Louisiana Treatment Record Review (TRR) Auditing Tool

This material is copied from http://magellanoflouisiana.com/for-providers-la-en/quality-improvement-and-outcomes.aspx on June 27, 2013. The Excel spreadsheets were copied into MS Word and reformatted to fit in portrait orientation, principally by reducing the space for “Comments.” A table of contents is added to provide an overview of the contents.


Magellan in Louisiana wants to take the opportunity to introduce:

· Our new Louisiana Treatment Record Review (TRR) Auditing Tool* (Excel) to the providers in the LBHP network.
· Beginning in July 2013, the Magellan Quality Improvement (QI) Team will implement this tool when conducting TRRs as part of our quality assurance program.  TRRs are conducted on an ongoing manner to monitor treatment record documentation and record keeping practices.
· The TRR auditing tool has been customized to address specific licensing requirements for Louisiana, and was approved by the both the Magellan Regional Network Credentialing Committee and the Quality Improvement Committee in May 2013.  This tool will allow for trending of data regarding quality performance measures and documentation requirements for the entire network, including specifics related to levels of care.

When you look at the tool, you will notice that there are several different tabs on the bottom of the spreadsheet.  There is a TRR CORE tab that will be utilized during every review.  The auditors will then complete the Level of Care addendum associated with the services you or your facility provides (e.g., inpatient, residential substance abuse, or outpatient).  The core tool addresses general areas such as initial evaluation, treatment planning, discharge planning and coordination of care with Primary Care Physician.  The addenda go into more detail on the specific requirements unique to each level of care.

* Some noteworthy changes from the previous tools include the addition of the monitoring of Clinical Practice Guidelines for Major Depressive Disorder, Attention Deficit Hyperactivity Disorder, Substance Use Disorders, and Schizophrenia.  The tool also includes addenda for specific services such as Multi-Systemic Therapy, Community Psychiatric Support and Treatment, and Psychiatric Rehabilitation Support.



Part I. Core Criteria & Clinical Practice Guidelines
Core Criteria
Section A: General
Section B:  Member Rights & Confidentiality
Section C: Initial Evaluation
Section D: Individualized Treatment Plan
Section E: Ongoing Treatment
Section F: Addendum for Child Population
Section G: Discharge Planning/Process
Section H: Medication Management (Prescribing Practitioners Only)
Clinical Practice Guidelines
CPG 1: Major Depression (296.2 Or 296.3)
CPG 2:  ADHD - 314
CPG 3: Substance Use Disorders – 291; 292; 303; 304; 305
CPG 4: Schizophrenia- 295
Part II. Inpatient Psychiatric Hospitals
Section A: Medical
Section B: Psychiatric Evaluation
Section C: Individualized Treatment Plan
Section D: Patient Safety
Section E: Coordination of Care with PCP (Primary Care Physician)
Part III. Residential Substance Abuse Treatment Facilities
Section A: General
Section B: Initial Evaluation
Section C: Coordination of Care
Section D: Medical
Section E: Ongoing Treatment
Part IV. Psychiatric Residential Treatment Facilities
Section A: General (Children Only)
Section B: Medical/Patient Safety
Section C: Assessments
Section D: Individualized Treatment Plan
Section E: Ongoing Treatment
Part V. Outpatient Facilities
Section A: General
Section B: Multi-Systemic Therapy
Section C: Community Psychiatric Support and Treatment (CPST)/Psychiatric Rehabilitation Services (PRS)
Section D: Assertive Community Treatment
Section E: Office Of Behavioral Health Clinics (This Section Should Only Be Scored If An Office Of Behavioral Health (OBH) Or A Local Governmental Entity (LGE) Clinic Is Being Reviewed.)
Part VI. Fraud, Waste, and Abuse
Indications of Potential Fraud, Waste or Abuse





TREATMENT RECORD REVIEW

	[bookmark: CoreSection]Core Section & Clinical Practice Guidelines
	 

	Name of Reviewer
	Member Identification:

	Date of Review:
	Provider Name:

	SECTION A: GENERAL 
	Y
	N
	Partial
	N/A
	Comments

	A1
	Record was legible. 
	Y
	N
	Partial
	N/A
	 

	A2
	Member name or ID number was noted on each page of the record. 
	Y
	N
	Partial
	N/A
	 

