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What is Concurrent Documentation?

Concurrent Documentation (CD) is a model of documenting the session content and
process with the consumer/family “at the same time” the consumer/family is still present
in the session with the service provider. Basically it involves incorporating an active
discussion at the end of the service encounter and documenting the information provided
in the Electronic Clinical Record (ECR).

CD allows the service provider to confirm with the consumer/family in a proactive
manner:

e The goals and objectives addressed during the session

e The therapeutic interventions provided by the service provider

e Their feedback regarding progress made and an indication of their perceived
benefit of the service.

In addition, this practice is an appropriate extension of the therapeutic interaction. It
serves to focus the client/family on what just occurred in the session as well as their next
steps in the process of recovery and resiliency.

This is a shift from the traditional but ineffective documentation model in which direct
care staff writes a “private” note between themselves and the chart at some time after the
session has finished. With CD, when the “client’s hand touches the door to leave,” the
clinical work and documentation are complete (unless several minutes after the client has
left is needed to complete the documentation).

Learning Objectives

1. Participants will be able to describe the clinical and administrative advantages of
CD.

2. Participants will be able to describe working methodologies and helpful
mechanisms for using CD.

3. Participants will be able to describe appropriate and inappropriate situations for
use of CD.

4. Participants will apply methods of CD to simulated situations and scenarios.





Why is the MHC adopting and implementing Concurrent Documentation?

Because this reflects a growing trend in sound and effective behavioral health care
practice, the MWCMHC management is having the entire agency move forward to adopt
and consistently use this model.

This Concurrent Documentation model will:

e Seta standard among all staff to assure documentation is complete, consistent,
and compliant.
e Involve consumers/families in the therapeutic process and recording of session
content and process (review, feedback, description, insight).
e Ensure greater content accuracy b/c of reduced time between actual service and
writing the progress note.
e Positively impact staff by
1. Reducing anxiety b/c of being behind in documentation
2. Increasing staff morale and job satisfaction
3. Enhancing staff quality of life and collective well-being
4. Reducing staff burn-out/turnover rates
5. Allow the agency to service an increased number of consumers/families
e Ensure compliance concerns with state and federal standards.

sEEE

Hurdles to Overcome to Implementing Concurrent Documentation

1. Integration with current (Qualifacts) or new Electronic Case Record (ECR)
program

2. Consumer and staff anxiety and resistance to change
3. Staff training needs
4. Facilities adjustments

5. Not lagging with follow-up and agency-wide implementation





The Concurrent Documentation Pilot Project

During a six (6) week period from June 11- July 20, 2007, eleven MHC clinicians and
case managers were trained and participated in a pilot project that introduced two new
models together: Concurrent Documentation and a Clinical Formulation Model. In
addition to the description of Concurrent Documentation noted above, the Clinical
Formulation model set a list of standard criteria that should be covered in Assessments
and each DAP Note to achieve completion, consistency and compliance. The agency
wants to ensure that the “Golden Thread" of “medical necessity linkage” is established
and carried through in each consumer/family’s ECR.

Each pilot project participant took stock of their offices and identified modest physical
changes (furniture, longer cords, rearrangement of room configuration, etc.) that would
enhance model adoption and usage during the pilot. The participants implemented these
two models with their clients and client case files were monitored to examine the effects
of these two models on practice. Pilot projects received positive support from both their
program supervisors and the pilot project manager. Two peer support groups were held to
discuss and refine the pilot project process as it evolved. Feedback from both client and
clinician was also obtained to evaluate how this process impacted client and service
provider.

Written Feedback Results of Pilot Project

Each pilot participant was asked to have 3-4 consumers complete feedback forms
at the beginning middle and end of the project. Unfortunately, the follow-through on this
was poor and we received only a sampling of twelve (12) consumers). When asked to rate
the process on a Likert scale, the following results were given:

1. Not Helpful -0
2. Somewhat Helpful - 1
3. Neutral -1
4. Helpful -6
5. Very Helpful -4

Consumer feedback t o the guestion - “What was/was not helpful about Concurrent
Documentation?”

e 6 consumers said reviewing of issues covered, goals and progress was helpful.

e “Knowing what changes my therapist notes.”

e “To visually see what accomplishments I’ve made and what | am doing to achieve
more of my sobriety goals.”

e “My therapist has helped me reach my goals and go beyond. I am feeling so much
better about myself and controlling my pain.”

e “This was very good to work with my counselor in keeping my goals. | wouldn’t
change anything with this process.”





Client explained that she is processing information better and that she appreciates
being a part of the process and knowing what goes on in her notes.”

“It’s good to reinforce that we both recognize the key points of the session.
Helpful to set goals to work on before the next appointment.”

Helpful to clarify thinking and goals and keep my mind on possibilities instead of
limitations, |1 know the counselor and I are on the same page.”

“The time taken to complete the process.”
“As long as it doesn’t take too much time from the session.”

Consumer feedback to the statement - “If there was one thing | could change about this

process, it would be...”

“I don’t know.”

“I do not have enough information yet (for this question).”
5 consumers said “Nothing.”

“Would not change anything with this process.”

“I’m satisfied with it.”

Oral and written service provider feedback to the question - “What was/was not helpful

about Concurrent Documentation?”

“Prior to the study, | asked clients what they thought we worked on in the session.
With CD, clients are more aware what content of the session is documented and
they know that we agree on the session content/outcome.”

“It was helpful to use this process with a client and to have them feel like they
have a greater say in the paperwork. And to get the paperwork done right then,
and not have it build up.”

“It was quite difficult to do CD with my clients. Those that | did succeed at it
with, CD seemed to help to recap the session and point out clearly to the client
where the client was having difficulty. In some ways | think CD could be useful.”
“Turning away from the client.”

“The thing that is weird is to try to still make the notes clinical while including the
client in doing each part.”

“...1t is just going to take some time to make changes...creature of habit...but |
think this will be beneficial all the way around. I did like the suggestion of
speaking to the client one week and maybe instituting the plan in the next
session...less shock to both therapist and client.”

“| rarely see clients at home or in the community and not many places have WiFi
in Nucla, Naturita, or Norwood. I can use Word instead in those situations. The
one exception will be when I'm in the jail, because they don't even let me take in
my keys let alone a laptop, | will just write my notes after leaving the jail.”

“We spoke on Monday about what set up would be most useful in the group
settings for CD, and (one staff) had a good idea. Rather than a lap top which is
cumbersome to actually hold and work on your lap, why not consider a regular





computer with a flat screen and a wireless keyboard. | think they are called infra
red keyboards. If the flat screen were large, say 17", it could also be used to show
DVD and power point presentations. But with the wireless keyboard, we could
stay in the group and still see the screen from across the room.”

“I think concurrent documentation works reasonably well with groups of six or
less clients. | am still concerned that with our larger groups concurrent
documentation will cut into group time substantially. I know there has been
discussion of the clinician marking the group roster and having the group
participate in writing the session content then writing DAP notes from paper
prompts completed by each client before they leave the group. | think this makes
more sense for larger groups.”

Oral and written service provider feedback to the statement - “If there was one thing |

could change about this process, it would be...”

“CD was not helpful in that I get a lot of my insight into the client and his/her
behavior as | reflect when writing the Assessment part (“A” of the DAP Note). It
is extremely difficult to do this while the client is sitting with me. This is the one
area | would change: time to assess and write the assessment after the session, and
perhaps discuss this with the client in the next session.”

“Changing the set-up of the office to allow me to look at the client while talking
with them and writing the note.”

“Have an easier way to do CD while on the phone, which hopefully will be
facilitated through the (telephone) headset.

“Also having a good way to do CD in groups.”





Benefits of Concurrent Documentation

To the Consumer:

Involves the consumer in the therapeutic process and recording of session content and
process (review, feedback, description, insight).

Empowers the consumer to know and determine the course of clinical assessment,
interventions and progress of therapy.

Real time feedback will increase the consumer’s buy-in to therapy.

Cutting out-of-session documentation time results in increased hours per clinician
per year for direct service, thus serving more consumers and families.

To MWCMHC Staff:

Because clinicians will clarify their impressions and therapeutic interventions by
putting them into words in front of the consumer, this enhances the therapeutic
value of the service/session.

Ensures greater content accuracy because of reduced time between the actual
service and writing the progress note.

Eliminates the staff’s “treadmill”” of always having to catch up on documentation
of services, that is, to keep paperwork timely and accurate.

Can save up to 8 hours per week (or 384 hours per year) in documentation time.
With increased time availability, this allows clinicians to be less anxious about
accepting and seeing more consumers on their caseload at any one time.
According to some studies, an organization’s conversion to CD is accompanied
by a drop of up to 25% in staff sick time usage

Less anxiety and stress to direct service staff would result in enhanced morale
greater job satisfaction, and improved quality of life and sense of well-being.

To the Agency:

Sets a standard for clinical formulation among all staff to assure documentation
completeness, consistency, and compliance with all applicable state, federal and
accreditation standards.

