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Rationale for Behavioral Health Record NN WellCare

Rev i ews. Wh y We D (0 I t Beyond Healthcare. A Better You.

« Contractual agreement
Agreement between the State and the Health Plan requires
periodic provider record audits.

» Preparation for State audits
The State has the right to audit providers’ records with little notice.
Our audits provide feedback to assist providers in passing State
audits.

* Quality of Care
Audits help to identify and resolve Quality of Care issues. This
directly influences the quality of care our members receive.

* Industry standard
Audits help providers meet industry and community standards for
documentation.
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WellCare Medical Record Review Audit NN WellCare

To 0 I S Beyond Healthcare. A Better You.

The WellCare Medical Record Review audit tools are
designed to:

* Measure adherence to State and Federal guidelines
* Promote best practices

The audit tools are provided to you prior to the audit
and are available upon request at any time.
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Demographics/lntake

' Clinical | DocjriZViscet'
ntation
Assessments / Requirements
Evaluations

Treatment Seclusion |
Plan/Reviews Restraint (\P)

*Yellow highlighted
Discharge areas have the most
Planning deficiencies and will be
addressed separately

Legal

Document
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TR

At a minimum, the following data should be collected:
* Fullname
* Date of birth and age
* Gender
* Address and phone number
* Primarylanguage spoken
* Legal guardianship, if applicable
* Marital status (adults only)
* Race or ethnicity
* Nameand phone number of emergency contact
* Name of employerorschool

NOTE: Highlighteditems are commonly absentfrom the records


http://www.google.com/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=0ahUKEwiMqLqziJHVAhVMQyYKHc_HCbcQjRwIBw&url=http://middleburgheights.com/demographics-business-resources/&psig=AFQjCNFOij7oC4m0QAmBtK4XR53CYaWzSA&ust=1500406557484662

Intake Documents NN\ WellCare
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Initial, legal paperwork is important and should include
the following documents:

 Signed and dated consent for treatment

 Signed and dated evidence that the member was
apprised of Notice of Privacy Practices/HIPAA

* Evidence that the member was apprised of Rights ﬁj»%%féiz;ff“
& Responsibilities =

* Inpatient records should also include

documentation supporting the legal status of the |
member (i.e., voluntary/involuntary admission) ==

* Any releases of information (e.g., PCP; other ===
treating providers)

| Patient Rights |
and

. Responsibilites

'\ access to care

| digriy o
| consultation

NOTE: Highlighted items are commonly absent from the records
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Clinical Assessment/Evaluations | \\WeliCare
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Outpatient

Psychosocial assessments:
* Should be completed within 30 days of the start of services
* Should be reviewed and updated at least annually

Psychiatric Evaluations:
* Should be reviewed and updated annually

Inpatient
Psychiatric evaluations:
* Should be completed within 24 hours of admission

Psychosocial assessments:
¢ Should be completed if the admission is longer than 72 hours

11
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All records, whetherhardcopy or electronic, are legal documents and should:

Be individualized!

Include the member’s name and/or ID on every page of the clinical record
Be legible to the reviewer

Include the date the service occurred

Include legible signatures with credentials and/or title of person performing the
service

*Tips: Print name below signature; use a signature stamp
along with signature; IP — use a signature sheet

12



Electronic Medical Record (EMR) Tip

When developing and using EMR, be sure to make the
record as individualized as possible. Extensive use of
checklists and checkboxes often does not present a clear
picture of the member and may be inadequate for the
utilization review process.

