Clinical

An Overview

The Clinical sub-system provides the facility to generate and maintain the various
documents required as part of the clients medical records folder. Although some of the
basic demographic datais originated elsewhere in the system, all client-related
information is available within the clinical sub-menu B for review, modification, and

incorporation into the various documents produced.
The following isabrief list of these areas:

Progress notes.

Basic client dataincluding billing related data and medical data.

Assessments.

Client related correspondence.
Events log and shift notes.
Treatment plans.

Functional assessments.
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The Clinical Menu option: B.
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Description

There are two types of functions available under this menu. One provides access to the
various demographics of the client database. The other provides for the actual
preparation of a set of required clinical documents for the client folder in both electronic
and paper modes.

Each of the following will be detailed in separate sections of this or another chapter.

Client Demographics

B-4 -- Registration and Intake information collected in screens at A-1 and
A-6 is available with options to view or update the data and add, transfer
and terminate programs.

B-5 -- Additional medical datais entered only viathis screen. It includes
medications and other data related to the medical profile, distinguished
from the mental health profile.

B-7 — Permits access and retrieval of al client-related correspondence
generated on the system by author and client, referenced for a specified date
range and specified subject matter or for all subjects.

B-8 or Pop-up — Thisevent database is used for recording and tracking
all significant client events that have occurred. This might include
reportable incidents and hospitalizations, along with other trackable client
events.

A-5 or Pop-up -- Maintains information about a series of collaterals
associated with each client. These would include emergency contacts,
significant others and primary care physician, among others.

Clinical Documents

B-1, B-2, B-3, B-11 -- Progress note options include writing, reviewing,
editing and printing. Various types of progress notes can be created for
different service types. These include individual and group notes, periodic
summary notes and restorative service notes.

B-6 -- Thisincludes custom assessment forms for each group of programs
within an agency and the ability to track the dates and statuses of each of
these forms. Additionally, it provides for signing off on these documents
after which changes are no longer permitted.

B-9 -- Provides for the creation of initial treatment plans as well as the
review of existing plans with various levels of help from the system. These
documents are also tracked in terms of due dates and status, including
whether or not it is signed off.

B-10 — The Treatment Formulation Summary is a special assessment form
for problem areas and treatment planning. Each of the defined problem
areas corresponds to specific goal definitions that are then used to create the
initial and ongoing treatment plans. Further corresponding objectives and
methods may also be built in for additional support in the development of
the initial and ongoing treatment assessment and planning for each client.
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Client Information

Client information is protected by the system with restricted access. Operators can be
designated access to specific options containing client information in varying levels,
including generate and change client information, view only or all features. The system
administrator controls this security feature.

Several locations within the system provide access to various degrees of client
demographics. These screens can be found within the various options in the Reception
(A), Clinical (B) and Billing (C) Menus, predominately.

Client Data

There are sixteen screens of client demographics. These screens are in afew different
locations on the system. These screens are presented in detail in the Client Data
Reference Manual. The following menu options provide access to the screens where the
corresponding data can be referenced and utilized.

A-1 CH — Change client and program information in record.

A-1 CB — Change or create client billing header.

A-1 CU — Change user defined fields

A-1 VS - Client managed care visits to date.

A-1 TD -- Complete tickler information/Change tickler dates.

A-1 PH — Monthly program hours to date for day treatment per client.
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The A-1 Menu for Client Data.

A-5 — Client Collaterals.
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INA Hental Health - DewelopWent Area  Optlon:As
Collaterals
Al - add Collaterals
WG - add all collaterals for @ prograd oroup
CH - chanoe Collaterals
SH - show Collaterals
DE - delete Collaterals

L5 - print @ list of collaterals
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The A-5 Menu for Collaterals.

A-9 -- Client lookup.

INA Hental Health - DeuelopWent Area  Option:d
Client lookup
Climnt: 1 Unique ID:CLIEMTH1H1B5HH
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The specific options available in the B-4 menu are as follows:
CH -- Change client information.
CO -- Correct mistakes without history.
HI -- History lookup.
SH -- Show client information on the screen.
AP -- Add a new program.
TR -- Transfer from Pre-intake.
TM -- Terminate a program/Discharge.

RO -- Cancel aTM donein error.
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The B-4 Menu for Client Data.

Client group maintenance is located in menu option D-3 and <Pop>. Groups are added
and maintained in options AD and CH for client groups provided by the agency. Clients
can then be assigned and terminated from these groups within this menu. Thereis aso
the option to delete clients from groups, which is afeature determined at start-up. This
delete feature is utilized when groups are reaching capacity or when it is not important
that arecord be kept of group enrollment and termination dates for each client. The
group database can also be searched for a specific client at FC.

IHA Hental Health - DeuelopWent Area  Optlon:D3
Client oroup Walnienance

HC - &dd & neW client to an existing oroup

HH - add-terwinate @ client to-frow Wultiple eroups
FC - =earch oroups for a client

TC - terwinate & client froW all Eroups

A0 - &dd Client eroups

CH - change client oroups

5H - =hoW Client oroups

DE - delete client oroups

CP - copy client oroups,

L5 - print & lizt of client oroups

2 HEn
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The Client Group Maintenance Menu at D-3.

Hard Copy

Printed reports of demographic output from these screens are available through the
following options:

A-8 -- Client face sheet.

A-6 PN/PF -- Pre-registration worksheets for the phone narrative and
face sheet.

G-1 -- Ad-hoc lists and detailed reports with user selected fields on the
client database.
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D-2-5 — Weekly schedule for client.
D-3 LS — Group Roster and Sign-in Sheet.

Note: Before printing clinical documents from the system, the appropriate forms must be
downloaded to the memory of the designated printer. Contact the System Administrator
to seeif this set up has been completed for your assigned printer.

Client Registration

Clients can be initially entered into the system in three ways, depending on agency
standard procedures.

Pre-registration - A-6 RE isaquick way to get a client into the
system with minimal information. This can be used for telephone
screening calls or when referral sources are linking the client to the

agency.

Quick Entry - One screen of information isat A-1 QE, whichisa
composite of client, program and billing information. Thisis how
clients are generally loaded into the system for agenciesto go live with
and/or implement the system.

Intake - The A-1 IN screen is the full intake with details about the
client including alert indicators, living conditions and the DSM-1V
Axes.

Client Medical Data

B-5 contains all of the data relating to the client's general and clinical medical status.
There are data and memo screens with information ranging from identifying physical
attributes to medical diagnoses and observations in the medical data section. A Medical
Profile Report can be printed for each client, including prescription medications and the
previously mentioned data with a physician signature line for the client hard copy record.

Additionally, medication options include adding new prescriptions, updating
prescriptions with changes or stop dates and documenting medication monitoring.
Progress notes are linked directly to the prescription medication option for streamlined
documentation access. A Medication Report can also be selected by client, physician and
medi cation/medication type to improve medication monitoring capabilities.

Additional premium options are available within the B-5 Menu. Prescriptions can be
written from the system, complying with FDA standard formatting and regquirements. A
blood work reminder screen also opens the medication option for each client when these
premium options are initialized. Blood work and injections can be updated and
monitored on-line, as well. Tickler type reports are also possible for these features.

For afull description of this option, see the corresponding chapter of this Guide.
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The B-5 Menu for Client Medical Data.

Client Related Letter/Memo Lookup

All letter correspondence generated within the system related to a specific client is
accessiblein B-7. Users can select correspondence by author or all, a specific client or
all, adate range and the type of letter or al. Once a specific letter is selected, it can be
displayed on the screen or reprinted.

IHA Hental Health - DeuelopWent Area  Optlon:E?
Client related letter-Wewno lookup

uthor:all
lient: 1 Test Client

tarting date:first
Ending date:last

Tepe of letters:all

sady to lookup letters? [Y.¥]
i Wen eyt bCk reqg

Selection criteria for lookup screen.

Client Assessment

For each program enrollment of a client, an assessment folder can be created. Assessment
folders contain sets of forms that can be filled out and attached to the client record. A
different folder can be designed for each program type within the agency. A folder can
consist of up to ten different assessment forms. The program organization type
determines the specific folder that is created. When the folder is created, the first
assessment in that folder isinitiated and the user is asked to complete the various
sections as specified by the design of the folder. All the other assessmentsin that folder
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are listed as not initiated. Client assessment folders are created and maintained in sub-
menu option B-6 with the following options.

CR - Create folder and Initial Assessment.
IN — Initiate the other assessments.

CH — Change an assessment.