Increased documentation compliance would lower likelihood of paybacks via
OIG audits

Staff’s increased availability could help service clients with other payor sources
and/or a larger penetration rate of Medicaid clients.

Increased staff morale and enhance quality of life would reduce staff burn-out and
turnover rates.





Initially Introducing Concurrent Documentation to the Consumer/Family

From the very first session with a new consumer/family, or starting with the next session
for an already active consumer/family, it is important for the therapist to take a few
minutes to discuss the consumer/family’s role in treatment, including creating an accurate
record of progress and problem areas. If they understand why this is important, and that
they are an integral part of the process, they are more likely to concur with, then
participate in the practice of concurrent documentation and not feel uncomfortable or
upset by it.

You will need to develop your own “script” of what to initially say to the consumer
family to introduce the ensuing practice of concurrent documentation.

Your script should include the following items:
1. The actual term “concurrent documentation.”

2. Explain this term - this is a team effort between client and service provider to
create a record that documents the session content and process “at the same time”
with the consumer while he or she is still present in the session with you.

3. Frame it more as an “invitation” to their participation in treatment rather than a
“requirement.”

4. Explain that you will be reviewing the following things as you document:
e The goals and objectives addressed during the session
e The therapeutic interventions provided by the service provider
e Their feedback regarding progress made and an indication of their perceived
benefit of the service.

5. Enumerate the benefits to their participation in this way (See benefits of
Concurrent Documentation — To the Consumer/Family on page 7).

PLEASE NOTE:

Please use positive terms in this script. Do not apologize for the process or say
something like “The agency is making me do this.” This only serves to undermine
the CD process, the therapeutic value of CD, and ultimately the therapeutic relationship






Concurrent Documentation with the Consumer/Family in the Session

Your Attitude

View this not as a trial, but as an essential element of the therapeutic process that you are
learning to integrate into and consistently use in all of your direct service sessions.

Setting routine is one of the best ways to get into habit. One said if you are keep doing
one thing on a scheduled time for 21 days continuously, you will able to get it into your
habit

“For the things we have to learn before we can do them, we learn by doing them.”

Aristotle

You can maintain a POSITIVE ATTITUDE about this change in practice
by focusing on the benefits to your clients, yourself and this agency.

Time Usage

Direct service providers can use the first 45 minutes for the formal therapeutic encounter
and appropriately conclude the formal session. The service provider can then shift the
focus in the last 10 to 15 minutes of the hour to the interactive process of documenting
the service with the consumer/family present.

The consumer/family MUST be present in the session in order for “concurrent”
documentation to occur. If the client(s) leaves the session, the documentation efforts do
not constitute a therapeutic interaction with the client(s) that can be included in the total
length of the service encounter.

Transitioning to CD In the session

1. Use the traditional “wrap up” at the end of the session to try and transition to the
documentation. This is something that many clinicians are used to doing as they
try to synthesize what was done during the session and bring some closure to the
process. You might say “We’re getting close to the end of the session. Let’s stop
here and review what we talked about.” The only difference is that instead of just
doing a verbal recap, or writing it down on paper, it’s done directly on the
computer ECR.






3.

Some introductory phrases to transition into documenting the service might be

“We’re getting close to the end of the session. Let’s stop here and review what
we have discussed.”

“It’s time to wrap up this portion of the session. Let’s move onto documenting
our session together.”

“Now let’s work together to document the important accomplishments (ideas,
work , etc.) that we have done here today.”

“What you shared is important. I want to capture this information.”

It may not always be practical to write during the “meat” of a session, especially for
a clinician who has a hard time with typing or writing quickly. This is why waiting
until the last few minutes of the session to “wrap up” the session in writing with the
client may be a good idea. The therapist can jot down by hand some thoughts that
they want to remember and then transition that to the computer as they wrap up. As
David Lloyd says, letting the client know that what they say is so important that you
want to write it down can be a nice way to help the client understand and get
comfortable with the process of you jotting down info during the session, whether
by hand or on the computer.

Use you best judgment, discretion and trial and error. The CD technique will vary
from staff to staff based on what works best for each individual direct care staff. It
will be up to the clinician to set parameters as with any “wrap up”/summarizing
activity. The clinician must be able to judge how much time is needed for this type
of activity based on the individual client’s level of functioning. Examples are

e With a client who is very manic and has a hard time keeping to the subject,
the therapist might choose not to do concurrent documentation because it
might take more time and be less effective.

e When working with a client who is very high functioning, the
documentation may only take about 3 minutes.

e Practicing with different types of clients will ultimately help the clinician to
decide on time frame. If the session starts to run over, then the therapist
might suggest that they need to quickly finish the wrap up, or stop where
they left off and the therapist will have to do it when the client leaves. The
therapist can invite the client to review the rest of the note at the next visit.

¢ If new info comes up while doing this at the end of the session, then as with
any session, the clinician must make a judgment as to whether that
information can wait until the next session or needs to be discussed
immediately (as in suicidal talk).

e There may be clients who do have a hard time with it from time to time. If
someone is very upset or in crisis, it might not be possible to adhere to this
process.
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INTAKE ASSESSMENT, DAP NOTE & SERVICE PLAN PRIMER

This primer is designed to assist you with your documentation of consumer services. It
will address the clinical formulation of intake assessments, client diagnoses, service plans
and DAP Notes. This handbook is derived from several sources: A PowerPoint
presentation given by Dr. Steve Dixon, Clinical Director of the Colorado Health
Networks, materials by MTM consultant David Lloyd, and notes from MWCMHC
therapists Teresa Thompson, MSW and Jed Kovach, LCSW.

INTRODUCTION

Along with all Community Behavioral Healthcare Organizations (CBHO), Midwestern
Colorado Mental Health Center is facing more stringent federal and state standards, and
our compliance with these external accountability requirements is becoming more
demanding. Some of these standards relate to efforts to reduce fraud and abuse in
healthcare and to prevent submission of false claims. In some cases, large sums of
Medicaid funds are being recaptured from CBHO’s when audits reveal that existing
service documentation does not validate and support the medical necessity for services
rendered and charged. As a recipient of annual Medicaid payments, the Center is working
to ensure our compliance with federal and state laws and regulations related to the Deficit
Reduction Act, False Claims Act, and Criminal Penalties for Acts Involving Federal
Health Care Programs Act, and with any government initiatives to reduce healthcare
fraud, waste, and abuse. This primer is to assist the Center and its staff in this effort.

MEDICAL NECESSITY

The term “Medical Necessity” means that a covered service is considered a medical
necessity, or “medically necessary” in a manner consistent with accepted standards of
medical practice. Medical necessity indicates the service provided is found to be an
equally effective treatment among other less conservative or more costly treatment
options, and meets at least one of the following criteria:

e The service will, or is reasonably expected to prevent or diagnose the onset of an
illness, condition, primary disability, or secondary disability.

e The service will, or is reasonably expected to cure, correct, reduce or ameliorate
the physical, mental cognitive or developmental effects of an illness, injury or
disability.

e The service will, or is reasonably expected to reduce or ameliorate the pain or
suffering caused by an illness, injury or disability.

= The service will, or is reasonably expected to assist the individual to achieve or
maintain maximum functional capacity in performing Activities of Daily Living
(ADL).

e Medical necessity may also be a course of treatment that includes mere
observation or no treatment at all.






THE GOLDEN CHAIN

Preserving the medical necessity of services rendered has been compared to a “Golden
Thread.” A better comparison is to a “Golden Chain” with interlocking links that
symbolize the preservation of consistent medical necessity throughout the course of the
treatment chain. This “chain” begins at the Initial Assessment and Diagnosis, is more
clearly delineated in the Service Plan, and is carried through the length of the service
provision in Progress Notes related back to the Service Plan (or Service Plan Updates).
Each chain link serves as the justification for the provision of specific services. The chain
continues throughout the course of treatment until the completion of services at discharge
in which the consumer’s needs and goals have been met and there is no longer a medical
necessity for continuation of services.

THE PATH OF THE GOLDEN CHAIN

e The Intake Assessment is the first link that leads to service or treatment planning.
Thus use the Intake Assessment for service or treatment planning.

e The Intake Assessment leads to the Diagnosis

» Assessment and Diagnosis leads to goals and objectives on the Service
(Treatment) Plan

e Treatment planning should be linked to DAP notes.
« Reference identified problems from the treatment plan in DAP notes.
« Reference diagnostic criteria from DSM-1V in treatment planning and DAP notes

 There should be a smooth link from the Description to the Assessment to the Plan
in a DAP note.

THE BROKEN CHAIN

Problems result when the medical necessity chain has missing or broken links. This can
occur if the chain has no substantial beginning, such as (1) incomplete or inaccurate
information at initial assessment, (2) misdiagnosis, (3) poor understanding of consumer
problem(s) and desired results, (4) simply not identifying the medical necessity of why
this client should receive services (i.e., what are the diagnoses, factors, issues and needs
that justify a certain service or array of services), and (5) Treatment focusing on
“problems in living” or on issues not identified in the assessment or diagnosis and not
seen by the state as billable under “medical necessity” (such as marital therapy).