	A3
	Entries were dated and signed by an appropriately credentialed provider.
	Y
	N
	Partial
	N/A
	 

	A4
	Record contained relevant demographic information.
	Y
	N
	Partial
	N/A
	 

	 

	SECTION B:  MEMBER RIGHTS & CONFIDENTIALITY
(Note: 'Yes' for parent/guardian signature for minor) 
	Y
	N
	Partial
	N/A
	Comments

	B1
	Signed informed consent was documented or refusal was documented.
	Y
	N
	Partial
	N/A
	 

	B2
	Form informing the member of his/her rights and responsibilities was signed or refusal was documented.
	Y
	N
	Partial
	N/A
	 

	B3
	Record included a signed psychiatric advance directive form or refusal was documented. 
	Y
	N
	Partial
	N/A
	 

	B4
	Informed consent for medications form was signed or refusal was documented.
	Y
	N
	Partial
	N/A
	 

	B5
	Releases for communication with PCP as well as other providers and involved parties were signed or refusal was documented.
	Y
	N
	Partial
	N/A
	 

	B6
	Member received information on how to report suspected abuse, neglect, or exploitation of children/elderly/developmentally disabled.
	Y
	N
	Partial
	N/A
	 

	 

	SECTION C: INITIAL EVALUATION
	Y
	N
	Partial
	N/A
	Comments

	C1
	Presenting problem was documented.
	Y
	N
	Partial
	N/A
	 

	C2
	The evaluation included mental health status exam. 
	Y
	N
	Partial
	N/A
	 

	C3
	The current DSM diagnosis was included in the evaluation. 
	Y
	N
	Partial
	N/A
	 

	C4
	Member's history and symptomology was consistent with DSM criteria.
	Y
	N
	Partial
	N/A
	 

	C5
	Psychiatric history was documented. 
	Y
	N
	Partial
	N/A
	 

	C6
	Co-occurring (comorbid) substance use disorders were assessed.
	Y
	N
	Partial
	N/A
	 

	C7
	Current suicidal ideation and past suicidal ideation/attempts were documented.
	Y
	N
	Partial
	N/A
	 

	C8
	Documentation (e.g., ASAM, SAC, LOCUS, CALOCUS)supported level of care .
	Y
	N
	Partial
	N/A
	 

	C9
	Assessment of member strengths, skills, abilities, motivation, etc. was included. 
	Y
	N
	Partial
	N/A
	 

	C10
	Level of family and/ or social supports were documented.
	Y
	N
	Partial
	N/A
	 

	C11
	Members' goals for improvement were included. 
	Y
	N
	Partial
	N/A
	 

	C12
	Medical history was documented. 
	Y
	N
	Partial
	N/A
	 

	C13
	Documentation of allergies and adverse reactions was included. 
	Y
	N
	Partial
	N/A
	 

	C14
	All current medications with dosages were documented. 
	Y
	N
	Partial
	N/A
	 

	 

	SECTION D: INDIVIDUALIZED TREATMENT PLAN
	Y
	N
	Partial
	N/A
	 

	D1
	Treatment plan was individualized and strengths based.
	Y
	N
	Partial
	N/A
	 

	D2
	Measurable goals/objectives were documented. 
	Y
	N
	Partial
	N/A
	 

	D3
	Goals/objectives included timeframes for achievement.
	Y
	N
	Partial
	N/A
	 

	D4
	Treatment plan addressed the member's goals as indicated in the initial evaluation.
	Y
	N
	Partial
	N/A
	 

	D5
	Treatment plan was adequate and appropriate to the member's needs and goals (including health care needs) as indicated in the initial evaluation.
	Y
	N
	Partial
	N/A
	 

	D6
	The use of preventive/ancillary services, including community & peer supports, was considered.
	Y
	N
	Partial
	N/A
	 

	D7
	Treatment plan was signed by interdisciplinary team (e.g., MD, SS, NSG).
	Y
	N
	Partial
	N/A
	 

	D8
	Treatment plan was signed by member/guardian/family.
	Y
	N
	Partial
	N/A
	 

	D9
	Treatment plan included adequate and appropriate strategies to address health and safety risks.
	Y
	N
	Partial
	N/A
	 

	D10
	Treatment plan was updated when warranted by changes in the member's needs. 
	Y
	N
	Partial
	N/A
	 