SH — Show an assessment on the screen.
RA — Reassign an assessment.

CP — Copy an assessment.

DE — Delete an assessment.

PR — Print assessments.

DS — Display alist of assessments.

LS —Print alist of assessments.

VS —View or print signed off assessments.

IHA Hental Health - Deuelopwent Area  Optlon:EB6
[lient assREEHERiS

LF - Creats folder and the first assessWent
IN - initiate the Other assRESHERTS

CH - Chanoe an asSESZHERT

SH - ShOW an aSSRSZHENT On the SCreen

A - reazzign an asseIHent

CF - COPY ah aSSRSSHERT

DE - delBtA an asSRSZHENT

PR - print assessHeERtS

D5 - dizplay @ 1ist Of assRSsHERtS

LS - print a 1ist Of asImssMents

US - vimw or print signed off asIBSEMEnts
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The B-6: Client Assessment Sub-menu.

B-6 CR creates the assessment folder for the program enrollment and initiates the first
assessment. For agencies using the A-6 RE option, this assessment is the first in the
folder for the designated program. B-6 IN initiates the other assessments in the folder.
When an assessment is completed, either through B-6 CR or IN, the operator has an
option to sign-off on it or to leave it open. Once it is signed-off, it may no longer be
edited. Data archiving is also available for signed off assessments.

Typically, an assessment folder may be started while the client is still in a screening
program. Later when the client is transferred to a designated treatment program, it is not
desirable to start a new folder but to continue within the same one. This may be
accomplished by reassigning the original assessment folder from the screening program
to the new treatment program. This is done through option B-6 RA. Thereisalso a
feature to copy an assessment from one client to another with option CP.

When the B-6 CR option is requested for a client and program that already has an
existing folder, the system will alert the user that an assessment has already been created
and give the option to create a new assessment. If the user answers Y es at this prompt, a
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second assessment folder will be created as a sequence 2 assessment folder. Thisis used
by some agencies that create periodic, annual or quarterly, assessment review documents
similar to treatment plans. It isimportant to insure that this feature is not accidentally
applied when trying to complete open assessments within an existing folder.

Depending on the thoroughness of the information collected at pre-registration, the
initial assessment will be completely or partially completed when it is presented to the
staff for creation. The first screen pulls data fields from the pre-registration screens and
the second page is the memo box from the tel ephone screening narrative.

IHA Hental Health - DeuelopWent Arez  Optilon:BE -CR
Client m==REEHENtS

[lient: 2667 Tiger. Tony Prograd:AT- 1
o Sex:H Hoe:32  Page 2-1
Initiated-H3361008 by GE - Georogeanne Eiancarosa

Fresenting probled:E 7 B
Prinary probled:E

brug abuze hiztory:d

Rlcohol ahuse_h;stury:i

Receiuving TH:d
Referral source:l Data pre-fills from registration
information in client database.

Page two of the assessment is
the memo box from the

telephone screening narrative.
B Wen ext =cn fp fud

Thefirst page of the initial assessment at B-6 CR.

B-6 VS provides the option to view or print signed-off assessments. Thisis available
only if assessment archiving is activated. Under this option, the assessment as last edited
issaved in a new document database when the assessment is signed off. Also, when this
is activated, the LS option can no longer be used for signed-off items. These items can
only be reprinted from the archived or signed off documents by selecting the B-6 VS
option.

Assessments within a Folder

Navigation within the assessment is made easy while in the CH and SH options through
a drop-down selection window. Choosing an option will go to that corresponding,
specific place within the document.
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IHA Hental Health - Deuelopwent Area  Optlon:B6 -IM
[lient assREEHERiS

Client: 367 Timer. Tony
BzzezzHents to be initiated:

PSYCH initiated on B3-36-1008 by GE
COLL initiated on W3-36-1008 by GE
GOAL initiated on W3.36-1008 by GE
RISK initiated on W3.36-1008 by GE
DIAG initiated on W3.36-1008 by GE
HEALTH not vet initiated

SOF not wet initiated

CO-ADN nit vet initiated

HULTI-1 not yet initiated

DISCH not wet initiated

“E-0 B0 ~d BN BN G e R

-

Chooze the azseszHent to be initiated:
3 Wen B4t bCk nUW req

Contents of an Assessment folder.

IHA Hental Health - Deuelopwent Area  Option:B6 -5H
Client az=RE=HEnts

Client: 3&G7 Timer. Tony Progran:AT- 1 I-A3351008
W’Hssessnent: 1-3 - GOAL Sex:H Age:33  Page 4-1
1 EWploveent I J-36-08 LB

2 Redu hoo=e =creen to start With

Data Screen - 1
2 HEHD ARER GOAL ®1
3 HEHD ARER LCOAL ®32

Go to specific area within assessment.

> Assessment: Goal isin first folder sequence, third assessment.

Section to start With. E to select another assesseent: 1
3 Hen Bit bck fud reg

A drop down selection window within a selected assessment in B-6 SH.

Each assessment consists of the following sections:

1. Header - Each assessment has a header that includes a date, staff person,
and status code.

2. Datacluster - A data section with selected fields from the client database.
There are 10 pre-defined data clusters that can be used for this section.

3. Memo boxes - A series of memo boxes can be defined for each assessment.
The definition includes atitle, size, and three different ways to pre-fill the
memo area:

a. Template - A template can be specified to fill the memo area.

b. Previousmemo - A memo can be pre-filled with the contents of a
previously filled memo box from any other assessment in this folder.
When the text sections are imported they will automatically get
stamped with the date and author of the original text.

160 -

Clinica



c. Linked memo - A memo can be linked to any other memo areain the
folder so that the contents always remain the same where edits to one
automatically carry through to the other.

These assessments and the assessment folders are set up for the agency in file
CLTASM.DFT. Specifics pertaining to the contents and construction of thisfile are
found in the Administrator's Guide.

Functional Assessment

The Functional Assessment is another type of client assessment, outlining the specific
problem areas for the focus of treatment for aclient. Thisis created and maintained in B-
10, but can be referenced within the other clinical components, most notably, treatment
plans.

There are five parts to a functional assessment.

1. Header — This contains some basic information such as the initiation date
and name of the staff person.

2. Problem areas— Up to 30 problem areas can be focused on for any
particular program type. These problem areas cover the broad range of
issues that this program type generally encounters. Thislist is defined using
the treatment areas from table TXAREA in the setup file B10-ORG.DAT.

3. Memo — There are 2 general memo files for which default templates can be
defined in files B10-MEMO1.ARE and B10-MEMO2.ARE.

4. Diagnosis— This screen will show the client's full DSM V multi-axis
diagnosis.

5. Finished — The assessment can be signed off on by the staff person.

These areas are presented as a prompt line at the bottom of the screen upon entering any
of the problem assessment options. Typing the corresponding initial and pressing
<enter> will take the user to that part of the assessment for creation, editing or viewing,
depending on the option selected.

Set Up for Functional Assessments

The B-10 setup file (B10-ORG.DAT) determines the list of problem areas presented for
editing within the assessment for a specific client program. The description of these areas
comes from table TXAREA.

There are two possible set-ups for any organization type. The first is more traditional,
where goals and objectives are linked to areas and problems. This set-up is designated
with a"G" at the end line for that organization type in the set-up file and within the
corresponding tables. The other is where goals only are linked to problems only, and is
designated by an "O" at the end of the line for that organization type in the set-up file
and within the corresponding tables.

Creating a Functional Assessment

Upon entering the B-10 CR menu and choosing a client and program for which to create
the assessment, the screen below is shown. The user can edit any of the five parts of the
functional assessment.
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INA Hental Health - DeuelopWent Area  Option:EIA-CE
Functlonal aszBESEHEnt

Client: 3&67? Timer. Tony Proeram:AT- 1
Initiated-A3351008 by GE
I Anger HanaoeHent
1 Hania or HupoHania

k bepressiop
L Paranoid ideation

- T -

Ratings, Problems and Goalsfor B-9
from editing Problem aress.

List of problem areas (from tableTXAREA) pre-filled from areas linked
to treatment problems associated with client program enrollment.

Change H{eader 1. Plroblew areas]. H{ewos). Dliscnosis). Flinished]?
1 Hen est  reg

Prompt line for selecting the area of the problem assessment to go to.

The Functional Assessment creation screen in B-10 CR.