The medical necessity chain can also have missing or broken links at the juncture of
Service Planning. Broken or missing links could be caused by (1) poor identification of
consumer s needs and problems, (2) abstract terms for goals and objectives that are
inaccurate and/or immeasurable, and (3) consumer strengths and resources are excluded.





The most important place to preserve the integrity of the medical necessity chain is the
consumer’s or Progress (DAP) Notes, including case management notes. Each session of
service provision is a vital link in the established chain. Here the chain links can either
interlock, or not. Here are the places that the chain can become easily broken, even lost.
Ideally, each session link should interlock with the preceding links, and set the stage for
anticipation of the links to follow. This smooth linkage is achieved by the session
document demonstrating medical necessity in some form or another. That is, (1) content
and process of the session must relate to one or more of the stated needs, goals and
objectives in the Service Plan, (2) the session may include an assessment update due to
new problems and the subsequent need to update the Service Plan and, (3) consumer
progress, regression or digression is clearly defined and documented.

THE MEDICAL NECESSITY “TRAIN”

To use another analogy, the chain can also be compared to a train, with an engine,
numerous cars and a caboose. The Intake/Assessment is the locomotive engine that pulls
(or “drives”) the therapy train. The services rendered are the individual passenger, box
and freight cars. The caboose is Termination and Discharge. All must be interlocked in
order for the train to move forward and reach its destination.

DOCUMENTATION IS CRITICAL

e To clients and family members — they rely on your documentation to advocate for
the most appropriate and effective care.

e To health care professionals — they rely on the EHR as an official and practical
means of communicating with each other, to provide a unified treatment approach
consistent with your work with the client and for continuity of care from one
treatment setting to another.

e To employers and managed care companies — they rely on your documentation to
justify the needs for admission and for continued treatment, to demonstrate
appropriateness and cost-effectiveness of care, and to demonstrate all billable
services were provided.

e To licensing and accreditation agencies — they rely on your documentation to
verify the quality of care and to approve license to operate.






INTAKE/ASSESSMENT - THE INITIAL CHAIN LINK

Identifies symptoms that brought the consumer into treatment.

The direct link to the Service Plan is the symptoms that drive the diagnosis, and
the notion that our treatment will reduce or eliminate these symptoms.

Identifies the consumer’s goals and expectations.

Includes a list of the consumer’s strengths that the service provider will utilize to
help consumer achieve his or her goals.

It is important to successfully establish this initial link in order to move onto the
next link which is Service Planning.

DIAGNOSIS

To truly be a “Diagnosis,” it must meet DSM-1V criteria. One common error is to
use a historical diagnosis without a review of recent and current symptoms.

Diagnostic formulations need to list the diagnostic criteria, according the DSM,
that justify the diagnosis.

Symptoms should be clearly identified. These should be used in some way to
determine the goals and objectives on the Service Plan.

Also drives the Medical Necessity criteria. If a consumer has a covered diagnosis
and is amenable to therapy, outpatient care is appropriate to treat this. Higher
levels of care have more restrictive Medical Necessity definitions and criteria.

Rule outs, and NOS are at times appropriate, but not for common usage. Stay
away from this as a diagnostic “fall back.” Also R/O diagnosis should be deleted
after six months, as there should be enough clinical information by then to make a
definitive diagnosis.

It is suspect when charts have 3+ diagnoses. Usually the criteria are not met for all
of these diagnoses.

Use the differential diagnosis decision trees that in the back of the DSM-IV.

TREATMENT OR SERVICE PLANNING

Identifies the problem areas for which the consumer has requested help.

ldentifies specific symptoms that are measurable and objective, so we can
determine consumer progress, or not.

Identifies our best recommendation for the modality (or modalities) of treatment
to address problems.

Identifies how we will utilize consumer’s strengths and the recovery philosophy
to reach a desired end.

Identifies time frames whereby service provider and consumer can expect results.

Identifies discharge as the end result, or at a minimum a less restrictive
environment and/or professional involvement for the consumer.






SERVICE PLANS PROBLEMS

= Abstract goals that can not be measured (outside of patient satisfaction or patient
self-report)

= ldentifies support for client without describing what support is specifically.
= Resource or support is not related to the related objective

e Brings in life circumstances as candidates for therapy when they do not have a
diagnosis, and do not need therapy process for remediation.

< No specific time frames for course of service may contribute to dependency rather
than movement toward and actual recovery.

e Rarely identifies advocate role of therapist to help client access other systems and
services.

e Has too many goals, and thus defocuses the therapy process into a series of
professional visiting sessions.

BEHAVIOR GOALS

Behavior goals should be:

e Measurable

e Observable

e Of specific duration (time limited)

« Realistic and achievable

e Relevant to the problem and diagnosis

e Appropriate and consistent with client values

« Should be able to describe what the client should be able to do to demonstrate
improvement/symptom relief

State behavior goals in terms of:

e Subject/Verb Anna will

e Action/Object giver her son positive reinforcement

e Frequency at least two times

e Duration every day for a week

e Monitor as reported by client & son. Can also use AEB (as

evidenced by...)

Example: If your goal is to increase self esteem? How will you know it is achieved
or accomplished? What is self esteem? Do not rely too heavily on consumer self-
report. Have them establish objective and measurable goals.






CONSUMER STRENGTHS

Strengths are the positive assets or “strong points” that each person has in his or her life
that help them achieve their objectives. These can be in numerous areas of one’s life —
physical, mental, emotional, behavioral, environmental, relationships and spiritual. Like
the poles that support a tent or teepee, strengths help bolster and support a person’s ego,
functioning and life in general.

Strengths can be:
e Personal Qualities
e Knowledge
« Experiences
e Abilities & Capabilities
e Unexplored Potential
e Interests, sports and hobbies
e Support persons and groups

what makes the consumer uniquely him or herself
what the consumer has already learned and knows
what the consumer has been through in life

what the consumer can do

what the consumer might be able to do

Note: See pages 7a and 7b for Strengths List

EFFECTIVE PROGRESS OR “DAP” NOTES

e Provide a complete, consistent and comprehensive record of client care.
e Accurately represents the client’s situation.

= Utilizes the goal above in the electronic chart as a descriptor for what was done
and how it was done.

= Are focused on one or two specific goals that tie back specifically to the Service
Plan.

< ldentify the client strengths and how the strengths are being used to make
progress toward the goal.

= ldentifies the therapeutic intervention; what the treatment provider did to help the
client move toward their goals and objectives.

e Uses factual information and examples to support conclusions.
e Addresses when a goal is reached, or amount of work needed to complete a goal.

e Removes a goal after it is met, and when all goals have been removed, this is
criteria for discharge.

e Enable an action or actions to be taken based on their review.
e Can be used in court, in school, by social agencies, and by insurance companies.





SUBSTANDARD NOTES

Simply cut and pasted from previous sessions without adequate editing that
reflects the current session.

No specific focus on a given problem.
Offer inconsistent data.
Contain no or minimal information on what was done.

Abstract language not defined in measurable terms
Example: “Client has made minimal or (or moderate) progress.” “Client is feeling
better.”

Are not tied back to Service Plan.
May suggest regression or de-compensation without being specific.

Reader has no idea what the therapist did in the session because it offers no
explanation of any intervention, other than talking.

Example: If active listening is the intervention it should be stated, and it should be
followed with how helpful the active listening was toward reduction of symptoms.

“DAP” NOTES...SIMPLY

DESCRIPTION of the content and the process of the session

ASSESSMENT of what is going on; progress/lack of toward goals and
objectives.

PLAN for what will be done before the next session and/or in the next session

DESCRIPTION

Include subjective information - report what the client says or feels

Should identify the focus of the session, and which problem and goal was
addressed.

Documents what the service provider did in therapy to address the problem and
goal. In other words, what interventions did the service provider utilize in the
session to focus on the problem and goal?

Use ACTION verbs.

Example: “...helped client identify three coping mechanisms for anxiety to
include; 1) distraction (client will go exercise) 2) deep breathing-relaxation, and
3) call a peer for peer support.”