	 

	SECTION E: ONGOING TREATMENT
	Y
	N
	Partial
	N/A
	Comments

	E1
	Documentation substantiated treatment at the current level of care (i.e., ASAM, SAC, LOCUS, CALOCUS).
	Y
	N
	Partial
	N/A
	 

	E2
	Progress towards measurable, member-identified goals and outcomes was evidenced. If not, barriers were addressed.
	Y
	N
	Partial
	N/A
	 

	E3
	Clinical assessments & interventions were evaluated at each visit.
	Y
	N
	Partial
	N/A
	 

	E4
	Substance use assessment was current/ongoing.
	Y
	N
	Partial
	N/A
	 

	E5
	Comprehensive suicide/risk assessment was current/ongoing.
	Y
	N
	Partial
	N/A
	 

	E6
	Assessment for access to weapons or lethal means was conducted if member was suicidal/homicidal. 
	Y
	N
	Partial
	N/A
	 

	E7
	Developed plan to diminish access to weapons/lethal means if member was suicidal/homicidal.
	Y
	N
	Partial
	N/A
	 

	E8
	Documentation of medications was current and updated as warranted.
	Y
	N
	Partial
	N/A
	 

	E9
	Member compliance or non-compliance with medications was documented; if non-compliant, interventions were considered.
	Y
	N
	Partial
	N/A
	 

	E10
	Treatment appeared to be provided in a culturally competent manner.
	Y
	N
	Partial
	N/A
	 

	E11
	Family/support systems were contacted/involved as appropriate/feasible.
	Y
	N
	Partial
	N/A
	 

	E12
	Ancillary/preventive services were considered, used & coordinated as indicated.
	Y
	N
	Partial
	N/A
	 

	E13
	Crisis/safety plan was documented.
	Y
	N
	Partial
	N/A
	 

	 

	SECTION F: ADDENDUM FOR CHILD POPULATION
	Y
	N
	Partial
	N/A
	 

	F1
	Guardianship information was noted.
	Y
	N
	Partial
	N/A
	 

	F2
	Developmental history was documented. 
	Y
	N
	Partial
	N/A
	 

	 

	SECTION G: DISCHARGE PLANNING/PROCESS
	Y
	N
	Partial
	N/A
	Comments

	G1
	Discussion of discharge planning/linkage occurred at the initiation of treatment.
	Y
	N
	Partial
	N/A
	 

	G2
	Discharge planning/linkage occurred actively throughout treatment. 
	Y
	N
	Partial
	N/A
	 

	G3
	Discharge plan was adequate for the member's condition, including plans for comorbid psychiatric/substance abuse/physical conditions. 
	Y
	N
	Partial
	N/A
	 

	G4
	Discharge was actively coordinated with transitioning providers.
	Y
	N
	Partial
	N/A
	 

	G5
	Discharge plan included an appointment date and time with mental health transitioning provider.  If not, the reason was documented. 
	Y
	N
	Partial
	N/A
	 

	G6
	Medication profile was reviewed with outpatient provider at time of transition of care.
	Y
	N
	Partial
	N/A
	 

	G7
	Medication profile was reviewed with member at time of transition of care.
	Y
	N
	Partial
	N/A
	 

	G8
	Discharge summary reflected the course of treatment.
	Y
	N
	Partial
	N/A
	 

	G9
	Discharge summary was in medical record within 30 days of discharge. 
	Y
	N
	Partial
	N/A
	 

	 

	SECTION H: MEDICATION MANAGEMENT
(Prescribing Practitioners Only) 
	Y
	N
	Partial
	N/A
	Comments

	H1
	Medication flow sheet was completed or progress note includes documentation of current psychotropic medication, dosages, date(s) of dosage changes.
	Y
	N
	Partial
	N/A
	 

	H2
	Medications were appropriate for diagnosis/symptoms.
	Y
	N
	Partial
	N/A
	 

	H3
	AIMS was performed when appropriate (e.g., member is being treated with antipsychotic medication). 
	Y
	N
	Partial
	N/A
	

	H4
	Documentation showed evidence member received education regarding reason for the medication, benefits, risks, and side effects (includes effect of medication in women of childbearing age and notification of provider if member becomes pregnant).
	Y
	N
	Partial
	N/A
	 