IR Hental Health - DevelopWent Aree  Option:E16-CF
Functlonal assREEHENL

Client: 3667 Tiger. Tony Prograd:AT- 1
Probled area:I ANCEr Hahagenent

1 Explosive putburst I1 i ot ;
2 Querreaction to sHall irr I d Code indicating treatment rating, low,
3 Challenge authority I moderate, severe, etc. from table TXRATE.

i Overall rating. .\—P Code describing treatment action: initial
3 for B-9, monitor, etc. from table TXACT.

[t. requires extensive Work on anger Wanamewent and Comments on
accepting authority. Ct. W11l participate in 1nsicht problem area.
oriented individusl counseling.

n

Problem descriptors from table TXPROB for specified problem area.

Describing a Problem Area from the previous screen.

IHA Hental Health - DeuelppHent Area Option:EiR-CR
Functlonal asseszHEnt

Client: 367 Timer. Tony Prooram:uT- 1

RSSETS: [t. iz skilled werbally and financially =table. Ct. has supportive
faWily and hoWe enwironent. Ct. iz likeable and able to B=tablizh
rapport With staff. [t. hopeful about treatWent and already
Bngaged by process.

Deficits: Ct. has HOOd SHings and anoer outbursts. indicating poor inpulse
control and probable affective dizorder. C[t. haz liWited coping
tkillz and feelz entitled to =peak hiz thought=. no watter the
Circunstance.

78 % 48 Hen ext sCn bpo fpo bck fHd del

One of two agency-defined memo boxes for the functional assessment.
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The functional assessment can also be used to help create a treatment plan for this client
in this program. The first code requested in the problem area description, which comes
from table TXACT, can select this problem to become associated to a treatment goal on
the treatment plan. Items selected and rated for this are shown on the initial summary
page of the problem assessment in a dedicated column, as shown above.

Editing Functional Assessments

When an areais chosen for editing, up to ten problems associated with the area can be
added. Once the problems have been added, a specific action code is assigned to each of
these problems. These actions are defined in table TXACT. This action code controls
whether or not the problem will be associated with a treatment plan goal or objective.
The user must also assign arating to each problem. Rating codes are defined in table
TXRATE and can be changed as the client progresses in treatment. Once each specific
problem has been rated, a more general rating is assigned to each area. The rating ranges
from 0-5. Default memos can be setup for each of these five ratings, which can be further
edited and individualized per client.

Treatment Plans

Treatment plans contain important clinical information about each client and serve asa
guide for the course of treatment for a client. Treatment plans are created and maintained
in the B-9 menu option. The are four basic parts to a treatment plan.

1. Header — The header contains information such as staff member and team
assignments, treatment plan issue date, and ratings for treatment progress.

2. Goal —Thegod is constructed to coincide with the three-step process of
approaching aclient's clinical treatment.

a) Specific long-term goals are determined with the client as afocus for
clinical treatment. These goals will reflect the client's desired treatment
outcomes.

b) Objectives are then selected for the client to accomplish in order to
bring him to alarger goal. These objectives should be flexible,
measurable and attainable throughout the course of treatment. These
objectives will also be the yardstick for measuring treatment success at
the conclusion of treatment.

¢) Finaly, precise methods or interventions by which to accomplish the
different objectives are determined. Each single objective can have a
group of methods associated with it.

3. Diagnosis - contains the DSM-IV diagnosis data on all five axes.

4. Memo - A series of agency-defined memo boxes are presented where free
form text can be entered.

Creating a Treatment Plan

B-9 Cl iswhere an initial treatment plan is created. Once a client and program are
chosen, the system checksif the client has any previous plans or assessments. If so, the
next prompt addresses the way in which the goals of the treatment plan will be
constructed. These options include:
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Use the data from the goal assessment outline as created in option B-6.

Use data from the problem list in the Treatment Formulation Summary
in option B-10.
Create new goals/objectives.

Choose an option by typing the corresponding number and pressing <enter>. The header

screen will then be shown. There are some required fields that address the status of the
plan and patient/family participation in the therapy.

Note: If neither the goal assessment or problem assessment have been completed, a
selection screen will not appear and the system will go directly into the plan header.

IHA Hental Health - DevelopWent Area  Optlon:EY -CI
Treatwent plans

Goal Assessment in B-6.
[hoose froW the folloWwing:

1. Use data frow goal assessHent ‘ Functional Assessment in B-10.

3. Use data frow functional assesseent
3. [reate ned goals-ohjective:@————  Bgnk date

[hoose froW the ahoue list:
1 wen ext bck req

The selection screen for options on levels of system assistance in creating a client treatment plan
for B-9 Cl.

INA Mental Health - DevelopWent wrea Option:E9 -CI
TreatHent plans )
HdWitted:H3.-25-08

[lient: 3667 Timer. Tony _ProoraW:ATs 1 Treateent plan: 3
Therapizt:GE GROroeanng Eiancaroza Unzizned
PEyChiatrizt:OTH Other __ lnsicned
FRUiRH tRaH:EING PEyCholooiral CoWpleted:
PEychiatric cowpleted:
Date due:H4241008 Hedical CoOWpletied:
Type Of treatWent plan:C Other: .
TreatHent status:d Fatient participation:!
Progress:3a Fanily participation:!

. Cowwent on participatlon:m
Current HH =eruices:H

4 Hen Bt bpe hlp bCk fHd

The Treatment Plan Header Screen at B-9 CI.

After the header information is completed, the goal summary section is presented. Goals
from the goal assessment or the problem assessment will be automatically listed if one of
those options was selected. If not, ablank goal summary is presented.
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IAR Aental Health - DRURLORKEnt Area Option:BR -LI
Treatient plans
] . Hduitted:H3-25-00
Client: 3667 Timer. Tony Prooraw:AT- 1 Treatent plan: a
Therapizt:CE Georoeanne Biancarosa Unsigned Fage 2

1 Enploveent MI 0 E3-fEE-f!ﬂ LE

2 Increase Coping Skills: - 0  H3-26-98 GE
3 Increase pro-social interactin -- 3 B3-%6-08 GR
4 Reduce depression HE HE@ O  H3-26-80 GE

# Goal Code Status Date Staff

<return: for detail. E to edit UA1. A to add. <del* ino delete:
1 wen ext bpe fpo  hok fud del

Summary Goal Screen for B-9 Cl.

For all of those options new goals can be added. Goals can also be edited or deleted. A
new goal is added by typing <A> and pressing <enter>. Thiswill cause a special goal
window to pop open. Goals are then entered either by pressing <hlp> and selecting a
specific goal or selecting code -- for afree form entry. A goal statusis then entered,
reflecting the level or treatment phase of the problem. These treatment statuses are
defined in table TXSTAT. A comment box is then available for entering any additional
details that pertain to this goal. For free form goals, the first thirty characters become the
goal statement. Once a goal is added to the plan it can be further edited by typing <E>
and pressing <enter>. Thiswill allow any of the goal description mentioned fields to be
changed, including the comment box.

INA Hental Health - DevelopWent Area  Option:gO9 -CI
Treathent plans .
HdWitted:#3-35-08

[lient: 3667 Tiger. Tonw PrograW:AT- 1 Treatwent plan: 2
Therapist:GE Georgeanne Eiancarosa Unsigned Page 2
1 Exploveent HEI a El’EE-’EIH LB
ﬁ. -- INCrease coping skills: 1] 3361998 73

IR — :
INCrease COping skills: i i
o0 Withstahd annoyances and handle daily routine.

Drop down Goa window within
previous Goal Summary screen.

G0 % 34 Wen mxt sCn bck fud del

L’ Goal Status Date  Staff
Commentsfor free form Goal entry.

The Goal detail screen in B-9 ClI for adding a free form goal.

An objective or method can be added by highlighting the corresponding goal and
pressing <enter> within the summary screen. Thiswill present the detail screen for the
selected goal. Type <A> and press <enter > and then enter the corresponding code for
either Objective or M ethod/I ntervention. Select the desired objective or method from
<hlp> or choose code -- to enter free form, as with adding goals. Status will also be
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designated, along with status and target dates and responsible staff. The status date will
default to the current day, but can be changed. For methods, a start date is also
determined. It too defaults to the current day, but can be changed. A memo box is also
linked to objectives and methods for additional comments. The first thirty characters
become the objective or method statement for free form objectives and methods.

