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I. POLICY

This policy is to ensure the proper identification and documentation of tracking the services rendered by DCFS outpatient services direct service staff, managers and supervisors as well as the consistent guidance to clinical, supervisory and management staff regarding the implementation of proper protocol for completion of billing logs and the 100% time study.

II. DEFINITIONS FOR MENTAL HEALTH 

As used in this document, the following definitions shall apply: 

A. Case Manager:  Identified Qualified Mental Health Professional or Qualified Mental Health Associate who provides case management services to recipients who meet the target group criteria. Case managers assist clients in gaining access to needed medical, social, educational and other support services including housing and transportation needs.  Case managers must ensure frequent and reciprocal contact with providers, the recipient and their family, when appropriate, based on the needs of the recipient. It is also the responsibility of the case manager to ensure the recipient understands their rights, the nature, purpose and reasons for treatment, their right to provider choice, the jointly developed measurable goals and the discharge criteria.  Components of case management include assessment, care planning, referral/linkage and monitoring/follow-up. (Division of Healthcare Financing and Policy Medicaid Services Manual Chapter 2500)
B. Client:  Pursuant to NRS 433B.050 client means a child who seeks, on his own or another’s initiative, and can benefit from care and treatment provided by DCFS.
C. Clinical Supervision:  Qualified Mental Health Professionals (QMHP), operating within the scope of their practice under state law, may function as Clinical Supervisors.  Clinical Supervisors must have the specific education, experience, training, credentials, and licensure to coordinate and oversee an array of mental and behavioral health services.  Clinical Supervisors must assure that the mental and/or behavioral health services provided are medically necessary and clinically appropriate.  Clinical Supervisors assume professional responsibility for the mental and/or behavioral health services provided.  Clinical Supervisors can supervise QMHPs, Qualified Mental Health Associates (QMHA) and Qualified Behavioral Aides (QBA).  Clinical Supervisors may also function as Direct Supervisors.  Clinical Supervisors must assure the following:

a. An up to date (within 30 days) case record is maintained on the recipient;

b. A comprehensive mental and/or behavioral health assessment and diagnosis is accomplished prior to providing mental and/or behavioral health services (with the exception of Crisis Intervention Services);

c. A comprehensive and progressive Treatment Plan and/or Rehabilitation Plan is developed and approved by the Clinical Supervisor and/or a Direct Supervisor, who is a QMHP;

d. Goals and objectives are time specific, measurable (observable), achievable, realistic, time-limited, outcome driven, individualized, progressive, and age and developmentally appropriate;

e. The recipient and their family/legal guardian (in the case of minors) participate in all aspects of care planning, that the recipient and their family/legal guardian (in the case of minors) sign the Treatment and/or Rehabilitation Plan(s), and that the recipient and their family/legal guardian (in the case of minors) receive a copy of the Treatment and/or Rehabilitation Plan(s);

f. The recipient and their family/legal guardian (in the case of minors) acknowledge in writing that they understand their right to select a qualified provider of their choosing;

g. Only qualified providers provide prescribed services within scope of their practice under State laws; and

h. Recipients receive mental and/or behavioral health services in a safe and efficient manner.  (Division of Healthcare Financing and Policy Medicaid Services Manual Chapter 400)

D.
Crisis Intervention Services:  Crisis Intervention (CI) services are Rehabilitative Mental Health interventions that target urgent situations where recipients are experiencing acute psychiatric and/or personal distress.  The goal of CI services is to assess and stabilize situations (through brief and intense interventions), and provide appropriate mental and behavioral health service referrals.  The objective of CI services is to reduce psychiatric and personal distress, restore recipients to their highest level of functioning, and help prevent acute hospital admissions.  CI interventions may be provided in a variety of settings, including but not limited to psychiatric emergency departments, emergency rooms, homes, foster homes, schools, homeless shelters, while in transit, and telephonically.  CI services do not include care coordination, case management, or targeted case management services.  CI services must include the following:

a. 
Immediate and intensive interventions designed to help stabilize the recipient and prevent hospitalization;

b.
Conduct situational risk-of-harm assessment;

c.
Follow-up and de-briefing sessions to ensure stabilization, continuity of care, and identification of referral resources for ongoing community mental and/or behavioral health services. (Division of Healthcare Financing and Policy Medicaid Services Manual Chapter 400)