	H5
	If applicable, labs were requested and reviewed as appropriate (e.g., Lithium level, Depakote level).
	Y
	N
	Partial
	N/A
	 

	H6
	IF PRESCRIBED ANTIPSYCHOTIC MEDICATION: Provider tracked appropriate metabolic and blood variables (e.g., BMI, glucose, CBC).  
	Y
	N
	Partial
	N/A
	 

	 

	Quality of Care Concerns:
 

	 

	[bookmark: PracticeGuidelines]Clinical Practice Guidelines

	

	CPG 1: Major Depression (296.2 or 296.3)
	Y
	N
	Partial
	N/A
	Comments

	1A
	The provider found sufficient evidence to support the diagnosis of MDD by ruling out medical conditions that might cause depression and/or complicate the treatment.
	Y
	N
	Partial
	N/A
	 

	1B
	The provider delivered education about MDD and its treatment to the member, and if appropriate, to the family.
	Y
	N
	Partial
	N/A
	 

	1C
	If psychotic features were found, the treatment plan included the use of either antipsychotic medication or ECT, or clear documentation why not.
	Y
	N
	Partial
	N/A
	 

	1D
	If MDD was of moderate severity or above, the treatment plan used a combination of psychotherapy and antidepressant medication, or clear documentation why not.
	Y
	N
	Partial
	N/A
	 

	1E
	The psychiatrist delivered education about the medication, including signs of new or worsening suicidality, and the high risk times for this side effect.
	Y
	N
	Partial
	N/A
	 

	1F
	If provider was not an M.D., there was documentation of a referral for a medical/psychiatric evaluation if any of the following are present: psychotic features, complicating medical/psychiatric conditions, severity level of moderate or above.
	Y
	N
	Partial
	N/A
	 

	1G
	If suicidal, access to any weapons or lethal means was assessed.
	Y
	N
	Partial
	N/A
	 

	 

	 
	CPG 2:  ADHD - 314
	Y
	N
	Partial
	N/A
	Comments

	2A
	Diagnosis was determined based on input/rating scales from family members/caregivers, teachers, and other adults in the member's life.
	Y
	N
	Partial
	N/A
	 

	2B
	Record indicated that the medical evaluation was reviewed to rule out medical causes for the signs and symptoms.
	Y
	N
	Partial
	N/A
	 

	2C
	Psychoeducation was delivered to all members with ADHD and in the case of minors, to the parents/caregivers.
	Y
	N
	Partial
	N/A
	 

	2D
	The treatment plan and rationale as well as available treatments, including medications and their benefits, risks, side effects, were discussed with the member and the parent/caregiver in the case of minors.
	Y
	N
	Partial
	N/A
	 

	2E
	Record indicated the use of family interventions that coach parents on contingency management methods.
	Y
	N
	Partial
	N/A
	 

	2F
	Record indicated a comprehensive assessment for comorbid psychiatric disorders was conducted.
	Y
	N
	Partial
	N/A
	 

	 

	CPG 3: Substance Use Disorders –  291; 292; 303; 304; 305
	Y
	N
	Partial
	N/A
	 

	3A
	Education was delivered about substance-use disorders.
	Y
	N
	Partial
	N/A
	 

	3B
	A plan for maintaining sobriety, including strategies to address triggers was developed, and the role of substance use in increasing suicide risk was discussed.
	Y
	N
	Partial
	N/A
	 

	3C
	The treatment plan included a referral to self-help groups such as AA, Al-Anon, NA.
	Y
	N
	Partial
	N/A
	 

	3D
	Evaluation included the consideration of appropriate psychopharmacotherapy.
	Y
	N
	Partial
	N/A
	 

	3E
	For MD providers, evidence that abstinence-aiding medications were considered.
	Y
	N
	Partial
	N/A
	 

	3F
	If provider was not a MD, there was evidence that a referral for abstinence-aiding medication or a diagnostic consultation was considered.
	Y
	N
	Partial
	N/A
	 

	 

	CPG 4: Schizophrenia- 295
	Y
	N
	Partial
	N/A
	 

	4A
	Assessment for other psychiatric disorders and medical conditions that may cause symptoms and/or complicate treatment was completed.
	Y
	N
	Partial
	N/A
	 

	4B
	Education was delivered regarding schizophrenia and its treatment to the member and the family.
	Y
	N
	Partial
	N/A
	 