Mﬂmturzvﬂuaﬂon
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ST— 2]

ic Interview, MLD. -+ v =
“ |MENTAL STATUS Mr. Test is a 43 year old male who APPEARS to be at stated age. He is casually dressed and well
groomed and appears to be well nourished and of average height. He is ORIENTED to Person(Name),
i Place, Situation and Time. Mr. Test is alert and his EYE CONTACT is good. No REMARKABLE
FEATURES were apparent. ATTITUDE and BEHAVIOR are appropriate and cooperative. CONATION is
VISIT HISTORY B exhibited as normal. There are no ABNORMAL MOVEMENTS noted on exam. His MUSCLE
R o =3 STRENGTH s within normal limits. His MUSCLE TONE is within normal limits. GAIT is grossly
- intact. STATION is intact.
[Payehiar
March 12, 2013 Diagnos.
Intervie: He describes his MOOD as euthymic. AFFECT is full range and euthymic. His SPEECH is of normal
— Medicat. rate and nernsal tonal variation and VOICE is appropriste volume. THOUGHT PROCESS is goal
June 06, 3013 Maa directed. Tis ASSOCLATIONS ars intact. He denies experiencing ILALLUCINATIONS. He denies
PR Medicar. experiencing DELUSIONS. Alex's CONCENTRATION scoring is as follows: His registration is three
April 09, Manage: out of three possibl . He scored in the serial 7's
carrect He spells the word WORLD backwards with five out
hd of five characters with no errors. "REMOTE MEMORY is intact.
] —— vl Hing. H NG i intact. His
Vs. | & REPETITION is intact. His FUND OF KNOWLEDGE is goed. His PROVERE interpretations are
= ; concrete. His SMILARITIES are intact. His INTELLIGENCE LEVEL s estimated to be normal. His
g}ﬁ%ﬁsmm’ SCREENING L INSIGHT is Mr. Test denies the presence of SUICIDAL IDEATION. Mr. Test denies the presence
= — I of HOMICIDAL IDEATION.
EFRS
m’ VITALS HEIGHT S feet Ginches
ATTENTION DEFICIT HYPERACTIVITY WEIGHT 146 lbs. E
DISORDER BODY MASS INDEX 2346
ADIS BODY SURFACE AREA L79
MINTMENTAL STATUS = WEI . 13528
] — — | "
| OBESITY TYPE Normal
PATIENTALERTS - BLOOD PRESSURE 90/120 Location - Right Arm Position - sitting
ALERT PATIENT DATA 986 F
HEART RATE 60 beat per minute. Location-Right Arm
MEDICAL REVIEWY OF
SYSTEMS
| ADDITIONAL NOTES/DATA
= AXISTV: Alex's marital problems. The
< vill atrase loval of th, is vanartad ax of modarata intansite Ha idantifiss snarific issnas which 7
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Service Documentation
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Members who pose arisk to themselves or others should have a

‘—b

Sample Safety Plan

crisis/safety plan

SAFETY PLAN

s S Name Phone
2 Name Phone
3. Place 4. Place
' Stepa:People whom lcan askforhelp:
3 Name Phone
2. Name Phone
3. Name Phone
' Step 5:Professionals or agencies | can contactduring acrisis:
s Clinician Name Phone
Clinician Pager or Emergency Contact #
2. Clinician Name Phone
Clinician Pager or Emergency Contact #
3. Local Urgent Care Services

Urgent Care Services Address
Urgent Care Services Phone

5. Suicide Prevention Hotline Phone: 1-800-273-TALK (8255). push 1 to reach a
'y &l “ﬂﬂlﬂh Q... idar

14
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Discharge planning: Why is it important? | \\WellCare

Beyond Healthcare. A Better You.

* Discharging to a lower level of care, or ending a therapeutic relationship, is
a critical time for a member. It is imperative that appropriate supports and /
or follow-up appointments are in place.

* The member should be provided with resources in the event that
problematic symptoms reoccur.

* Risks associated with discharge from an inpatient setting include rapid
readmission due to poor support system, no access to medications,
increased risk of suicidality.

¢ The member should agree with the discharge plan in order to maximize
treatment outcomes. The member’s dated signature signifies agreement.

* Discharge planning should begin at the onset of treatment.