See next 2 pages for list of action words:






Abstracted
Achieved
Acquired

Acted
Adapted
Addressed
Administered

Advertised
Advised

Advocated

Aided

Allocated
Analyzed
Answered

Anticipated
Applied

Appraised
Approved
Arranged

Ascertained

Assembled
Assessed
Assisted
Attained
Audited

Augmented

Authored

Bolstered
Briefed
Brought

Budgeted

Built
Calculated
Cared

Charged

Chartered
Checked
Clarified

Classified
Coached

Coded

Imagined
Implemented

ACTION WORD LIST

Examples of action words that describe functional skills:

Communicated
Compared
Completed
Complied
Composed
Computed
Conceived
Conducted
Conserved
Consulted
Contracted

Contributed
Converted
Cooperated
Coordinated
Copied
Correlated
Counseled
Created
Critiqued
Cultivated
Dealt
Debated
Decided
Defined
Delegated
Delivered
Designed
Detected
Determined
Developed
Devised
Diagnosed
Directed
Discovered
Discriminated
Dispatched
Displayed
Dissected
Documented
Drafted

Monitored
Narrated

Edited
Eliminated
Empathized
Enabled
Enforced
Enlightened
Enlisted
Ensured
Established
Estimated
Evaluated
Examined
Exceeded
Excelled
Expanded
Expedited
Experimented
Explained
Explored
Expressed
Extracted
Facilitate
Fashioned
Financed
Fixed
Followed
Formulated
Fostered
Founded
Gained
Gathered
Gave
Gave Feedback
Generated
Governed
Guided
Handled
Headed
Helped
Identified
Illustrated

Restored
Revamped





Improved
Improvised
Inaugurated

Increased

Indexed

Indicated
Influenced

Initiated

Inspected

Instituted
Integrated
Interpreted
Interviewed
Introduced

Invented
Inventoried

Investigated
Judged
Kept

Launched

Learned

Lectured

Led
Lifted

Listened

Located

Logged

Made
Maintained
Managed
Manipulated

Mapped
Mastered
Maximized
Mediated

Memorized
Mentored
Met
Minimized

Modeled
Modified

Offered
Operated
Ordered
Organized
Originated
Overcame
Oversaw
Participated
Perceived
Perfected
Performed
Persuaded
Planned
Practiced
Predicted
Prepared
Presented
Prioritized
Produced
Programmed
Projected
Promoted
Proposed
Protected
Proved
Provided
Publicized
Published
Purchased
Queried
Questioned
Raised
Ran
Ranked
Rationalized
Read
Reasoned
Recorded
Received
Reduced
Responded
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Reviewed
Rewarded
Scanned
Scheduled
Schemed
Screened
Set goals
Shaped
Skilled
Solicited
Solved
Specialized
Spoke
Stimulated
Strategized
Streamlined
Strengthened
Stressed
Studied
Substantiated
Succeeded
Summarized
Synthesized
Supervised
Supported
Surveyed
Sustained
Symbolized
Tabulated
Talked
Taught
Theorized
Trained
Translated
Upgraded
Utilized
Validated
Verified
Visualized
Won
Wrote





SOME EXAMPLES OF THERAPEUTIC INTERVENTIONS:
Reviewed current and past functioning

Evaluated client’s current level of function

Evaluated progress toward service goals

Assisted with development of treatment goals

Provided linkage

Provided information

Provided support

Provided psycho-education regarding (topic)
Encouraged family to utilize strategies

Assessed risk/harm/current needs

Developed/contracted safety plan

Encouraged client to utilize resources

Praised client by
Validated client by
Challenged client to
Role modeled
Redirected inappropriate behavior

Encouraged client to use coping skills (describe which ones)
Encouraged client to use problem solving techniques
Identified family dynamics

Facilitate family communications

Discussed issues of termination of therapy

Developed and reviewed discharge plan

O0O00000000O00O0O0O0O0O0O0O0OD0O0O0OO0OOODO

ASSESSMENT

ASSESSMENT of what is going on based on the content of the DESCRIPTION section.

It might include your “working hypotheses”. It also includes:

1.

Obijective information - report observable behavior seen by the therapist. Service
provider’s statements about the client’s progress/lack of progress toward their
goals and objectives

“Depression is improved this week As Evidenced By (AEB)...”
“Client appears more resistant AEB...

“Client appears less involved AEB...”

“Client engaged in one social activity this week.”

“Client reports that he had no school referrals in the last week.”
Consumer’s comments regarding progress toward their goals and objectives.

Service provider might conduct a mini-mental status exam (MSE) which could include the following: (1)
Orientation to person, place, time and situation, (2) Affect, (3) Mood, (4) Emotional Response, (5) Speech,
(6) Eye contact, (7) Attention and concentration, (8) Insight and judgment, (9) Memory, (10) Thought
Process, (11) Impairment of ADLS, (12) Suicidal risk, (13) Homicidal risk, and (14) Gravely Disabled.
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Below are samples of actual MSE’s done at the MWCMHC.:

Mental Status Exam: Client was alert and cooperative. Speech was normal in rate, rhythm, and
volume. Motor activity was normal on gross exam. Affect was appropriate, mood relaxed. There
was no evidence of a thought disorder. He denied hallucinations, delusions, or illusions. He
denied homicidal, suicidal, or paranoid ideation.

MSE - alert, cooperative to semi-cooperative, slightly defiant in passive/aggressive way. Mood-
‘everything is fine..." Affect - bright at times but constricted for most part. No s/h ideation, no
anhedonia. Sleep good. No obvious anhedonia. No psychosis. Dx:PDD, BPAD, conduct ds,
ADD(by hx).

Identify changes in mood, thought, or behaviors that warrant therapy attention. If Risk
factors have been identified for suicide, homicide and/or gravely disabled, AND your
scores are 3, 4, or 5, please ensure that you document accurate information in this
ASSESSMENT section of the chart tied to this risk. For level 3 comments alone may be
sufficient (Is this a new score? Is this baseline?). Scores of 4 and 5 necessitate a specific
intervention from the service provider in this note under the “Plan” section.

PLAN

NOTE: The PLAN should address what is directly cited in the DESCRIPTION and
ASSSESSMENT sections.

e Future appointments go here too, but PLAN section should have more than “See
next week.”

* Next session date and time

e Plan for what will be done in the next session and in the meantime.
e Topics to be covered in the next session

e Relevant homework assignments given

e Include plan for staff too. (What are you doing follow up, etc...?)

< Plan will also include a specific outline of a “safety plan” if the client has a risk
score of 4 or 5. Safety plan should include:

o Client was provided number for ES and instructions to call ES, 911 or go
to the ER if needed.

o Specific distress tolerance skills they are going to utilize to cope with
symptoms (activities, coping skills, contact w/ support system, etc.)

0 Why client does not need inpatient services at this time (no intent,
statements such as “I would never act on suicidal thoughts because of my
children”, etc.)

o If client has a specific plan and means what we have done to block means
(guns out of the house, meds kept by relative, etc.).

o Itisadvisable to put this safety plan in writing and have the client indicate
agreement to it by his or her signature.
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DAP NOTE CHECKLIST

DESCRIPTION:

\ Persons present; notable environmental factors

Consumer self-report:
' Significant events that have occurred in consumer’s life
' Stressors and extraordinary events
V' Changes in consumers condition and actions taken

Other pertinent information
V' Problem and goals related to Service Plan that is/are focus of session
V' Relevant discussion and therapeutic processing
' Intervention(s) provided by service provider to address the problem(s) and goal(s)
(I.e., what the service provider did in therapy to address the problem and goal. In
other words, what interventions did the service provider utilize in the session to
focus on the problem and goal? (Use ACTION verbs — see list).

ASSESSMENT:

V' Any significant change(s) from last session. If none, indicate this.

V' Service provider observations

' Service provider assessment of mood/affect, thought processes and orientation,
and behavior/functioning...OR...Mini-Mental Status Exam (MSE)

V' Are a diagnostic assessment update and service plan revision needed?

V' Progress or lack of progress with the Service Plan

' Client response to intervention(s)

v Comment from consumer regarding progress toward goal.

' Risk for suicide, homicide and/or gravely disabled. That is, is client a danger to

self, others and/or property?

NOTE: Risk Assessment Checklist alone is sufficient if level is 1 or 2. If scores are 3, 4,
or 5, provide accurate information tied to this risk. Scores of 4 and 5 necessitate a specific
intervention from the service provider and should be documented in the “Plan” section.

PLAN:

Next session date and time & topics to be covered in the next session

Consumer actions related to Service Plan objective(s) to be taken by next
appointment (including homework

Safety plan if risk score of 4 or above

Clinician actions to be taken by next appointment,

Any referrals, advocacy or case management to be done before next appointment

2 2 2 2 2
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TIPS FOR PROGRESS NOTES

Essentials of Record Keeping
* Be thorough yet concise
Write clear, objective descriptions
Use concurrent documentation as prescribed
Proofread, but don’t erase information
Consider how the client is portrayed
Use respectful terminology
Use only approved abbreviations

Be Careful with Wording
* Respectful language
* Nonjudgmental writing
» Clear description
» Key terminology

Key Terminology
Evidenced by
Appears versus seems
Client — active language
Qualifying comments
Examples - Poor: “From her frown, Carol seems angry.”
Good: “Carol appears angry, evidenced by her frown.”

Use the K.1.S.S. Principle - Keep It Short & Simple

Avoid using the words *“good” and bad”.
e These tend to sound judgmental, like you are making value statements:

e For example instead of saying “client has bad judgment” describe behavior,
“client reports that he drove after drinking 6 beers last night”.

e Use words like “appropriate” and “inappropriate”, “positive” and “negative”,
“helpful” and “harmful”” or “hurtful.”