	4C
	If significant risk was found, the provider implemented a plan to manage the risk, including a plan for diminishing access to weapons/lethal means.
	Y
	N
	Partial
	N/A
	 

	4D
	If provider was a not an MD, documentation of a referral for a psychiatric evaluation was included in the record.
	Y
	N
	Partial
	N/A
	 

	4E
	If a psychiatric referral was made, the provider documented the results of that evaluation and any relevant adjustments to the treatment plan.
	Y
	N
	Partial
	N/A
	 

	4F
	If provider was an MD, and if  there was several unsuccessful medication trials and/or severe suicidality, then the member was considered for ECT and/or Clozapine.
	Y
	N
	Partial
	N/A
	 

	 







	[bookmark: InpatPsychHosp]Treatment Record Review: Inpatient Psychiatric Hospitals

	Name of Reviewer
	Member Identification:

	Date of Review:
	Provider Name:

	 

	SECTION A: MEDICAL
	Y
	N
	Partial
	N/A
	Comments

	A1
	History & Physical was completed with 24 hours of admission.
	Y
	N
	Partial
	N/A
	 

	A2
	Labs were requested as appropriate.
	Y
	N
	Partial
	N/A
	 

	A3
	Labs were reviewed (as indicated by initials or electronic signature).
	Y
	N
	Partial
	N/A
	 

	A4
	Member was seen daily by MD or someone licensed as a physician extender (e.g., PA, NP, APRN)
	Y
	N
	Partial
	N/A
	 

	 

	SECTION B: PSYCHIATRIC EVALUATION
	Y
	N
	Partial
	N/A
	Comments

	B1
	Psychiatric evaluation was completed within 24 hours.
	Y
	N
	Partial
	N/A
	 

	B2
	Psychiatric evaluation included a Mental Status Exam.
	Y
	N
	Partial
	N/A
	 

	 

	SECTION C: INDIVIDUALIZED TREATMENT PLAN
	Y
	N
	Partial
	N/A
	Comments

	C1
	Treatment plan was signed by all relevant clinicians (e.g., SS, NSG, AT/RT).
	Y
	N
	Partial
	N/A
	 

	C2
	Treatment plan was signed by MD.
	Y
	N
	Partial
	N/A
	 

	C3
	Treatment team meetings occurred with MD, SS, NSG, other relevant members.  (Every 7days).
	Y
	N
	Partial
	N/A
	 

	 

	SECTION D: PATIENT SAFETY
	Y
	N
	Partial
	N/A
	Comments

	D1
	Documentation included a safety plan to address risk factors that led to hospitalization. 
	Y
	N
	Partial
	N/A
	 

	D2
	When restraints or seclusion were used, there was appropriate documentation and notification of guardian/family within 24 hours.
	Y
	N
	Partial
	N/A
	 

	 

	SECTION E: COORDINATION OF CARE WITH PCP
	Y
	N
	Partial
	N/A
	Comments

	E1
	Evidence the provider requested member authorization for PCP communication, or refusal was documented.
	Y
	N
	Partial
	N/A
	 

	E2
	Discharge plan included appointment (date & time) with PCP. If not, a reason was documented. 
	Y
	N
	Partial
	N/A
	 

	E3
	Evidence discharge summaries and/or labs were sent to PCP.
	Y
	N
	Partial
	N/A
	 

	 

	 

	Comments:






	[bookmark: ResSubAbuseTx]Treatment Record Review: Residential Substance Abuse Treatment Facilities

	Name of Reviewer
	Member Identification:

	Date of Review:
	Provider Name:

	 

	SECTION A: GENERAL
	Y
	N
	Partial
	N/A
	Comments

	A1
	A Notice of Privacy form was signed. 
	Y
	N
	Partial
	N/A
	 

	A2
	HIPAA/42CFR Part 2 guidelines were followed for releases of information.
	Y
	N
	Partial
	N/A
	 

	A3
	Treatment plan was completed within 72 hours.
	Y
	N
	Partial
	N/A
	 

	A4
	For detoxification programs, detoxification plan was reviewed and signed by physician and member within 24 hours.
	Y
	N
	Partial
	N/A
	 

	 

	SECTION B: INITIAL EVALUATION
	Y
	N
	Partial
	N/A
	Comments

	B1
	 Risk factors for relapse and readiness for change was assessed.
	Y
	N
	Partial
	N/A
	 