IAR Hental Health - DevelopWent Area  Option:E9 -CI
Treatent plans

_ ) Adwitted: 32508
Client: 3G&7 TIEE[a Tony _FFHEFEH:HT# 1 Treatnent plan: a
Theraplst:GE  Georoeanne Elancarosa Unsioned Page 3
al -- - Increase coping sk1lls:

ﬁ. 1 Explore cognitlye Wessages tha
fzzess Behaviors
keep journal of daily euwent
3 Use guided iwagery to produce
Mizualize COPLNG response a
7 Elicit support of spouse and o
FEqUesT SUPPOCt Of SpOUSE.
_COMMUNiCate With SpOUSE 8
4 Utilize coping =elf talk to re
State "I can handle this."

A3.-36-08 #7.-33-08

L’ # Objective Code Status Date Staff Target

Method Date

E to edit -- . A 10 add. <delx to delete:m
1 Wen ext bpo fpe  bck fWd del

For specific Goal: Increase Coping Skills. <

A full detail screen with Objectives and Methods for a specific goal.

INA Hental Health - DeuelopWent Area  Option:E9 -CH

Treatuent plans
) . HdHitted:A3-35-08
Client: 3667 Tiger. Tony PrograW:AT- 1 Treatwent plan: 2
Therapist:LE Georeeanne Bisncarnza Unzigned Paoge 2
i - InCrease coping sk1lls:

Goal -- Increase coping skills:
T -- Explore cognltive Wessages tha i} !3251995 E?ESIBEH LE

NITHEAE ——
Explore cognitive wessages that cause i
anger-annoyance and retrain it in adaptive cognitions.

68 % 34 wen ext scn bck fad del
Objective Status  Status Target Staff

Date Date
Commentsfor free form Objective.

The objective detail screenin B-9 Cl.
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IAR Aental Health - DRURLORKEnt Area Option:BH -CH
Treatient plans
] . Hduitted:H3-25-00
Client: 3667 Timer. Tony Prooraw:AT- 1 Treatent plan: a
Therapizt:CE Georoeanne Biancarosa Unsigned Fage 2

Goal -- Increase coping skills:
Objective -- Explore coonitive Wessaoes tha

ﬂ. -- lieep Journal of delly ewents t 1] ESEEIBBH 5?231!95 ESEEIEEE LE

Lonnents) ,

iemp Journzl of dally euvents that Causze outbursts:

Honiltor ewent precursors. ct. actlons and responses io ct.
fron others.

3 Hen ext scn hlp bck fud reg
LP Method Status Status Target Start Staff
Date Date Date
Comments for free form Method.

The Method/Intervention detail screenin B-9 CI.

The diagnosis screen contains the DSM-1V diagnosis data on all five axes.

INA Hental Health - Deuelppeent Area  Option:E9 -CI
Treathent plans )
Adwitted:#3.-35-08

Client: 2667 Tiger. Tony Procrad:eT- 1 Treateent plan: 2
i i Thgraplst:EE EEDFEEE.I'II'IE Elanl;aru:a Un=1ened Paoe 4
Privary dlagnuns:iEIEI.EH Ad.J0<0 H-H1%ed EHOL.
® 1:3!9.25 nuJ.nxu H{HlHEﬂ Ewot.
‘30117 B-0 CwClothywia Rule Out
II:071 .00 Mo diagnosis
II1:WIME Mone
IHES Hoderate Prob:03 06
Hich:H§
T Hen Bxt =Ch hFE fFE hlP bck fud del
P AxisDSM Spec Description Specifier
IV  Code of code Detail
Code

The Diagnosis screen of the treatment plan.

Next, agency defined memo boxes are presented for additional information as defined in
the treatment plan setup file for the program type. The actual size and default texts for
each of these memo boxes are also defined in the treatment plan setup file.

If the client program is setup as a skills-rating program in file B9-SKILLS.DAT, there
will be an additional option to view the client's skill ratings.

Finally, there are two sign-off functions available in treatment plans, one for the therapist
and another for the psychiatrist. In residential programs, the second sign-off is assigned
to the supervisor instead of the psychiatrist. The system will recognize when the therapist
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and psychiatrist is the same person and allow for a single sign-off. Signing-off on aplan
will close any pending ticklers related to this treatment plan. Data archiving is available
for signed-off plans.

Other Options

CR - After theinitial treatment plan is created there is a specia option to
create atreatment plan review. This creates a new plan using the data from
the last plan for the client within the designated program.

CH, SH and DE are for editing, showing and deleting the plan,
respectively.

RE - Thiswill move a client's treatment plan to or from one program to
another.

CP - Thiswill copy one client's treatment plan to another client for the
program specified.

RV - This option isto be for revising a signed-off plan prior to issuing a
new plan review.

Hard Copy & Viewing

PR - Thiswill produce a printout of the treatment plan. Some of these
printouts are shown below.

PS - Thiswill create a printout of the problems/functional skills survey
ratings from the B-10 problem assessment attached to the treatment plan.

DS - Thiswill display on the screen all clients and their treatment plans
according to status, date and the staff member who created the plan.

LS — A printout of the above DS listing.

VS — This provides an option to view or print signed-off treatment plans.
Thisisavailable only if treatment plan archiving is turned on. Under this
option, the treatment plan as last edited is saved in a new document
database when the treatment plan is signed off. When thisis activated, the
LS option can no longer be used to view or print signed-off items. These
can only be reprinted from the archived documents using B-9 VS.
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Sample Treatment Plan Printouts

Patient: Phillip Banks 5000 Sex: M D.O.B.: 03/05/49

Primary Therapist: Michael Samel ~ Prepared by:
ASSESSMENT DATES

Psychosocial: 11/01/1995 1. Mike Samel
Psychiatric:  11/02/1995 2. Barry Samel
Medical: 11/02/1995 3. Denis P. Quinn

DIAGNOSTIC INFORMATION:
| 290.00 Senile Dementia
: 291.00 Alcohol wthdrwl delirium
: 292.00 Withdrawal
Il - 296.36 MajDepres,Recur,FulRe
Il : 0090 Gastroenteritis

v : Separation Loss of job
: Phase of Life Cycle Arrested
AVA Current GAF:10 Highest GAF past year:

Primary diagnosis: 290.00 Senile Dementia

Memo Boxes:
TREATMENT

Expectations include:

Regular attendance and participation in education and group sessions

Confidentiality (what happens in group stays among group members)

Completion of self-report assignments as instructed by counselor

Relate family of origin/relationship story to group

Invite significant others to participate in treatment

Complete a relapse prevention assignment

Physical examination, if not yet completed, or follow through with physician's
care

Individual and family sessions will be scheduled in addition to group session
CRITERIA

The criteriafor discharge of thisclient isatotal cure on at least

75% of the diagnosed praoblems.

ALERT INDICATORS

Suicide attempt: 3 Med. compliance: 3 Support system: 1
Suicideideation: 1 MH service compliance: 3 Substance abuse: 1
Aggressive behavior: 1 Emergency sys use: 2 Runaway behavior: 0
Basic non-MH use: 1 Placement/Hospital: 1  Abuse/neglect issues: 5

Alertsarerated from 1 to 5 (1 being none and 5 severe)
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Goal A:
IMPROVE COGNITIVE FUNCTIONING Status:A
Staff:MS
Patient will improve to alevel where heis able to maintain
employment for a period of 2 months and will not demonstrate
symptoms of psychotic thought processes for 1 year.

Objective 1: Target: 12/12/95
DECREASE DELUSIONAL THINKING Staff:MS
Status:A

Patient will not demonstrate delusional thinking during group
and social activities for a period of one month.

Method/Task 1: 11/12/95 - 12/12/95
PRESCRIBE ANTIPSY CHOTIC Staff:MS
Status: A

Psychiatrist will prescribe and monitor anti-psychotic
medication per team psychiatrist.

Objective 2: Target: 12/12/95
TOLERATE STRUCTURED ACTIVITY Staff:MS
Status: A
Patient will demonstrate the ability to tolerate structured
daily activity as evidenced by successful completion of the
occupational training program.

Method/Task 1: 11/12/95 - 12/12/95
REFER TO TRAINING RESOURCE Staff:MS

Staff will refer patient to training resource and provide

support to help patient negotiate transition.

Goal B:
INCREASE COPING SKILLS Status: A
Steff: MS
Develop skills to manage anxiety as evidenced by
discontinuing unnecessary emergency room visits within 2
months.

Objective 1: Target: 01/12/96
ALTERNATIVE COPING METHOD Staff:MS
Status: A
Identify 2 appropriate alternative methods of coping which
result in significant decrease of anxiety level as reported
by patient within two months.

Method/Task 1: 11/12/95 - 01/12/96
MEET WEEKLY Staff: MS
Status: A
Therapist will meet with client once weekly for half-hour.