Avoid using “always” and “never”.
e Examples: Tom never listens to his wife. Judy always is always depressed.
« Employ words like sometimes, often, periodically, at times, seldom, today

Use a dictionary when you are unsure of how to spell a certain word.

Use ISPELL (spell check for our Internet).
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Watch plurals and possessives —

Plural is when there is more than one - boys, cars, tomatoes. NO apostrophe —
Examples: “John missed 2 days of school.” Or “Rhonda picked 4 flowers.”

Possessive shows ownership — uses an apostrophe — ‘s or s’

e Singular possessive — One person or thing having ownership - the boy’s hat, the
bird’s nest

e Plural possessive — More than one person or thing having ownership - the boys’
hats, the birds’ nests

Avoid using slang words or vernacular terms in DAP Notes,

Instead of using , use

”Got mad...became irritated or became angry

“Flipping them off” - giving the middle finger

“He goes through spells” — He has periods of...she has episodes of...

“Pushing the envelope” - testing the limits or boundaries

“Cussing”....cursing or profanity

Student was having a fit...he was acting out OR was having difficulty managing his
anger

“smart aleck” - Presented with a negative and disrespectful attitude

“pissy” — irritable, irritated, angry, impatient,

“PRESERVIE THE GOLDEN CIHAITNI
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Concurrent Documentation - Change Initiative Report

Midwestern Colorado Mental Health Center

Introduction

After engaging in an agreement with David Lloyd, a nationally known consultant on
mental and behavioral health practice, the Midwestern Colorado Mental Health Center
(MWCMHC) undertook a “Change Initiative” to address numerous areas of the agency’s
policy, procedure and practice. This change initiative was guided by the consultant and a
mutually-established Project Management Plan, which involved the creation of four
Performance Teams to facilitate and participate in the change initiative process. One of
these Performance Teams was the Standard Documentation Team (SDT).

According to the Project Management Plan, the SDT responsibilities were to:

< Review all of the organization’s currently used documentation to determine
efficiencies and Medical Necessity Linkage needs.

e Measure current level of documentation timeliness

« Establish current documentation to Direct Service Ratio

e Design training and education programs to address any timeliness and/or ratio
challenges

e Develop implementation plan including forms development and maintenance
model for future

e Develop Core Competency Training Plan for concurrent documentation model
and other core competencies needed for new form processes.

Initially, the SDT tackled a case review project regarding Intake Assessments, and
use and completion of all data fields within the Intake Assessment. After a time,
Consultant David Lloyd re-directed the SDT to address the more pressing issues of
Concurrent Documentation and Clinical Formulation, in keeping with the above-stated
goals. The SDT decided to conduct a pilot project addressing these two models and Jed
Kovach, LCSW, Program Supervisor and Clinician for the agency’s day treatment
program was assigned the responsibility of leading the pilot project. (See Attachment A
for “Pilot Team Recommendations to Quality Management Council™).






Concurrent Documentation

According to a directive from the agency’s management, the MWCMHC was
beginning the process of adopting, learning and implementing the model of Concurrent
Documentation (CD). This is a method of documenting the session content and process
with the consumer at the same time the consumer is still present in the session with the
service provider (The term “consumer” is used here to refer to an individual, couple or
family constellation). Basically it involves incorporating an active discussion at the end
of the service encounter and documenting the information provided in the Electronic
Clinical Record (ECR), aka an Electronic Medical Record (EMR).

CD allows the service provider to confirm with the consumer in a proactive manner
(a) the goals and objectives addressed during the session, (b) the therapeutic interventions
provided by the service provider, and (c) consumer feedback regarding their progress and
their perceived benefits of the service. In addition, this practice is an appropriate
extension of the therapeutic interaction. It serves to focus the consumer on what just
occurred in the service session as well as their next steps in the process of recovery and
resiliency.

Perceived Benefits of Concurrent Documentation

To the Consumer:

e Involves the consumer in the therapeutic process and the recording of session content and
process (this review promotes description, feedback, and insight).

e Empowers the consumer to know and determine the course of clinical assessment,
interventions and progress of therapy.

e Real time feedback will increase the consumer’s buy-in to services.

e Cutting out-of-session documentation time results in increased hours per clinician
per year for direct service, thus serving more consumers and families.

To MWCMHC Staff:

e Because service providers will clarify their impressions and therapeutic
interventions by putting them into words in front of the consumer, this enhances
the therapeutic value of the service/session.

e Ensures greater content accuracy because of reduced time between the actual
service and writing the progress note.

e Eliminates the staff’s “treadmill” of always having to catch up on documentation
of services, that is, to keep paperwork timely and accurate.

e Can save up to 8 hours per week (or 384 hours per year) in documentation time.

e With increased time availability, this allows service providers to be less anxious
about accepting and seeing more consumers on their caseload at any one time.

e According to some studies, an organization’s conversion to CD is accompanied
by a drop of up to 25% in staff sick time usage

e Less anxiety and stress to direct service staff would result in enhanced morale
greater job satisfaction, and improved quality of life and sense of well-being.






To the Agency:

e Sets a standard for clinical formulation among all staff to assure documentation
completeness, consistency, and compliance with all applicable state, federal and
accreditation standards.

e Increased documentation compliance would lower likelihood of paybacks via
OIG audits

e Staff’s increased availability could help service clients with other payer sources
and/or a larger penetration rate of Medicaid clients.

e Increased staff morale and enhance quality of life would reduce staff burn-out and
turnover rates.

Perceived Hurdles to Overcome to Successfully Implement Concurrent
Documentation

« Integration with current (Qualifacts) or new Electronic Case Record (ECR)
e Consumer and staff anxiety and resistance to change

e Staff training needs

e Facilities adjustments

e Additional equipment

< Not lagging with follow-up and agency-wide implementation

Concurrent Documentation Pilot Project

During a six (6) week period from June 11- July 20, 2007, eleven (11) MWCMHC
staff were selected, trained and participated in a pilot project. The staff represented a
cross-section of positions at the agency - clinicians (individual and group), case managers
and one medical prescriber (an APRN). This pilot project addressed the practices of
Concurrent Documentation and a Clinical Formulation Model at the same time. In
addition to the description of Concurrent Documentation noted above, the Clinical
Formulation model was examined in an effort to establish a set of standard criteria that
should be covered in Assessments and each Description-Assessment-Plan (DAP)
progress note to achieve completion, consistency and compliance across the agency staff.
The agency’s goal is to ensure that the “Golden Thread" of medical necessity linkage is
established and carried through in each consumer’s ECR, both for accuracy’s sake and to
satisfy the increasingly stringent State and Federal requirements.

The training for this pilot occurred on June 7, 2007 and included pilot project
participants, MWCMHC Program Supervisors, SDT members and members of the
agency’s management team. The training addressed the agency’s adoption of this model,
the nature and benefits of CD, introducing CD to consumers by means of a “script”
inviting consumer participation, maintaining a positive attitude about this CD process,
time usage, and some practical aspects of actually doing CD with consumers.





Each pilot project participant took stock of their offices and identified modest
physical changes (furniture, longer computer cables, rearrangement of room
configuration, etc.) that would enhance model adoption and usage during the pilot. The
participants implemented these two models with their clients and client case files were
monitored to examine the effects of these two models on practice. Pilot projects received
positive support from both their Program Supervisors and the pilot project manager (this
writer). Three peer support sessions were held on 6/24/07, 7/17/07 and 8/16/07 to discuss
and refine the pilot project process as it evolved, and examine the pilot outcomes. Written
feedback from both client and clinician was also obtained to evaluate how this process
impacted client and service provider.

Written Feedback Results of Pilot Project

Each pilot participant was asked to have 3-4 consumers complete feedback forms at
the beginning middle and end of the project. Unfortunately, the follow-through on this
was fair and resulted in a sampling of only twelve (12) consumers. When asked to rate
the process on a Likert scale, the following results were given:

1. Not Helpful -0
2. Somewhat Helpful - 1
3. Neutral -1
4. Helpful -6
5. Very Helpful -4

Consumer feedback to the question - “What was/was not helpful about Concurrent
Documentation?”

e 6 consumers said reviewing of issues covered, goals and progress was helpful.
e “Knowing what changes my therapist notes.”

e “To visually see what accomplishments I’ve made and what | am doing to achieve
more of my sobriety goals.”

e “My therapist has helped me reach my goals and go beyond. |1 am feeling so much
better about myself and controlling my pain.”

e “This was very good to work with my counselor in keeping my goals. | wouldn’t
change anything with this process.”

e Client explained that she is processing information better and that she appreciates
being a part of the process and knowing what goes on in her notes.”

e “It’s good to reinforce that we both recognize the key points of the session. And
it’s helpful to set goals to work on before the next appointment.”

e “It’s helpful to clarify thinking and goals and keep my mind on possibilities
instead of limitations. I know the counselor and | are on the same page.”

e “The time taken to complete the process.”
e *“Aslong as it doesn’t take too much time from the session.”