E.
Day Treatment:  Day Treatment services are Rehabilitative Mental Health interventions designed to reduce emotional, cognitive and behavioral problems and restore recipients to their highest level of functioning.  Day Treatment services target emotional, cognitive and behavioral functioning within a variety of actual and/or simulated social settings.  Day Treatment services provide recipient’s opportunities to implement and expand upon (trial and error) what they previously learned/gained from other mental and/or behavioral health therapies and interventions in safe settings.  The goal of Day Treatment services is to prepare recipients for reintegration back into home and community based settings.  Day Treatment services are facility based and out of home services.  Day Treatment services may not be provided in the recipient’s home or home-like setting.  Day Treatment services do not include routine supervision and monitoring.  Day Treatment includes, as part of its service package, a fluid combination of all the Rehabilitative Mental Health services. (Division of Healthcare Financing and Policy Medicaid Services Manual Chapter 400)

F.
Direct Supervision: Qualified Mental Health Professionals (QMHP) or Qualified Mental Health Associates (QMHA) may function as Direct Supervisors.  Direct Supervisors must have the practice specific education, experience, training, credentials, and/or licensure to coordinate an array of mental and/or behavioral health services.  Direct Supervisors assure servicing providers provide services in compliance with the established treatment/rehabilitation plan.  Direct supervision is limited to the delivery of services and does not include Treatment and/or Rehabilitation Plan(s) modification and/or approval.  If qualified, Direct Supervisors may also function as Clinical Supervisors.  Direct Supervisors must document the following activities:
a. Their face-to-face meetings with Clinical Supervisors.

  

     1. These meetings must occur before treatment begins and periodically thereafter;

     
     2.  The documentation regarding this supervision must reflect the content of the 

                                     training and/or clinical guidance; and



b.  Their face-to-face meetings with the servicing provider(s).



      1.  These meetings must occur before treatment/rehabilitation begins and, at a 

                                      minimum, every 30 days thereafter;



       2.  The documentation regarding this supervision must reflect the content of the

                                       training and/or clinical guidance; and



       3.  This supervision may occur in group and/or individual settings;



c.   Assist the Clinical Supervisor with Treatment and/or Rehabilitation Plan(s) 

reviews and evaluations. (Division of Healthcare Financing and Policy Medicaid       Services Manual Chapter 400)

G.
Medical Supervision:  The documented oversight which determines the medical appropriateness of the mental health program and services.  Medical supervision must be documented at least annually and at all times when determined medically appropriate based on review of circumstance.  Medical supervision includes the on-going evaluation and monitoring of the quality and effectiveness of the services provided and may be provided through on and offsite means of communication.  Medical supervision may be secured through a current written agreement, job description, or similar type of binding document.  Behavioral Health Community Networks and all inpatient mental health services are required to have medical supervision. (Division of Healthcare Financing and Policy Medicaid Services Manual Chapter 400)

H.
Progress Note:  The written documentation of the treatment, services or services coordination provided which reflects the progress, or lack of progress towards the goals and objectives of the Treatment and/or Rehabilitation Plan(s). All progress notes reflecting a billable Medicaid mental health service must be sufficient to support the services provided and must document the amount, scope, duration and provider of the service. Progress notes must be completed at least monthly and at anytime there is a substantial change in the recipient’s clinical status. (Division of Healthcare Financing and Policy Medicaid Services Manual Chapter 400)

I.
Medical Supervisor:  A licensed physician with at least two years experience in a mental health treatment setting who, as documented by the Behavioral Health Community Network (BHCN), has the competency to oversee and evaluate a comprehensive mental and/or behavioral health treatment program including rehabilitation services and medication management to individuals who are determined as Severely Emotionally Disturbed (SED) or Severely Mentally Ill (SMI). (Division of Healthcare Financing and Policy Medicaid Services Manual Chapter 400)

J.
Outpatient Mental Health Services:  These services include assessment and diagnosis, testing, basic medical and therapeutic services, crisis intervention, therapy, partial and intensive outpatient hospitalization, medication management, and case management services.