Objective 2: Target: 01/12/96
INC. SOCIAL SUPPORT NETWORK Staff: MS
Status: A

Identify and connect with individuals that support healthy lifestyle and
pro-social activities within two months. Include support group participation.
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The Hierarchy

— GOAL 1- Relationship
— OBJECTIVE 1.1- Decrease delusional thinking

— METHOD 1.1.1- Prescribe antipsychotic

— METHOD 1.1.2

— METHOD 1.1.3

— OBJECTIVE 1.2 - Tolerate structured activity

— METHOD 1.2.1 - Refer to training resource
— METHOD 1.2.2

- METHOD 1.2.3

- OBJECTIVE 1.3

METHOD 1.3.1
METHOD 1.3.2
METHOD 1.3.3

— GOAL 2 - Increase Coping Skills
— OBJECTIVE 2.1- Alternative coping method

MEHTOD 2.1.1 - Meet weekly

METHOD 2.1.2

METHOD 2.1.3

— OBJECTIVE 2.2 - Increase social support network

METHOD 2.2.1 - Case manager meeting twice a month
METHOD 2.2.2
METHOD 2.2.3

— OBJECTIVE 2.3 - Employment support

METHOD 2.3.1
METHOD 2.3.2
METHOD 2.3.3

— GOAL 3 - Resources

— OBJECTIVE 3.1- Apply for benefits

— METHOD 3.1.1 - Assist application completion
— METHOD 3.1.2 - Assist scheduling visits

'— METHOD 3.1.3

— OBJECTIVE 3.2 - Maintain benefits

— METHOD 3.2.1 - Review notices
— METHOD 3.2.2

L— METHOD 3.2.3

— OBJECTIVE 3.3

METHOD 3.3.1
METHOD 3.3.2
METHOD 3.3.3
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Progress Notes

Progress Note maintenance is divided into four menu options.

B-1 iswhere the progress note is originally prepared. There are aso options
for changing, displaying and printing notes as well.

Note: Changes can only be made for progress notes that have not yet been signed off on.

B-2 permits existing progress notes to be reviewed by client. Thisoption is
useful for providing 'read only' access to select users.

B-3 isused to print the progress notes. Selection for an individual client or
range of clients can be made. The printout can be of the actual text of the
note or an index to the note.

B-11 isused to edit the header fields of a progress note, such as activity
code, date and time. Access should be restricted for use of this option.

General comments relating to the writing of progress notes can be found at the end of
this section.

Write Progress Note

The B-1 sub-menu presents options for the management of progress notes. These options
include writing, changing, displaying or routing progress notes to a different printer.
Notes for individual and group sessions can be generated for scheduled events or not
scheduled. Additionally, periodic summary notes and restorative services notes can be
generated. Based on this selection, a specific screen unique to the specified note type will
be displayed.

IHA Hental Health - DeuelopWent Area  Optlon:EB1
Hrite progress note

- L

gte for actlulty on at by = =

. Indluldual-Lroup - Scheduled
« Indivldual-Group - Mot sched
. Peripdic suMnary note

. Bestorative =eruices note

« Chanoe notes

. Dizplay notes

« Chanoe printer

—JENEN &l Rl

selection:i

gte entered into SYs1EH On o by - gCtilulty: -

1 Wen bCk fHd def nuM

The Progress Note Type selection screen.

Individual/Group - Scheduled

This note type is used for client sessions that have been scheduled on the staff calendar.
After the date and staff members are specified, al the visits on the staff schedule for that
staff and day are shown. When avisit is selected, the system will mark the visit in the
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schedule as complete. The two visit types that can be chosen for this option are individual

and group.
1

In the case of individual client visits, abox will display the client's
programs. Thisis necessary because clients can be enrolled in multiple
programs simultaneously and can have different sets of notes for each
program.

Next, the data that is required for this note, is presented in a single screen.
If the pre-filled data items from the staff schedule on this screen are correct,
they can be accepted by pressing <scn> and the user can proceed directly to
the text of the note. A memo box will open in which a pre-filled template is
inserted based on the activity type. This memo can be edited and
individualized for the specific issues related to each individual session.

IHA Hental Health - DeuelppWent Area  Option:El -1
Write progress note

J Glass.

George [ 2664) . Prooran:AT- 1 L_j
1 notes on file

Wote inforwation fields |
Staff wember:HS  Hichael SaWel

Date of activitv:83131998 TiWe: 9:H8 AH MWeW status:C
bizplay ooals. alert indicators. or none? (G.A.M]H

sign the note? (V.4 AW
Type of contact:1 On site? [Y.M

:BB1  Reoular clinic vizit
Activity from
Loal type [G.O.H]:
ﬁ'.' Lu:an]un:i staff calendar.

L’ Optionsto display Goals or Alert Indicators and/or relate note
directly to Goal, Objective or M ethod.

3 Hen Bt scn hlp bk fWd  req

The data fields for an individual appointment note.

IHA Hental Health - DeumlppWent Area Option:El -5
Hrite progress note

| Glass. Georoe [ 2664 . Procran:AT- 1 L—1
2 notes on file

EllEt Pir‘tlElFitEﬂ 1I'| 1I'|512|1t I:IF1EI'|1:EI‘I 1I'||:|1|.|1|:|IJ31 ‘thEriF!.' tl] resolue
l'ltFBFS!.'EhlE izzues. C[lient Wet with counselor for 1 therapeutic hour in
ﬁ Hhich treatient ooals and objectives Were addressed.

Data: Ct. reports continued Work stress and conflict. Discussed
I:I]HHIJI'III:BTIIJI'I =tyle and role played sitwations that aroze during week Hl‘th
different outcoues.

creating a stressful work environwent for hinself with werbal and
nonuerbal COWMunication patterns. . K
Plan: Ct. aoreed to 1ist Work factors ouver Which he has control and t
factors ouer Which he has no control for nedt week. Ct. Will Wonitor
patterns and report.

nte entered into systed on H3-17-08 at 13:55 PH bY GE - actiuify:HH] gl
spell-checker done

T % 188 Wen ext fWd del
—»  Prefilled template for activity code 001.

AzsessHent: Ct. unWilling to accept FESFI]I'ISlhlll‘t!.' for hiz part in 4—?

Individualized text for client specific session. <+—

The memo box for an individual note.
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2. For agroup visit, abox will show the members of the group. The actual

group can be changed by either deleting clients who were no shows for this
particular session or by adding clients that participated but are not members
of the group. These are only temporary adjustments and will not effect the
group definition.

The user then has the option of writing individual or batch memos. In the
case of batch memaos, the user writes one single text that is posted in each
group member's file. For individual notes the user begins by writing general
text and cutting it to the clipboard by pressing <Pst/Cut>and then <Esc>.
The system then pastes this text into each client's note. The user is then
presented each client's note one at a time and given the opportunity of
adding additional text specific to each individua client for this group visit.

The next prompt refers to client programs. When a note is written for a
group with its members enrolled in different programs, the program field
should be left blank, by pressing <enter > and the system will file the note
in the first active program of each client. Administrative control file
CHKPRG.DAT contains information for activity code switching needed
depending on the program type.

Next, the data that is required for this note, is presented in a single screen.
If the pre-filled data items from the staff schedule on this screen are correct,
they can be accepted by pressing <scn> and the user can proceed directly to
the text of the note. A memo box will open in which a pre-fill isinserted
based on the group activity type. This memo can be edited and
individualized for group specific information.

IHA Hental Health - Develppwent Area  Optlon:B1 -2
Hrite progress note

___J Group:Adult CheW Abuse Pro (HCAP) L—1

Wote infordation fields |
Staff Mewber:GE  Leoroeanne Eiancarosa
Date of activity:#3161008 Tiwe:11:HH AH
ACtivity:HA3 Group wizit

Sion the note? [Y.M.A0A  GDal tyﬁe [G.O.H):
Type of contact:1 On site? (Y.H

¥ Locatlon:&

2 Hen Byt SCn hlp bCk fHd reg

The data fields for the group note.
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IHA Hental Health - DeuelppWent Area  Option:El -3
Write progress note

| Enter text for cowson oroup note for ACAP SesSion L_j
Hhen finizhed do @ CUT [file out to clipboard] and EsC

for activity on H3-16-08 at 11:HH AH by
Thiz group 15 @ therapeutlc eroup desiened to eddress intrapsychic and
interperzonal izzuesz With WeHberz.