15



Discharge planning (Outpatient)

Referrals: other
professionals (e.g.,
PCP), community
supports (e.g.,
AA/NA/NAMI)

Course of
treatment and
aftercare plan

Members
condition at
discharge

Discharge
Plan and
Summary

N\ WellCare
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Discharge planning (Inpatient) | \WellCare
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Referrals: other
professionals (e.g.,
PCP), community
supports (e.g.,
AA/NA/NAMI)

Follow-up BH
appointment
scheduled within 7
days of discharge

Any barriers to
Members condition follow-up
at discharge treatment
addressed

Discharge
treatment and PI adn an d discharge

aftercare plan medications

Summary

Course of Ensured access to

17



Areas of
Opportunity

= Treatment Plans

= Treatment Plan
Reviews
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N\ WellCare

Treatment Plans

* Atreatmentplanis an individualized, structured, and goal-oriented schedule of
services, with measurable objectives, that promotes symptom reduction; and,
addresses the primary diagnosis identified by the assessment.

* Treatmentplans should be completed within 30 days of service initiation
(outpatient), or, 24 hours of admission (inpatient) and after the assessment.

* Treatment Plans are the blueprint that guides treatmentand are always
required.

* Treatment Plans are “living documents,” always changing and adapting to the
member.

* TreatmentPlans are the most frequently omitted document from medical
records.

* Treatment Plans provide a complete view from beginning of treatment through
termination or transition to alternatelevel of care.

19



Treatment Plan Components “\\WellCare
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Member
diagnosis:

Dated
signatures:

Aftercare/
Transition

Plan Initial
Treatment
Plan

List and Target dates:
frequency

of services
provided

Measurable

Interventions objectives:

20



N\ WellCare

Treatment Plan Reviews

* Best practiceis to review Outpatient Treatment Plans at least every 6
months or when thereis a changein treatment (e.g., adding group
therapy).

* Itis alsobest practice to review Residential Treatment Plans every 3
months.

* Treatment Plan Reviews should include findings, recommendations, and
progress towards Goals, as well as rationale for changing any Objective

or Goal (e.g., Member completes Goal and new Goal is added).

* |tis best if the Treatment Plan Reviews are separate documents from
the Initial Treatment Plan.

* All Treatment Plan Reviews should be signed and dated by the
treatment team members and the Member.

21



Common Treatment Plan Findings NWellCare
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* Have preferred outcomes
* Are general, rather than specific

Providers may confuse ¢ Do not need to be measurable

Treatment Plan Goals,
Obijectives, and Interventions

* Steps member takes to achieve goal
* Are measureable

NOTE: Targeted Case Management Ob] eCtlveS e Have Target Dates - Projected date of
is not an intervention, it is a separate completion (OP); or, anticipated discharge date

- 1P
service (1P)

* Actions and techniques the service provider
utilizes to support the member in achieving
goal and objectives
e Can include multiple providers (i.e.,
psychiatrist, therapist, community support,
etc.) with their own intervention

Interventions

22



Common Treatment Plan Findings NWellCare
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Services: eWhat? Alist of services provided \
eWhen? Frequency of service

Wh t) eWho? List who will provide the service

at: Example:

1. Medication management 1x/month to be provided by
MD

2. Individual therapy every 2 weeks to be provided by
LPHA

3. Group therapy 1x/week to be provided by LPHA /

\

The criteria for discharge/transition to lower level of
care

Other missing components When?
Who?

Aftercare/
Example: Clientwillbe discharged from

Tra NSI tl on services when he has reached his treatment goals. It
is recommended that he continue to follow up with
P I an his psychiatristand PCP on aregular basis to
maintain optimal health.

