screens were not readable to non-staff passers-by and were not seen to be left "unlocked" when staff were not in attendance      

	7DD
	     
	The clinic/provider has a log of building alterations that triggered a re-assessment of e-PHI security and a log of database programs used containing ePHI that have all been approved by Information Management.      

	7EE
	     
	The clinic/provider has a written plan for continued operations when e-PHI becomes unavailable.      

	7FF
	     
	The clinic/provider has the Department's Outpatient Chart Manual and  HIPAA Implementation Manual available for all staff.      

	OVERALL QUALITY OF CARE

	8A
	     
	Did the total chart clearly illustrate medical necessity and the reasons that care is currently being provided?      

	8B
	     
	Does the information in the chart lead to the diagnosis given?      

	8C
	     
	Is the care planned appropriate for the client's current needs and the client's culture?      

	8D
	     
	Is the client's current motivation to participate and ability to participate adequately in the planned services assessed accurately and taken into account?      

	8E
	     
	Does the client seem to be benefiting from care?      

	8F
	     
	Did lack of progress/improvement result in a meaningful change of plan or in termination?      

	8G
	     
	Is continuation of care indicated?      


QUALITY OF CARE FINDINGS:       
DISALLOWANCE TOTAL:      
UNDERBILLINGS NOTED:      
RESULTS OF ITEMS FROM LAST AUDIT RE-INSPECTED IN CURRENT AUDIT:      
PLAN OF CORRECTION:      
It is recommended that it be ascertained from each chart and provider why certain problems occurred before constructing a plan for improvement.  Every provider responsible for a noted problem must state in writing the reason why the problem occurred and what he/she can do in the future to avoid the problem.  These statements will be submitted with the Plan of Correction.  (This is a new procedure.)

(Note: If staff’s meeting discussions are used as a method of correction, a copy of the meeting minutes must be attached to the plan of correction.)

ITEMS FROM THIS AUDIT THAT WILL BE PARTICULARLY RE-INSPECTED FOR CHANGE OR PROGRESS IN THE NEXT FACILITY AUDIT:

(Prepared by      )

cc:
Liaison Program Manager--


Quality Management Program Manager--Terri Franklin, LCSW


Deputy Director for Administrative Services--Kris Letterman


Jatin Dalal, M.D.


Marilyn Ashton, LCSW 


Gary Bastajian, LMFT
QM074 (05/05)
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