Consumer feedback to the statement - “If there was one thing | could change about this

process, it would be...”

“l don’t know.”

“l do not have enough information yet (for this question).”
“Nothing.” - 5 consumers

“Would not change anything with this process.”

“I’m satisfied with it.”

Oral and written service provider feedback to the question - “What was/was not helpful

about Concurrent Documentation?”

“Prior to the study, | asked clients what they thought we worked on in the session.
With CD, clients are more aware what content of the session is documented and
they know that we agree on the session content/outcome.”

“It was helpful to use this process with a client and to have her feel like she had a
greater say in the paperwork. And to get the paperwork done right then, and not
have it build up.”

“It was quite difficult to do CD with my clients. Those that | did succeed at it
with, CD seemed to help to recap the session and point out clearly to the client
where the client was having difficulty. In some ways | do think CD could be
useful.”

“Turning away from the client.”

“The thing that is weird is to try to still make the notes clinical while including the
client in doing each part.”

“...Itis just going to take some time to make changes...creature of habit...but |
think this will be beneficial all the way around. 1 did like the suggestion of
speaking to the client one week and maybe instituting the plan in the next
session...less shock to both therapist and client.”

“I rarely see clients at home or in the community and not many places have WiFi
in Nucla, Naturita, or Norwood. I can use Word instead in those situations. The

one exception will be when I'm in the jail, because they don't even let me take in
my keys let alone a laptop, | will just write my notes after leaving the jail.”

“We spoke on Monday about what set up would be most useful in the group
settings for CD, and (one staff) had a good idea. Rather than a lap top which is
cumbersome to actually hold and work on your lap, why not consider a regular
computer with a flat screen and a wireless keyboard. 1 think they are called infra
red keyboards. If the flat screen were large, say 17", it could also be used to show
DVD and power point presentations. But with the wireless keyboard, we could
stay in the group and still see the screen from across the room.”





Of note, one therapist reported that she reduced her documentation time in the last
month from a baseline of twenty (20) hours per month to thirteen (13) hours in the last
month. This is in addition to the fact that this therapist does several groups per week
(groups do not lend themselves easily to concurrent documentation - see later in report).

Oral and written service provider feedback to the statement - “If there was one thing |
could change about this process, it would be...”

e “CD was not helpful in that I get a lot of my insight into the client and his/her
behavior as | reflect when writing the Assessment part (“A” of the DAP Note). It
is extremely difficult to do this while the client is sitting with me. This is the one
area | would change: time to assess and write the assessment after the session, and
perhaps discuss this with the client in the next session.”

e *“Changing the set-up of the office to allow me to look at the client while talking
with them and writing the note.”

e “Have an easier way to do CD while on the phone, which hopefully will be
facilitated through the (telephone) headset.”

e “Also having a good way to do CD in groups.”

One therapist reported that he has difficulty with what to include in the Assessment
section. He has many early recovery clients who employ the ego defenses of denial and
minimization. When he attempted to share his mental status exam results with clients,
they tended to become confrontational and argumentative. Two solutions posed to this
therapist were (a) to use this encounter therapeutically and assist the client towards some
awareness of what they doing, and (b) note in the DAP Note that their was a difference of
observation and opinion between the service provider and the client, and to document
each party’s perspective. It is especially effective to use quotations for the client’s
comments.





Clinical Formulation

Along with all Community Behavioral Healthcare Organizations, this agency is
facing more stringent federal and state standards, and our compliance with these external
accountability requirements is becoming more demanding. Some of these standards relate
to efforts to reduce fraud and abuse in healthcare and to prevent submission of false
claims. In some cases, large sums of Medicaid funds are being recaptured from CBHQO’s
when audits reveal that existing service documentation does not validate and support the
medical necessity for services rendered and charged. As a recipient of annual Medicaid
payments, the MWCMHC is working to ensure its compliance with federal and state laws
and regulations related to the Deficit Reduction Act, False Claims Act, and Criminal
Penalties for Acts Involving Federal Health Care Programs Act, and with any
government initiatives to reduce healthcare fraud, waste, and abuse.

In response to these requirements, the agency also addressed the issue of Clinical
Formulation and it was combined with the Concurrent Documentation model in the pilot
project. While this model did not receive as much focus in the project, its importance was
emphasized and pilot project participants were urged to examine and improve the quality
of the note as well as the manner in which it was being completed (CD). This was an
endeavor to establish a set list of standard criteria that should be covered in Assessments
and each DAP progress note to achieve completion, consistency and compliance across
the agency staff. The agency’s goal is to ensure that the “Golden Thread" of medical
necessity linkage is established and carried through in each consumer’s ECR, both for
accuracy’s sake and to satisfy the increasingly stringent State and Federal requirements.

In addition, this writer developed the Intake Assessment, DAP Note and Service Plan
Primer from several sources to assist pilot project participants (and eventually all agency
staff) in this effort to improve documentation quality and compliance.






Agency-Wide Training

In August 2007, two successive “Question and Answer” articles on Concurrent
Documentation by this writer were published in the agency’s on-line newsletter, The
Centerline. The intention was to “prime the pump” for agency staff in anticipation of the
upcoming Concurrent Documentation training.

Subsequently, a mandatory agency-wide staff training session was held to introduce
Concurrent Documentation and Clinical Formulation. This occurred on Thursday August
23, 2007 from 9:00 am — 3:00 pm. All Program Supervisors, clinicians and case
managers were required to attend. Only prescribers were not required to attend. On the
day of the training, 46 of a possible 48 staff were in attendance. The concurrent
documentation session was held from 9:00 am to 12:00 pm by MHC therapists Teresa
Thompson, MSW and Jed Kovach, LCSW. Lunch was served from 12:00 — 1:00 pm. The
part of the training regarding clinical formulation was facilitated by Dr. Steve Dixon,
Clinical Director for the Colorado Health Network from 1:00 — 3:00 pm.

During the CD training, all pilot project participants shared testimonials about their
experiences (both positive and negative) with the pilot project. This generated a lot of
discussion from both the pilot project participants and the other staff present. Training
attendees were all given two written hand-outs: Concurrent Documentation Training
Handbook and an Intake Assessment, DAP Note and Service Plan Primer. (Please see
two Attachments). At this training, all staff were informed that concurrent documentation
would be implemented agency-wide beginning Tuesday September 4, 2007.

Immediately following the training, this writer sent an email to thank all attendees for
their attendance, to affirm them for their willingness to apply themselves to learning and
implementing these two models, to remind them of the agency implementation date of
September 4, and to encourage them to use four resources for support as CD is
implemented: (1) The training hand-outs, (2) Program Supervisors, (3) Peer staff
members, and (4) this writer as the CD Implementation Leader.






Recommendations

In an SPQM meeting on Monday August 20, 2007, consultant David Lloyd urged the
agency management, supervisors and staff to view the shift to these two models as a
process of change, not a single change event. Seeing this as a process that must be
“unfolded” can be encouraging in that it is not something we are going to do just once
and then it will be “working.”

In addition, Concurrent Documentation is not the end in itself. Rather it is a tool to
achieve the greater goal or end of improving the timeliness of documentation submission.
And Concurrent Documentation is the most effective tool to facilitate and achieve that
goal; other tools might be improved time management skills, change of ECR software,
and change of specific forms. The complicating factor here is that CD is not a tool/model
that can be evenly and cleanly “plugged in” and then implemented across all therapists
and their differing levels of clinical expertise, staff roles, and varied settings. One other
cited factor was the types, diagnoses and temperaments of MHC consumers.

The recommendation is that in adopting concurrent documentation as a means of
improving timeliness of documentation submission, and setting a standard for staff to
practice this model, compliance with this goal needs to take the above variables into
consideration and defined accordingly:

e Individual sessions — CD 100% of time

e Family — CD as much as possible, 100% of documentation is submitted by 12:00
pm the next day

e Group —when CD is not possible or infeasible, 100% of documentation is
submitted by 12:00 pm the next day

e Case Management - CD as much as possible, 100% of documentation is
submitted by 12:00 pm the next day

As mentioned above, timeliness is the essential goal and value here. It is
important to convey the attitude that the practice of CD for the MHC is no longer a
discussion or decision to be made. It is a tool to facilitate timeliness, and the agency is
adopting and will be using this documentation model. The other question is not whether
staff will use it or not. The question is how each staff can utilize Concurrent
Documentation given their various and different roles and responsibilities to facilitate this
timely submission of documentation.

Individual Therapy

During and after the pilot project, it was discovered that Concurrent Documentation
worked well in service settings to individuals, particularly psych-therapy. Once
individual therapists overcame their fears, reservations and anxieties, they were able to
integrate this practice with minimum difficulty and nominal client resistance.