J

* The treatment plan and treatment plan
D t d review(s) must be signed and dated by the
dte treatment team AND the member/legal

Signatures . guardian

Supervisors of unlicensed staff must also sign
and date )

23



Sample Outpatient Treatment Plan: Goal, NN\ WellCare

Obi ect ives y I ntervent iO ns E ) e AR e e

* Member-identified Goal: “I don’t want to feel so sad and lonely”

* Objectives:

Member will take medication as prescribed and report any side effects
to psychiatrist

 Target date: (date within 6 months of objective initiation)
Member will identify 3 triggers of depressed mood

 Target date: (date within 3 months of objective initiation)
Member will call at least 1 friend weekly

 Target date: (date within 6 months of objective initiation)

* Interventions:

Psychiatrist will review medication effectiveness and adherence at

each visit
Therapist will utilize CBT to address mood disorder

Therapist will administer PHQ-9 every 3 months

24



Sample Outpatient Treatment Plan:

N\ WellCare
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Services and Aftercare Plan

 List of Services
* Individual therapy 2x/month for 45 minutes; service provided by
licensed practitioner
* Group therapy weekly for 1 hour; service performed by registered
intern with supervision by licensed practitioner
* Medication management once/month; service performed by
psychiatrist or psychiatric nurse practitioner

» Aftercare/Transition Plan
* Member will be discharged from services when:
* All Goals are met
* Member requests to discontinue services
* Member is transitioned to lower level of care (IOP to individual
therapy)
* Member will continue medication management through PCP

25



Sample Inpatient Treatment Plan: Goal, W\ WellCare

Obi ect ives y I ntervent iO ns E ) e AR e e

* Member-identified Goal: “I don’t want to feel so bad that | want to kill
myself”

* Obijectives:
* Member will take medication as prescribed and report any side effects
to psychiatrist
 Target date: Prior to discharge (list anticipated discharge date)
* Member will identify 3 triggers of depressed mood
 Target date: Prior to discharge (list anticipated discharge date)
* Member will identify 3 positive coping skills to address depressed

mood
 Target date: Prior to discharge (list anticipated discharge date)

* Interventions:
* Psychiatrist will review medication effectiveness and adherence daily
e Therapist will utilize CBT to address mood disorder in group
* One family session will occur prior to discharge

 Social Worker will set up appropriate discharge referrals
26



Sample Inpatient Treatment Plan: Services

N\ WellCare
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and Aftercare Plan

* List of Services
 Daily nursing assessment
* Group therapy 3 times per day; service performed by social work
and nursing staff
* Medication management daily; service performed by psychiatrist
or psychiatric nurse practitioner

* Aftercare/Transition Plan
* Member will be discharged from facility when:
* All Goals are met
* Member is no longer a safety risk
* Member is at baseline
* Member will follow-up with current OP providers

27
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Key Elements for Progress Notes:
Outpatient

Dated
signature
with
credentials
and/or title

Next
scheduled
appointment

Location of
Service:

Progress
Note

Start and End
times

Discuss progress Should reflect

toward the treatment

goals/objectives plan

N\ WellCare

Beyond Healthcare. A Better You.




Key Elements for Progress Notes: Inpatient | \\WellCare

Beyond Healthcare. A Better You.

Dated

Indicate
type of
service

provided

signature
with
credentials
and/or title Progress

Note

Discuss
progress
toward
goals/
objectives

Should
reflect the
treatment

plan
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Let’s talk about handwriting N\ WellCare
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Let’s talk about handwriting N WellCare
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Audit tool definitions:

* Met = The documentationin the recordis legible by
the reviewer

* Not Met = If significantinformationin the record s
illegible (i.e., cannot be read by reviewer)

32



Let’s talk about handwriting NWellCare

Faby |

e
&S

\

.

N

Signatures are to be legible with credentials and title

* Best practice:
If you do not have a legible signature, use a stamp along with your
signature; include a signature sheet in the record; or legibly print your

name under your signature

NOTE: Electronic signatures should be dated and time-stamped

33
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PCP Coordination of Care N WellCare
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Why is Coordination of Care with PCPs Essential?

According to the Agency
for Healthcare Research
and Quality (AHRQ), “The
main goal of care
coordination is to meet
patients' needs and
preferences in the delivery
of high-quality, high-value
health care to achieve safer
and more effective care.”

35



PCP Coordination of Care \B}HVYF“ACB?"’