K.
Rehabilitation Plan:  
1.  A comprehensive, progressive, and individualized written Rehabilitative Plan must include all the prescribed Rehabilitative Mental Health (RMH) Services.  RMH services include Basic Skills Training (BST), Program for Assertive Community Treatment (PACT), Day Treatment, Peer-to-Peer Support, Psychosocial Rehabilitation (PSR), and Crisis Intervention (CI).  The plan must include the appropriate treatment coordination to achieve the maximum reduction of the mental and/or behavioral health disability and to restore the recipient to their best possible functional level.  The plan must ensure the transparency of coverage and medical necessity determinations, so that the recipient, their family (in the case of legal minors), or other responsible individuals would have a clear understanding of the services that are made available to the recipient.  In all situations, the ultimate goal is to reduce the duration and intensity of medical care to the least intensive level possible while sustaining overall health.  All prescribed services must be medically necessary, clinically appropriate, and contribute to the rehabilitation goals and objectives.

2.  The Rehabilitation Plan must include recovery goals.  The plan must establish a basis for evaluating the effectiveness of the RMH care offered in meeting the stated goals and objectives.  The plan must provide for a process to involve the beneficiary, and family (in the case of legal minors) or other responsible individuals, in the overall management of the RMH care.  The plan must document that the services have been determined to be rehabilitative services consistent with the regulatory definition, and will have a timeline, based on the individual’s assessed needs and anticipated progress.

3.   The reevaluation of the plan must involve the recipient, the recipient’s family (in the case of legal minors), or other responsible individuals.  The reevaluation of the plan must include a review of whether the established goals and objectives are being met and whether each of the services prescribed in the plan has contributed to meeting the stated established goals and objectives.  If it is determined that there has been no measurable reduction of disability and/or functional level restoration, any new plan would need to pursue a different rehabilitation strategy including revision of the rehabilitative goals, objectives, services, and/or methods.  The plan must identify the rehabilitation goals and objectives that would be achieved under the plan in terms of measurable reductions in a diagnosed physical or mental disability and in terms of restored functional abilities.  

4.  Rehabilitation goals and objectives are often contingent on the individual’s maintenance of a current level of functioning.  In these instances, services that provide assistance in maintaining functioning may be considered rehabilitative only when necessary to help an individual achieve a rehabilitative goal and objectives as defined in the rehabilitation plan.  The plan must be reasonable and based on the individual’s diagnosed condition(s) and on the standards of practice for provisions of rehabilitative mental and/or behavioral health services to an individual with the individual’s condition(s).  The written rehabilitation plan must ensure that services are provided within the scope (therapeutic intent) of the rehabilitative services and would increase the likelihood that an individual’s disability would be reduced and functional level restored.  
Rehabilitation plans are living documents and therefore must evolve in concert (show progressive transformations in the amount, duration and scope of services provided) with the recipient’s functional progress.  The rehabilitation plan must also demonstrate that the services requested are not duplicative (redundant) of each other.  The written rehabilitation plan must:

a.  Be based on a comprehensive assessment of an individual’s rehabilitation needs including DSM or DC:0-3 diagnoses and presence of a functional impairment in daily living;

b.  Ensure the active participation of the individual, individual’s family (in the case of legal minors), the individual’s authorized health care decision maker and/or persons of the individual’s choosing in the development, review and modification of these goals and services;

c.  Be approved by a QMHP working within the scope of their practice under state law;

d.
Be signed by the individual responsible for developing the plan;

e.
Specify the individual’s rehabilitation goals and objectives to be achieved, including recovery goals for persons with mental health related disorders;

f.
Identify the RMH services intended to reduce the identified physical impairment, mental and/or behavioral health related disorder;

g.
Identify the methods that would be used to deliver services;

h.
Indicate the frequency, amount and duration of the services;

i.
Indicate the anticipated provider(s) of the service(s) and the extent to which the services may be available from alternate provider(s) of the same service;

j.
Specify a timeline for reevaluation of the plan, based on the individual’s assessed needs and anticipated progress, but no longer than every 90 days or more frequently if needs change;

k.
Document that the individual, the individual’s family (in the case of legal minors), or representative participated in the development of the plan, signed the plan, and received a copy of the rehabilitation plan; and

l.
Document that the services have been determined to be rehabilitative services consistent with the regulatory definition.