Group Goal:Felate patterns of eHOtional FESpONSes and risk factors for
using alcohol and recognlze these patterns prior to relapse suents. —

ASTRSZHENT:NeWbRrs took COWFOCt in Shared experiences of isolation. <]
despair and hopelezznest. Hewberz at initial phase of trust in oroup
building. Wore trust needed for safe confrontation on blawe assignwent.

Plan:Continue to proWote croup developWent throush stapes. PerHit Wewbers

to eroW throueh conflict and I:IJI'IfFIJI'ItB‘tIIJI'I With one another.

gte entered into systes on H3-23-08 at 12:42 PH by GE - actiuvitw:HH32

Print thiz note? [Y.H]

1 Wen ext renq

—> Template pre-fill for activity code 002.

Common group text for individual group notes.

Individual memo for group note.

IHA Hental Health - DeuelppWent Ares Option:El -3
Hrite progress note

Enter text specific to this client within group ACAP L_j
Client 3651 - Test Client

B4 Ct. shared hoW hiz patterns of use wswally coincided with patterns of

increazing stress at work and pressure froW hiz =pouse. Ct. shared that
his responze Was then to use and becows increazingly uerbally and
physically abusive.

Ct. shoWed 1ittle inzisht into his responsibility in the use of alcohol or
the abuze 0f hiz spouzR. He Was aWare only of eeternel control factors
for which he Was not responsible. =

74 u 100 Wen ext bck Fud del

Individual memo attached to pre-filled
group template for individual group notes.

for actiuity on H3-16-98 at 11:H4 AH bY LGE -

gte entered into sYstes on H3-33-88 &t 13:43 PH by OB - aCtlulty:HH] ol

The specific individual client note attached to a common group note.
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IHA Hental Health - DeuelppWent Ares Optlon:El -3
Hrite progress note

Group:Adult Chew Abuse Pro [ACAR) L_j
Update client: a

nte 24 for activity on H3-16-98 at 1:H4 PH by LE Signed -
This eroup 15 @ therapeutlc oroup desiened to address 1ntrapsychic and
interpersonal 155ues W1th HeHbers.

Group ooal: Relate pattrens of enotional responses and risk factors for
using alcohol and recognize these patterns prior to relapse ewentis.
<

AzsessHent: Wewbers took cowfort in shared esperiences of 1:u1at1un
dESFBlF and hopelessnezs. HeWbers at initial phaze of trust in oroup
building. wore trust needed for safe confrontation on blawe assionHent.

T' Plan: Continue to projote oroup developyent throush stapes. Pernit Wewbers
to eroW throueh conflict and confrontation With one another.
gte siened by author On H3-33-80 at 1:48 PH by B - aCtlulty:HHD [

rint thisz note? [v.d]

1 Wen ext  reg

Pre-filled template for activity code 002.

Common text for batch memo on group.

A batch group note.

Progress notes are linked to the staff schedule in two ways. Progress notes are typed

based on activity code and the status of the appointment in the calendar. The activity
code is an important indicator, because it is linked to client billing and reporting indices,
in addition to the coded pre-filled template. As aresult, it is very important that the
activity code match the service provided. Additionally, the completion of a note can cause
the status of an activity to Close, if the agency selects this option.

Events such as no-shows and cancellations can also be assigned an activity code and
linked to a pre-filled memo text, based on standard agency operating procedures for those
event types. This text would document that those procedures were initiated and would be
useful in utilizing a batch memo for those events.

Individual/Group — Not Scheduled

Thisisto be used when writing a note for an unscheduled visit. The entire processis the
same as above except that the date and the fields specifying the client, program and visit
information are not pre-filled on the data screen and must be entered by the user.

Periodic Summary Note

Thisis used for doing the weekly or biweekly staff notes on a day treatment program or
other group activities for a specified time period. The template type to attach to the end of
aclient note is designated as one of three types. The three types available are activity,
treatment plan and events. Activity type provides alist of staff activities for this client.
Treatment plan type provides an outline of the goalsin the current plan. The events type
provides alist of events from the event log posted in B-8.

The system searches the database, retrieves all the appropriate template type items that
this client participated in within this period and attaches the listing to the text of the
note. The clinician can then edit the text of the note as necessary.
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IHA Hental Health - Develppwent Area  Optlon:B1 -3
Hrite progress note

- L

Wote inforwation fields |

Staff Mewber:GE  Leoroeanne Eiancarosa

Tenplate type [H,T,Egrn Period covered:11831987 to 11871007
Date of note:111810087 TiWe: 1:31 PH

bizplay ooals. alert indicators. or none? (G.A.6)M

HCtivity:B83 Group wisit

Sion the note? [Y.M.A0A  GDal tyﬁe [G.O.H):
Type of contact:1 On site? [Y.¥)Y Locatlon:H3

Bnzuer Wust be Alctivities]). T2 planl. or E[vents]

1 Hen ext SCh hlp bCk fud def req

The data fields for the periodic summary note.

IHA Hental Health - Develppwent Area  Optlon:B1 -3
Hrite progress note

Ticklerbergerdan. Testirolahan [ 3566 Prograd:AR- 1 L—1
5 notez on file

1
B 3 for sctivity on 11-18-07 at 3:35 PH by LE Sioned -
[t. participated in the folloWing activifles this Week. These lndlvldual
SEEE10n: fOCused On COntrolllng 1MpUlses and inproving the quality of
social interactions With peers and faWily wewbers. Ct. has Wade Warked
1HFFDUEHEHT Hith decreazing negatlue uerbalizations to others and Will
continue to Work toward ooals in this forwat.

Seruices provided as follOows:

11-83-07 HB1 - Beoular clinic wisit 1:88 hours
11-84-07 HB1 - Beoular clinic wizit 1:88 hours
11-85-07 HB1 - Beoular clinic wizit 1:88 hours
11-86-87 HB1 - Beoular clinic wizit 1:88 hours

gte sioned by author on H3-33-88 @t 2:37 PH by LE - aCtiulfy:@HHI e

Print thiz note? [Y.H)m

1 Hen BHt  reg

An activity template attachment to a periodic summary note.

IHA Hental Health - Develppwent Area  Optlon:B1 -3
Hrite progress note

| Test . [lient OELLLY Prograd:AT- 1 L—1
31 notez on file
1

for actiuvity on H9-37-07 5t 3:30 PH by LE -
[t. hi! coMpleted orientatlon opals and 15 WOCKLRG Oh LOHCrRaslng Fﬂ!ltlu!
social 1HTEFBE11DHS and positiue pRRr relations. While de:rea:1ng
apgressive putbursts. Ct. has Halntained consistent behavior . requiring
support and ProWpts frow staff at least tHice per hour.m

T# plan as fOllOWS:

H. Drient Living Area 1.1 & ns
E. ADL Eehanior WL A s
L. AOL Eehavior (L F | Hs
. Aooressive Eehavior EAl W ns

gte sioned by author on H3-33-08 @t 2:30 PH by LE - aCtiulfy:@HHI e

74 u 188 Wen Bt bck fad del

A treatment plan template attachment to a periodic summary note.
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IHA Hental Health - Develppwent Area  Optlon:B1 -3
Hrite progress note

Chainzon - PI. Hike [ 3 Prograd RS- 1 L—1
B notez on file

gte for actlulty on HO-1@-07 &t 3:47 PH by LB -
C[t. has had d1fflCULT PAC10d. The HOTOF UBhIC1E ACCldent Precipltated
flthbaCk Which resulted in psychiatric hospitalization for three days.
Meds WErE Chang®d as a result. UPOn CRERtry. Ct. had OUThUrst OF UBrba
aggression toWard resident. Ouring final hours of loss Of privileoes.
Bnganed in attention seeking =elf abusive hehavior, resulting in Wore
sanctions and 1:1 superuizion until Wed stabilization and functional

iWprovesent.

Evants a5 fOLlOHS: )
Ho-10-87 RS CH WU Hotor wehicle accident 150
Ho-18-87 RS CH PS5  Pspchiatric hospitalization 150
H0-14-87 RS [N PS  Uerbal abusze of residents J15H

Ho-15-07 RS [H PS5 [ut finoer With kitchen knife J5SH
gte zioned by author Oon H3-33-88 at 3:47 PH by GE - actiwity:Hil

74 u 188 Wen Bt bck fad del

1
ct.

An event template attachment to a periodic summary note.