Challenges and Difficulties with Groups and Case Management

During and after the pilot project, two areas of challenge with CD emerged:

Case managers reported several challenges to practicing CD with their clients and
various service provision settings. Many of the Case Managers found it difficult to do CD
with some of their very chronic, low functioning clients. Case Managers reported that
these clients are typically hyperactive and cannot sit still for 5 minutes, have difficulty
focusing and paying attention for even the shortest periods of time, and lack even basic
insight and judgment. Thus it has proved problematic to document even a 15 minute
session concurrently with the client. Other clients exhibit severe paranoia, particularly
with technology (as if the government or aliens are using technology to spy on them).
One case manager noted that she was successful with CD with a few chronic clients. She
reported that their success seemed to be determined by their rapport with the case
manager, the diagnosis/diagnoses, the client’s attitude and if they were involved with the
Open Arms Empowerment Center.

Case Managers also reported challenges with various service provision settings.
Sometimes they do work "on the run™ in the field (in a car, hospital, jail, etc.). This
movement makes it difficult to do pure concurrent documentation.

One possible solution is that each case manager be given laptop computers with
wireless Internet capability. This may still prove problematic in areas that have poor or
no Internet service. Where there is not Internet service, service providers can use
Microsoft Word to draft a DAP note, transfer it to Qualifacts when it is available and then
delete the DAP note from the laptop Word document (for the sake of confidentiality).
Another possible answer is the use of an MP-3 type device that has voice recognition
capacity and can later be transferred the data to computer as text. These solutions would
certainly move us closer to CD in the area of case management but may prove to be cost
prohibitive.

This challenge of conducting CD in case management was posed to consultant David
Lloyd. In response he gave the following recommendation:

“In most cases, the CMs have found it helpful to use CD in the field if they are
able to record electronically or if the MHC is using a paper record and the CM is
able to write the not in the presence of the client/family. The use of lap tops or other
portable recording devices has been very positive to help CMs to better manage
their time. One suggestion would be to lease two or three used laptops from a office
supply store ( I purchases two laptops from a used office furniture store in
Fayetteville, NC) to use as a pilot for two or three case managers that are willing to
use this CD process. The key in this case is to confirm if the time gained in
documentation via computer in the community positively impacts the direct service
time the CMs can provide. If there is a positive cost versus benefit ratio, then it may
be helpful to equip other CMs to ensure maximum direct service levels are being
delivered in the community.
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Another key in the community is encourage staff to use the ""Do as much as you
can' model where they document enough of the note (Interventions provided,
response from client, etc.) with the client that they do not have to start from WHITE
PAPER at the end of the day.”

The second area of greatest challenge was attempting to practice CD with groups (this
includes large, sometimes chaotic family units). We have discovered it is almost
impossible to do concurrent documentation with each member of the group, especially if
the group is 10-14 members. If you allowed even 3-4 minutes for each group member’s
note, that would consume 45-60 minutes of an hour and a half group. This would most
likely affect the group content and the process away from clinical compliance standards.

When questioned, the Program Supervisor for the Substance Abuse Program wrote,

“I think concurrent documentation works reasonably well with groups of six or
less clients. I am still concerned that with our larger groups concurrent
documentation will cut into group time substantially. | know there has been
discussion of the clinician marking the group roster and having the group
participate in writing the session content then writing DAP notes from paper
prompts completed by each client before they leave the group. | think this makes
more sense for larger groups.”

Several group facilitators had tried this method of using a brief handout toward the
end of each group. With this tool, each client completes several brief questions about that
specific session, take some time to discuss it as a group, and the facilitator then does the
notes after the session based on the member's handouts/discussion. Indeed the group
therapist in Gunnison had already been using this format, even before the CD pilot
project. Two other group therapists began to use this model and found it to be more
effective than using nothing. While this is not “pure” CD, it is moving closer to the model
and has the potential to improve timely submission of group documentation.

The other suggestion to group clinicians was to end the group 5 minutes early, select
one group member each week and do CD with that one client. At the next group, the
clinician would choose a different client for CD. This would continue on a rotating basis.
While this would not cover all clients for each group, it would provide each client with
the experience of actual CD.

Concurrent documentation may be more feasible with groups with smaller numbers
(5 or under) and those that follow a set curriculum, like DBT and DUI groups. However,
the process oriented group members have individual service plans and goals that they are
working on and the DAP notes must link to the golden thread. This makes it more
challenging to provide concurrent documentation for the Assessment and Plan section of
a DAP note.
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This challenge of conducting CD in groups was posed to consultant David Lloyd. In
response he gave the following recommendation:

“A key to CD in group settings is to ask staff to use the "*Do as much as you can™
model where they document at the end of the group session at least the client's
response to the interventions provided. This can be accomplished in much less time
by keying in the responses on each of the opened EMR progress notes for
each group participant. This process will allow the provider to conclude the group
and then complete the remainder of the not for each attendee before moving on to
the next activity (good time management model). Also, as staff had used this model,
they find that they can expand the documentation to:

1. Pre-Group Documentation: Open a note for each participant, pre-complete the
date, time, group topic/interaction that will be provided, service code, group name,
client ID, staff ID, etc., so that this information does not have to be populated after
the session.

2. In-Group Documentation: Clients response, number of goal and objective that
the group interaction addresses for each individual client in group.

3. Post-Group Documentation: Complete Interventions provided section of the
note linked to the group topic/interaction and complete the plan for each client.

This model requires that staff really look at time management principles before,
during and after the group (same applies for individual modality work as well).

The only challenge here is that opening up each chart before the group begins is not
feasible with Qualifacts. This indicates that the client has kept his/her group appointment
in advance, not knowing if the client will truly show up to attend the group.

In conclusion, as CD is rolled out to these areas of the agency, we will most likely
have to adopt an evolutionary perspective, that is, these areas will have to undergo a
choppy beginning and evolve through some trial and error process. As this occurs,
hopefully the best practices of CD in these last two areas will slowly but surely percolate
to the surface for adoption and use.

Psychiatrists and Other Precribers

The one area where the pilot project fell short was instituting CD with the agency’s
psychiatrists and other medical prescribers. An APRN was included in the pilot project
and was able to practice CD in some sessions. She was doubly challenged in that she was
also learning to use her new voice recognition software at the same time. She reported
that she found it particularly difficult to do CD when she was conducting a full
psychiatric exam. The agency will need to take further steps to introduce, train and
implement CD with psychiatrists and other medical prescribers. Some of these staff have
already has been practicing one form of CD by using dictation after the session and then
notes are transcribed into the ECR at a later time.
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Technology

Another general recommendation has to do with information technology. To keep
pace with the needs to practice CD agency-wide, the agency may need to make further
investments in advancing this technology. This may include more telephone headsets and
laptop computers, stationary and portable voice recognition systems, and making typing
tutorials available to staff (IT recommends the Mavis Beacon software which is relatively
inexpensive but efficient). If the agency upgrades to Qualifacts 5.0 or selects a new ECR
software, this may improve and enhance the ease the practicing CD.

Keeping the practice of CD alive in the agency:

The pilot project leader requested referrals from David Lloyd of other agencies who
introduced, adopted, provided training and subsequently implemented CD. One contact
was an agency that provided mental health services to a county in Illinois. The contact
noted that 4 years ago their agency had attempted to do this but met with limited use and
success. They are trying a second go-round to refine the adoption process and make CD
the standard of practice throughout their agency.

From this discussion it can be concluded that at least one agency’s tendency was to
“drop the ball.” Hence the introduction, adoption and implementation of the CD model
must be followed by ongoing/continuous training, monitoring, reinforcement and
validation. This part of the process is imperative so that the practice of CD at the
MWCMHC does not fizzle and die out in sectors of the agency. One means to
accomplish this is through ongoing staff monitoring and support.

Program Supervisors can use their staff meetings and supervisory sessions with staff
to train, encourage and monitor the implementation process with each staff. Program
supervisors can continue to enumerate various benefits of CD to the consumer, service
provider and agency (See earlier in report).

Shaun Sowle, Program Supervisor at the Miami Office creatively used CD during her
supervision sessions with staff. Shaun would employ CD to record the content and
process of the supervision session in real time. One benefit is that Shaun was able to
complete her documentation and not face a back-log of supervision documentation.
Another benefit of doing CD with the supervision logs is that it allows staff to be on the
“other side of the fence” and experience what it is like for the client to use CD.

The pilot project leader submitted two brief articles on CD for publication in The
Centerline newsletter in advance of the agency-wide training and roll-out. This newsletter
could be used as a vehicle to keep the practice of CD in front of staff, perhaps featuring
case studies, staff feedback, new developments with CD, etc. Or to ensure that staff
would be more likely to read it, this information could be emailed to all staff on a
periodic basis.
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This practice along with other results of the MWCMHC Change Initiative
(centralized scheduling, productivity standards, job descriptions and performance
evaluations, and the new no-show policy) could be briefly addressed and reinforced in the
agency’s All Staff meetings.