5.  Temporary, but clinically necessary, services do not require an alteration to Rehabilitation Plans; however, temporary services must be identified in progress notes.  These progress notes must indicate the medical necessity, amount, scope, duration, and provider(s) of the service(s).

6.     At a minimum, Rehabilitation Plans must include all of the following sequential headings: Recipient’s full name, recipient’s billing number, Intensity of Needs Determination, SED Determination, Measurable Goals and Objectives, Prescribed Services (type, daily amount, duration, scope, provider), Plan Evaluation and Progress, Discharge Criteria, Required Signatures (Division of Healthcare Financing and Policy Medicaid Services Manual Chapter 400)

L.
Treatment Plan:  A written individualized plan that is developed jointly with the recipient, their family (in the case of legal minors) and/or their legal representative and a Qualified Mental Health Professional within the scope of their practice under state law.  The Treatment Plan is based on a comprehensive assessment and includes: 

1.
The strengths and needs of the recipients and their families (in the case of legal minors and when appropriate for an adult);

2.
Intensity of Needs Determination;

3.
Specific, measurable (observable), achievable, realistic, and time-limited goals and objectives;

4.
Specific treatment, services and/or interventions including amount, scope, duration and anticipated provider(s) of the services;

5.
Discharge criteria specific to each goal; and for

6.
High-risk recipients accessing services from multiple government-affiliated and/or private agencies, evidence of care coordination by those involved with the recipient’s care.

The recipient, or their legal representative, must be fully involved in the treatment planning process, choice of providers, and indicate an understanding of the need for services and the elements of the Treatment Plan. Recipient’s, family’s (in the case of legal minors) and/or legal representative’s participation in treatment planning must be documented on the Treatment Plan.

Temporary, but clinically necessary, services do not require an alteration of the Treatment Plan, however, must be identified in a progress note. The note must indicate the necessity, amount, scope, duration and provider of the service. (Division of Healthcare Financing and Policy Medicaid Services Manual Chapter 400)


III.
 PROCEDURES:

A.
All direct service staff, supervisors, managers, intake psychiatric caseworkers, clinical supervisors and clinical program managers will record 100% of their activities by utilizing the Avatar system to record activity.

1.
The employee activities and client services are recorded in fifteen minute increments.

2.
All billable targeted case management, co-facilitation and client related travel services will be entered into Avatar with accompanying case management notes.  (See attached DCFS Children’s Mental Health Services Process Document titled “Creating case management progress notes.”

3.
All direct services will be scheduled and entered into the Avatar scheduler.  See attached DCFS Children’s Mental Health Services Process Document entitled “Entering direct service and client related non- billable services through Avatar appointment scheduling.”

4.
All non-billable activity will be entered into the scheduler using the corresponding code that reflects the activity.  See attached DCFS Children’s Mental Health Services Process Document entitled “Entering non-client, non-billable activities through Avatar appointment scheduling.”
B.
Reconciling time and activities:

1.
Staff are responsible for reconciling activity with time worked.  Time on the study report should equal time reported on timesheet and must reflect activities totaling 37.5 to 40 hours per week.  If overtime is approved and worked, time study report and timesheet should reflect these additional activities and hours.  This includes overtime for responding to child and family emergencies for the after-hours’ on-call professionals.

2.
Supervisors are responsible for verifying accuracy of report and time submitted by direct service staff.  See attached DCFS Children’s Mental Health Services Process Document entitled “documentation of time study for direct services, intake psychiatric caseworkers, supervisors and managers.”
C.
If an employee is out on sick leave on the day that the 100% time study is due to their supervisor, he/she is required to turn in documentation within 48 hours of their return to work.
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