* WellCare of Kentucky requires that behavioral health
providers communicate and coordinate care with the
Member’s PCP at initiation of services and at least every 9o
days thereafter. (see WellCare of Kentucky Provider Manual)

* Itis best practiceto reach outtoa Member’s PCP in order
to inform the PCP that the Member is receiving services,
especially if the PCP is prescribing psychotropic medication
and/or the member has a chronic medical condition.

36



Consent to communicate with other
Providers

N\ WellCare
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When healthcare providers collaborateona

member, good quality care takes place and

the memberbenefits. Some examples of

useful informationthat can be obtained

are:

 Member’sbaseline

* Keyinformationthat the member
neglected to share with all providers
during current treatment that could
affect the outcome, such as substance
abuse, non-adherence to prior
treatment, etc.

Therefore, itis best practice to obtain as
much collateral information as possible.

37
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Consent to treat with medication | W\WellCare
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Some states require a signed
informed consent prior to
administering psychotropic
medication. Itis best practice
for all prescribers to obtain
written consent.
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Documentation Checklists NN\ WellCare
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When sending out the Medical Record Review
confirmation letters, WellCare includes a
general checklist to aid the provider in ensuring
that all required documents are submitted. The
checklists are not an exhaustive list of all
required documentation. We recommend
checking the audit tool for State-specific
requirements.
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Documentation Checklists NN\ WellCare
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v Member demographics
Intake Form (updated annually)

Date of birthand age
Gender

Marital status
Primary language
Race or ethnicity
Emergency contact
Legal guardianship

v" Legal Documents, signed by
member or legal guardian

Rights & Responsibilities

Confidentiality/HIPAA statement

Releases of information

Legal status documentation (IP - voluntary/involuntary)
Psychiatric advanced directive documentation (IP)

41



Documentation Checklists NN\ WellCare
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v" Coordination with Primary Care Practitioner (PCP)

» Attemptsto collect PCP contact information
* Attemptsto obtain consent for communication with PCP
« Communication with PCP (should occur after intake, significant

events, and discharge from service)
v" Consents, signed by member or guardian
* General - to receive behavioral health services

* Informed consent to treat with psychotropic medication, if
applicable

42



Documentation Checklists NN\ WellCare
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v' Clinical assessments and Treatment Plans

e Initial Psychiatric, Medical, and Psychosocial Assessments, Needs assessments

* Annually updated assessments

* Initial Treatment Plans and Treatment Plan Reviews, Service Plans and Service
Plan Reviews

v Treatment

* Progress notes, physician orders, copies of prescriptions, lab/test results,
current medications, and medication management notes

v" Coordination of Care
* Documentation of coordination of care with current/previous treatment providers if

applicable; contacts with other treatment team members, family members, school
personnel, etc. (allwith appropriate consents in the record)
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Record submission options: re Fil
o) ssion options: Secure File \\Wellcare

Transfer Protocol (SFTP)
o® ®
®
L A
Gather requested ® SFTP (Preferred
‘. records Option)
"Y R

SECURE electronic submission
directly to WellCare

N T!
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Record submission options: Tracked Mail | \\WellCare
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® -

Gatherrequested ® RN (USP?)

° records or tracked mail
(Fed Ex/UPS)

The requestor’s name MUST be
directly on the package(s), not just
the tracking slip

Your cost

46
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Resources N\ WellCare

Beyond Healthcare. A Better You.

* WellCare Provider Manual: https://www.wellcare.com/ — Select
State — Select “Providers” — Select “Overview’” — Select
“Medicaid” or “Medicare” — Select “Download” next to Provider
Manual — Select “Open”

* Mary Ellen Cleary - Director, Quality Improvement; (813) 206-5508;
MaryEllen.Cleary(@wellcare.com

 Carl McLean - Manager, Quality Improvement; (813) 206-3694;
Carl.McLean(@wellcare.com

 Joanne Varadi, LCSW - Clinical Quality Specialist; (813) 206-1952;
Joanne.Varadi@wellcare.com

 Market audit tool elements & definitions
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