It would also behoove the agency to stay abreast of any advances in CD in the field.
David Lloyd is most likely the best resource for this course of action.

Client Introduction and Reinforcement:

As was noted before, the majority of the small sample of consumers polled indicated
positive attitudes toward the practice of CD. Lower functioning consumers, especially
those with paranoid and/or hyperactive, ADHD-like symptoms, would most likely put up
an ongoing battle. However, many consumers will have initial anxieties and related
tendencies to deny or resist the practice of the Concurrent Documentation. Thus the way
in which service providers’ introduce CD to consumers becomes crucial to how
consumers will accept it. Staff have been taught to develop (a) a script for what to say
with initially introducing the concept and (b) a cue or statement to move toward CD in
each subsequent service delivery session. As clients become more used to CD, staff may
have to become more directive during the session and ask the client to hold their thoughts
at times until the documentation is complete.

Many consumers also welcome the opportunity to be more involved in their
treatment, particularly with what is documented in their charts. As also noted by some
pilot project participants, many of the clients actually reminded the service provider that
it was nearing the time in the session to do CD. Many pilot project participants reported
that they began to the service session by reviewing the DAP note from the last session.
One advantage the client remembers what was written from the previous session, and
both service provider and consumer have some basis for “launching” the session. This
can assist in continuing to establish medical necessity for treatment, and to ensure
treatment continuity overall.

It has also been proven that CD promotes improved time management in a session.
These parameters make time constraints more apparent and clients seem to be utilizing
their therapy time more judiciously. There do seem to be some client’s that are motivated
by this in their therapy, and some client’s that show a bit of anxiety due to the different
time line. However, in the end, the client’s appear to be adapting well. While this was
not demonstrated in the MWCMHC’s Concurrent Documentation pilot project, it is
reasonable to anticipate a similar outcome.
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Out of % Concurrent
Montrose Office and and In Comp
Staff # Monitored Concurrent Compliant  w/I 30 min w/l 60 min > 60 min January 08 Dec. 07 Nov. 07 Oct. 07 Sept. 07
Therapist 1 56 56 100% 100% 97% 96% 82%
Therapist 2 58 40 10 2 6 69% 69% 92% 92% 85%
Therapist 3 65 64 1 98% 100% 92% 91% 91%
Therapist 4 48 37 10 1 98% 93% 98% 83% 91%
Therapist 5 15 7 2 6 60% 80% 74% 64% 25%
Therapist 6 9 7 1 1 78% 100% 90% 95% 50%
Therapist 7 71 64 5 2 97% 98% 94% 92% 100%
Therapist 8 69 57 7 3 2 93% 85% 96% 91% 86%
Therapist 9 9 3 4 2 7% 95% 85% 78% 19%
Therapist 10 2 2 100% 100% 100% 100% 43%
Therapist 11 10 10 100% 94% 68% 86% 20%
Therapist 12 17 14 2 1 94% 90% 64% 64% 10%
Therapist 13  no data
Delta
Staff # Monitored Concurrent Compliant  w/I 30 min w/l 60 min > 60 min January 08 Dec. 07 Nov. 07 Oct. 07 Sept. 07
Therapist 1 59 44 2 7 6 78% 81% 88% 94% 33%
Therapist 2 47 43 2 2 91% 95% 76% 47%
Therapist 3 52 28 6 7 2 9 65% 11% 11%
Therapist 4 3 2 1 66% 100% 33% 33% 56%
Therapist 5 no data 0
Gunnison
Staff # Monitored Concurrent Compliant  w/I 30 min w/l 60 min > 60 min January 08 Dec. 07 Nov. 07 Oct. 07 Sept. 07
Therapist 1 23 12 2 1 8 61% 82% 54% 57% 55%
Therapist 2 24 17 7 71% 82% 69% 67% 32%
Therapist 3 33% 0 0 0
Therapist 4 25% 25% 0 0
Therapist 5 13 12 92% 100% 90% 95% 82%
Therapist 6 24 23 1 96% 91% 91% 100% 50%
Therapist 7 |no data
San Miguel
Staff # Monitored Concurrent Compliant  w/lI 30 min w/l 60 min > 60 min January 08 Dec. 07 Nov. 07 Oct. 07 Sept. 07
Therapist 1 55 38 9 8 85% 49% 70% 83% 20%
Therapist 2 12 5 5 2 83% 100% 90% 100% 62%
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Physical

Good health

Good health maintenance
Proper nutrition

Diets in a healthy way
Vitamins and supplements
Manages body weight
Practices regular hygiene
Gets adequate sleep

Rests / takes sabbaticals
Good energy level
Exercises regularly
Engages in sports activities
Practices relaxation & meditation
Compliant w/ medications
Manages stress effectively

1
2
Avoids cigarette smoking 3. Decision-making Accepting
Avoids substance abuse 4. Problem-solving Attentive
Body awareness 5. Can take “opposite action” Balanced
Non-traditional treatments 6. Other psycho-education Cautious
Physical Qualities Cognitive Qualities Clear-headed / Level-headed
Agile Attention to detalil Determined
Alert Balanced Empathic
Attractive Constructive Encouraged
Balance Creative Enthusiastic
Body Awareness Imaginative Humorous
Energetic Insightful Gentle
Endurance Intuitive Kind
Fast / Speedy Learns quickly Mature
Flexible Likes to read Optimistic
Graceful Mechanically inclined Reflective
Healthy Open to learning new things Resolute
Relaxed Research oriented Steadfast
Rested Teachable Tolerant
Strong Teaches others Warmhearted

Strengths List

Cognitive

Knows learning style/modality

Intelligence

Level of education

Average to above average grades

Values life-long learning

Uses "common sense”
Cognitive Skill Sets

. Thought-stopping

. Controls negative thoughts

. Mindfulness

. Thought replacement

. Increases positive thoughts

Other Skill Sets
. Anger Management
. Conflict resolution
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Emotional

Understands function of emotions

Able to identify emotions
Does not "stuff* emotions
Tolerates own emotions
Tolerates emotions of others
Regulates own emotions
Dissipates certain emotions
Expresses em’s appropriately
Able to process own emotions

Recognize own/others' triggers

Learns communication skills

Reads non-verbal communication
Understands verbal communication

Builds positive self-esteem
Emotional Qualities
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Strengths List

Working to improve health
Relational

Self-supportive

Has healthy primary relationships
Healthy Intimate relationship / partner
Extended family love and support
Peers

Friends

Neighbors

Co-workers

Community

Church or other place of worship
Cultural and ethnic

Pets

On-line support

Mentoring

Mentors

Nature

Faith in God or higher power

Thoughtful

Willingness

Relational & Spiritual Qualities

Adventurous
Affable
Affectionate
Appreciative / Grateful
Assertive
Benevolent
Bold
Brave / Courageous
Caring
Celebrative
Committed
Communicative
Compassionate
Confident
Consistent
Consults with others
Contemplative

Introspective
Joyful
Kind
Listener
Loving
Loyal
Meditative
Merciful
Outgoing
Passionate
Patient
Peaceful
Peace loving
Reflective
Relatable
Reliable
Responsible

Content Seeks answers within
Traditional religious beliefs Cooperative Self-controlled
Non-traditional spiritual beliefs Devoted Sense of awe and wonder
12-Step programs Diligent Sense of connection
Relaxation / meditation exercises Direct Sense of justice
Martial Arts Empathic Sense of purpose
Yoga, Tai Chi, etc. Extroverted Sense of self
Bible & other inspirational reading Ethical Sense of well-being
Prayer Faithful Sincere
Spiritual leaders Friendly Sociable
Reflection Gentle Social skills
Mindfulness Giving Structured
Self-help books and classes Happy Tolerant
Rituals and rites Honest Trusting
Symbolism and metaphors Hopeful Trustworthy
Mythology Humility Understanding
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Strengths List

Family Traditions Inner-directed Upbeat
Cultural connections Intimate Values-based
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Behavioral

Self-determination
Self-containment
Self-control (impulsivity, agitation)
Coping skills
Social interactions & activities
Balances care self & others
Strong work ethic
Follows the “Golden Rule”
Has a role model
Is a role model
Has a mentor(s)
Mentors another / others
Volunteers
Community service
Can practice repetitively
Can do something different
Successful negotiation of
prior problematic experiences
Behavioral Qualities
Consistent
Dedicated
Hard working
Organized
Playful
Pro-social vs. anti-social
Stable / Predictable
Abilities
Artistic
Athletic
Hobbies
Leadership roles
Mechanical
Musical
Outdoor activities

Strengths List
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Writing
Environmental

Supportive Family

Owns home

Rents home

Stable finances

Employable skills

Past gainful employment
Current gainful employment
Owns computer

Computer skills

Internet access

School

Medical services

Mental health services
Other healthcare professionals
Social Services

Community Agencies
Vocational Rehabilitation

Probation and Parole
Support Groups

Your Additions

Strengths List
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