Restorative Services Note

Upon selecting the restorative services note, the system prompts for

designated residential program so one client can be selected for the

The user can then proceed through the note as above.

aresidential program
to be selected. The system then displays al the clients currently enrolled in the

note. When aclient is
chosen, the header screen is displayed. As the user passes through the data screen, the
residential services completed to date for the current month are displayed in a window.

IHA Hental Health - DeuelppWent Area  Option:El -4
Write progress note

Clients of iruiran Residential ICL ——
— 37 SIWwOn=. Darryl 3 3-H4-1008
175 Grecpire. Ian ]
230 [lark. Dennis . 1 f3.-f4-1008
3566 Ticklerbercerwan. Testirolahan A
Client # & Name # of Date of
Services Last Srve

Tupe <return: to exit. <bck:.<fudr to selectm
1 Wen ext bck fud

Alisting of clients enrolled in the residential program.
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IHA Hental Health - Develppent Area  Optlon:E1l -4
Hrite progress note

| Sanuelson. Jeannette [ 163) Prograd:fAn- 2 L_j

26 notes on file

Staff H

Date of
Display
ACtivit

Wote inforWation fields |

Residential seryices cowpleted

ASA - Assertueness-Self adwocacy Tr ngdeEﬂ ‘r
OLS - Daily living =kills training 38408

HS - Health =eruices A3-84.-08

Hi - Hedication WanaoeWent
+ 1 others

el

f3.-84-08

sign th | 4 of type 1 =eryices
Type of | are required this Wonth. The aboue haue heen
coWpleied to date.
I —
TYpe <returnr when done with the dizplave
1 Wen ext  bek fad J
Service Type Date
The residential services completed are displayed.
INA Hental Health - Develophent Area Option:B1 -d
Hrite progresz note
SaHuelson. leannette [ 1H3) Prograd:AR- 3 L—1
17 notez on file

gte

1
37 for activlty on H3-33-08 &t 3:30 PH bw LE Sioned -

Ct. participated in aCTIN1tles as L1Sted fOr toda¥. ASH. OLS. HS and AA
Were COWplAted With 1ittle Support froW staff. SOME ProWpting Was
required by staff for reporting Wedication side effects. Additionally.
Wotivation Wwas WiniWal during DLS.

5taff Will Wonitor Wed chanoes and support pro-social activities.

gte sioned by author on H3-33-88 at 3:48 PH by LE - activlfy:Hd3d

Print thiz note? [Y.¥]
1 Hen ext  req

The restorative services note for the residential services completed.

General Comments Relating to Notes

Progress Notes can only be written for appointments/activities that have a
status of Scheduled, I1n, Rescheduled, No Show and Cancelled (U).
Appointments/activities that have a status of Completed/closed will not
permit that a note be written in coordination with schedule. Note may be
written through Individual/Group Not Scheduled in B-1.

Before the text of the note is written the user has the option to view the
goals of the treatment plan or to see and change the client's alert indicators.

The individual or group progress note can be associated with a specific goal,
objective or method of the client's treatment plan.

The memo area of the note can be blank or it can be set to pre-fill with a
template associated with an activity code or program type. These pre-filled
templates are written in H-12 NT.
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This memo box is presented in word processing mode and can obtain up to 100
lines. All the features of the text editor, such as spell check and reformatting, are
available. When the body of the note is completed it is exited and saved by
pressing the <Esc> key. These memos are automatically imported based on the
activity code selected. The notes are then editable by the user within the progress
note option screens.

IHA Hental Health - Deuelopwent Area  Option:H13-MT
Edit control files

118 -u-Hh_deu-sco-notenplate-ACHHHL . CHO R
Client participated in Insicht oriented individual therapy to resoluee and
mrplore intrapsychic issues. Client wet with counzelor for 1 therapeutic
hour in which treatwnet goals and objectives were addressed.

Data:

AssBSEHEnt:
Plan:

138 % 1HAB Wen mxt

The default memo for activity code 001: individual session.

IHA Hental Health - DeuelopWent Area  Optlon:H12-MT
Edit control files

118 -U-Hh_deu-sCO-notenplate-ACNHE3.CHOD -
Lroup 1= & therapeutlC oroup designed to address 1ntrapsychlc
and 1nterpersonal 15sUes H1th HEHbeErs.

Lroup ooal:

HSEZREEHEnt:

Plan:

130 % 1HA8 Wen mut

The default memo for code 002: group session.

To document a group activity in which not all members were present, select
the group and delete the actual group participants. Thiswill leave alist of
the group members who did not participate in this session. At the
"Activity:' prompt, enter the designated no show or cancellation code. This
will enter this activity in the client's record and keep the event open. Once
that is completed, go back to this same group and del ete the members who
were not present. Thiswill leave the group participants for which individual
or batch notes may be entered for this activity described previoudly.

Note: If the participation note is written first, the event will be closed and the no show or
cancellation notes will have to be done individually without the schedule.
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Upon completion of the note, it may be signed off, which means that it is
sealed and is available only for viewing, but not changing. Staff members,
who are unauthorized to sign-off on notes, will not be presented with the
option of doing so. The note can also be left unsigned. Thisisuseful if a
supervisor must first review it. In this case, the initials of the author of the
note will not be changed, but the supervisor will be designated as closing
the note by day and time. An additional security feature is available where
the system will close all notes left in unsigned for more than 24 hours.

A hard copy of the progress note can be printed immediately or batch
printed at another time.

Progress notes can also be periodically archived in menu option H-46 CN.
Archiving is advantageous because it cuts down on processing time. Once a
note has been archived it is available for review in option H-15.

Event Log

B-8 isamodule for recording, monitoring and tracking significant events related to a
client. Some typical eventsinclude reportable incidents, client movements out of the
residence, psychiatric or medical diversions/interventions and social interactions. These
event types are defined in table REFMVM. Specific events can also be setup with
automatic notification of designated supervisory staff through e-mail features. Thisis
controlled by file B8-EMAIL.INI.

INA Hental Health - DewelopWent Area  Optlon:EB
Event loo

loo an euent

post @ shift note

Change an euent

show an eyent on the screen
choH @ =hift note

delete an euent

print a report of the suent log
dizplay a 1ist Of the suents
print a lizt of the suents
print a single muent

2 HEn

rptiun:-

The Event Log Sub-menu at B-8.

Each event consists of a starting event, as defined in table REFSCD, and an event type
that isalink to REFMVM. Events can be set to automatically close and have a change

status designated or left blank. Ending events come from table REFECD and can have
event types that are linked to REFMVM.

Additional information included relating to the event are referring provider, referring
services and an event comment. This comment can be an editable pre-fill template based
on the specific event or afree form memo.
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INA Hental Health - DevelopWent Area  Optlon:EA -LE

Evant loo
Client: 3HER Test . [lient Program:wT- 1
Loooed: )
Staff:LE  Georoeanne Eiancarosa
Tupe of suant:LCE Euent:F
) Date:H3371008 Tine: 3:10 PH
Eeruices provider:IH Seruices:I F

Hho responded:local Ehs
Other people inwolued:no other clients. site superuizor and PO
AnYy injuries:unknown @t thiz tine

Property daWage:none

8 u 308 Wen et scn bck fad

The event information screen at B-8 LE.

Event printouts or displays are available in the event log a B- 8 PR, DS and PE for a
number of selection criteriaincluding event type, client, disposition and date range,
among others. B-8 PR is an ad-hoc report of the event database and has event detail on
numerous factors.

INA Hental Health - DevelopWent Area  Optlon:EB -PR
Event loo

Euent date range - start:first  end:last
pisposition date range - start:first Bnd:last

TYpe Of eyent:all

Provider:all

Evant:all

Prooran:all )

ource: Hedicare? Hedicaid?™ 3rd party? Cowpany:all
] WO Coverage:y

lient ranpe - start:first end:last
oo-dizposition staff:L Staff wewher:all
nclude open. coWpleted. or both? (0.C.E]E

ort criteria: ]
Prooran:l  Prowider:3 Tepe of euent:3 Client:d
Dates:5 Event-disposition:E  Insurance plan:6
=8 <defr for firzt date

B Wen Bxt sCn fpo  fWd def reg

The B-8 PR selection screen for a detailed report on the Event Log.
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IHR Hental Health - DeyelopWent Area  Optlon:ER -DS
og

Euvent 1

Ct. Pgm Ev # Staff Date Event

I to displav. <bck¥.<fuwd* to select. <return> to continue. C for criteria:m
1 wen ext hck fud

Luiied Disiusitiun
1 HS  11-H3-07 HI Hotor uwehicle sccid

1
160 RS 1 J5H 11-14-87 HI Hotor wehlcle accld
160 RS 3 J5H 11-14-87 ER EWeroency rooM wisl CLOSED J5H 11-14-87
160 RS 3 J5H 11-14-87 ER EWeroency rooM wisl CLOSED J5H 11-14-87
168 RS 4 JSH 11-14-87 ER EWeroency rooW wisl CLOSED 1SH 11-14-07
STHFF 1 [5F 11-1R-87 54 Shift note

Status Staff Date

A list of events for a specified time period in B-8 DS,

B-8 PS isastaff communication entry to quickly post a shift note. The events comments
memo box can automatically pre-fill with enrollees of the designated residential program.
Those present can be indicated with an [X] and a general note can be written with

information pertaining to any unusual events or noted pre-cursors to possible events on a

later shift.
INA Hental Health - Developwent Area Optlon:EB -PS
Event logm
[lient:STAFF  HEWEER. STAFF ProoraW:ATs 1
Logoed: .
Staff:LE Leoroeanne BlanCarnsa
Type of suent:COH Eugntrsﬂ
. Date: H3271008 TiNe: 3:31 N
ERrULCES provilder: SAruices:

A1l clients attended desionated oroup actinitie=. Ct. AR passed out
after phyzicla actinity. returned frow ER. no restrictions. bot
Wonitor. Ct. 3371 § B antaooneistic all day.
B - test Chainzon B [x%
2371 - Jane DoR (¥)

2566 - Testirolahan Ticklerberoersan (3]

2651 - Test Client (%]

FHER - [lient Test (%1
Code does not exizt in table RESDSP

0 u 308 Wen B2t scn fad

A shift note posted in B-8 PS.

System settings include a list of appropriate events for each event type from file B8-
ACT.DAT and alist of default programs for each operator from file B8-OPR.DAT. This
fileis also a security feature, which includes only those operators who have access to the

B-8 log.
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Tickler System

Thetickler system will generate staff e-mail reminders automatically based on a set of
client related events. The tickler system will also print status reports indicating tickler
due dates and compl etion dates.

Description

The client related events that trigger the ticklers can be related to fields in the client
database, specific to stages within client treatment, or part of the client medical review.
An example of atickler relating to client treatment would be areminder for aclientin a
specific program 30 days after admission. This tickler would be sent to the client's
program therapist indicating that an initial treatment plan is due. Thistickler would do
three things:

1. Generate e-mail to the primary staff person assigned to the client.
2. Appear on areport as an item that needs attention.
3. Berecorded in the client database upon completion.
The features involved in using the tickler system are:
Setup tickler definitions.
Generate reports on ticklers due.
Mark ticklers completed.

L ook up records of completed ticklers.

Tickler definitions

Choosing trigger points

The first thing to do in setting up the tickler system is to decide which ticklers the agency
isinterested in tracking. There are many different trigger points that can be used from
various sections of the client and staff activity databases. Using these variables, the
agency can determine a set of ticklers that should apply to each type of program. After
defining the ticklers and trigger points for each type of program the actual definitions can
then be setup. The following is alist of those variables.

1. Screening date (SCN-DATE)- The client screening date in a program or
any fixed number of days, months, or years from that date.

2. Admission date (ADM-DATE)- The client admission date to a program or
any fixed number of days, months, or years from that date.

3. Termination date (TRM-DATE)- The termination date of a client from any
program or any fixed number of days, months, and years from that
termination date.

4. Dateof birth (DOB) - The client's date of birth or any fixed number of
days, months, or years from that DOB.

5. Financial review (FIN-REV)- The'Last evaluation:' date in the client's
billing header or any fixed number of days, months, or years from that date.
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10.

11.

12.
13.

14.

15.

16.

17.

18.

19.

20.

21

22

RX date (RX-DATE)- Date of any active prescription in the client’s
medical data (B-5) or any fixed number of days, months, or years from the
date of that prescription.

RX datefor a specific medication (RX-DATE: <MED>)- Date of a
specific drug prescription in the client’s medical data (B-5) or any fixed
number of days, months, or years from that date.

Physical evaluation (PHY SICAL)- The'Last physical:' date from the
client’s medical data (B-5) or any fixed number of days, months, or years
from that date.

Blood work (BLOOD)- The 'Blood work:' date from the client’s medical
data (B-5) or any fixed number of days, months, or years from date of that
blood work.

Medical review (MED-REV)- The'Last review:' date from the client’s
medical data (B-5) or any fixed number of days, months, or years from that
date.

Visits (VISITS)- A specific number of staff activity visitsfor aclientin a
given program.

Nth visit (NTH-VIS)- Every given number of visits (e.g. every 10" visit.).

Calendar year visits (CAL-VISITS)- Number of visitsin present calendar
year.

Admission year visits (ADM-VISITS)- Number of visitsin year from
admission month and day using the staff activity database.

Admission year billable visits (BILL-ADM-VISITS)— Same as above using
the billing database only.

Medicaid benefit year visits (MD-VISITS)- Number of visitsin the most
recent Medicaid benefit year, as determined by the 'Date received:’ fieldin
the Medicaid section of the client's billing header.

Medicaid authorized visits (AUT-VIS)— Thisisrelated to the number in
the 'Medicaid authorized visits:' field of the client's billing header.

Program hours (PRG-HOURS)- For CDT programs, the cumulated
monthly hours for a specific client within that program.

Next TX plan due (NXT-TX)— This works off the'Date of next review:'
field in the treatment plan database for each client.

Treatment Plan review (INITIATED-TX) — Projects review date from the
date from the 'Initiated:' field in the client treatment plan data (B-9) for
any fixed number of days, months, or years from the date of the initiation of
that treatment plan.

Treatment Plan Review (SIGNOFF1-TX) — Projects review date from the
datein the 'Signed Therapist:' field in the client treatment plan data (B-9)
for any fixed number of days, months or years from the date of the therapist
sign-off of that treatment plan.

Treatment Plan Review (SIGNOFF2-TX) — Projects review date from the
date in the 'Signed Psychiatrist:' field in the client treatment plan data (B-
9) for any fixed number of days, months or years from the date of the
psychiatrist sign-off of that treatment plan.
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23. Previousticklers - The completion date of any of the above completed

ticklers can be used as a source to generate a new tickler.

Definitions

1

Program groups - Programs can be grouped together for ticklers using the
'Tickler type:' field in the program definition (H-13). The table TCKTYP
in H-2 controls this field.

Tickler type codes - Once deciding on the ticklers that are to be created,
each tickler type should be given a unique character identification code.
These codes should then be added to the table MALCAT in H-2. (E.g.
treatment plan tickler can be TP, Treatment plan reviews can be TPR, etc.).

Tickler control file - Thefile that controls the ticklers can be edited in H-
12 TK. Thefileisin the admindata directory and is called TCKRPT.DT2.

Tickler Reports

The tickler reports are run in D-8. The selection criteria include:

Subject — Tickler subjects from Table MALCAT.
Recipient — List of Operators.

Client —a specific client or all clients.

Program — a specific program or all programs.
Dates — Report date and Tickler creation date.

Alert Level -- Overdue, Current, 1 month in the future or 2 monthsin the
future.

The report can then be sorted by program, subject, recipient, name and due date by
placing numbers next to each of these fields or accepting the defaulted order by pressing
<enter> at each field.

ubject:ITR

eCipient:Hs

liment:all
rooraK:all

BpOrt date:A4A31998

arliest tickler to create:A3A310908

lert lewel (0.C.1.2]:1

eperate report? (Y.8)¢ . ]

ort sequence - prooraW:l subject:2 recipient:3 nawe:d  due date:s§

IHA Hental Health - Deuelopwent Area  Optlon:DA
Tickler reporis

Initial T4 Plan

Hike SaMel

1 Wen et sCn bck fHd  nUM reg

Tickler Report selection screen.
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Marking ticklers completed

1. Using e-mail - In email (D-1) there is a section that deals with completing
ticklers. CT will show open ticklers and close completed ticklers. The DT
option can be used to delete a tickler.

2. Using on line assessments and treatment plans - The system can be setup
so that if assessments and treatment plan are completed on line, their
completion will automatically close the ticklers and create completion
entriesin A-1 TD. The file controlling thisis CLTASM.TCK.

Note: Tickler messages are detailed in the corresponding section of the E-Mail Chapter.

Looking up completed ticklers

A1-TD alows you to both lookup completed ticklers and add completed ticklers to the
database. This records the completed event and can serve as the trigger for a new tickler.
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