	B2
	Evidence that past and current medications (abstinence aids) and response (including side effects) was assessed.
	Y
	N
	Partial
	N/A
	 

	B4
	Safety risk of member was evaluated.
	Y
	N
	Partial
	N/A
	 

	 

	SECTION C: COORDINATION OF CARE
	Y
	N
	Partial
	N/A
	Comments

	C1
	PSYCHIATRIC REFERRAL: If provider was a not an MD, and there was no evidence of a recent psychiatric evaluation, there was documentation of a referral for a psychiatric evaluation.
	Y
	N
	Partial
	N/A
	 

	C2
	If a medical or psychiatric referral was made, the provider documented the results of the evaluation and any relevant adjustments to the treatment plan.
	Y
	N
	Partial
	N/A
	 

	 

	SECTION D: MEDICAL
	Y
	N
	Partial
	N/A
	Comments

	D1
	Labs/drug testing was requested as appropriate.
	Y
	N
	Partial
	N/A
	 

	D2
	Labs/drug testing results were filed in record in a timely manner.
	Y
	N
	Partial
	N/A
	 

	D3
	There was evidence of attempting to collaborate with any physician prescribing pain medication to a patient abusing analgesics. 
	Y
	N
	Partial
	N/A
	 

	 

	SECTION E: ONGOING TREATMENT
	Y
	N
	Partial
	N/A
	Comments

	E1
	If provider found evidence of potential relapse, provider planned interventions to address relapse.
	Y
	N
	Partial
	N/A
	 

	 

	Substance Use Disorder CPG should be scored for every member in a Residential Substance Abuse Treatment Facility.

	Comments:





Psychiatric Residential Treatment Facilities
	[bookmark: ResPsychTx]TREATMENT RECORD REVIEW:  Psychiatric Residential Treatment Facilities 

	Name of Reviewer
	Member Identification:

	Date of Review:
	Provider Name:

	 

	SECTION A: GENERAL (Children Only)
	Y
	N
	Partial
	N/A
	Comments

	A1
	Placement agreement was included in the record.
	Y
	N
	Partial
	N/A
	 

	A2
	Documentation of legal guardianship with appropriate consents for release/disclosure of information was included in the record. 
	Y
	N
	Partial
	N/A
	 

	 

	SECTION B: MEDICAL/PATIENT SAFETY
	Y
	N
	Partial
	N/A
	Comments

	B1
	When restraints or seclusion were used, there was appropriate documentation and notification of guardian/family within 24 hours.
	Y
	N
	Partial
	N/A
	 

	B2
	Member was seen by MD or someone licensed as a physician extender (e.g., PA, NP, APRN) at least once per month.
	Y
	N
	Partial
	N/A
	 

	 

	SECTION C: ASSESSMENTS
	Y
	N
	Partial
	N/A
	Comments

	C1
	Diagnostic evaluation was conducted within the first 24 hours of admission.
	Y
	N
	Partial
	N/A
	 

	C2
	Assessment included a Mental Status Exam.
	Y
	N
	Partial
	N/A
	 

	 

	SECTION D: INDIVIDUALIZED TREATMENT PLAN
	Y
	N
	Partial
	N/A
	Comments

	D1
	Signatures of all involved disciplines were on treatment plan. (Must include LCSW/LPC; RN, OT; and PhD.)
	Y
	N
	Partial
	N/A
	 

	D2
	Treatment plan was developed and implemented no later than 72 hours after admission.
	Y
	N
	Partial
	N/A
	 

	D3
	Treatment plan was updated at least every 30 days or more often as needed. 
	Y
	N
	Partial
	N/A
	 

	 

	SECTION E: ONGOING TREATMENT
	Y
	N
	Partial
	N/A
	Comments

	E1
	Documentation showed member had access to educational services.
	Y
	N
	Partial
	N/A
	 

	E2
	Documentation showed family and/or support system involvement occurs at least once a week, unless there was an identified, valid reason why it was not clinically appropriate or feasible. 
	Y
	N
	Partial
	N/A
	 

	 

	Comments:





Outpatient Facilities
	[bookmark: Outpatient]TREATMENT RECORD REVIEW: Outpatient Facilities

	Name of Reviewer
	Member Identification:

	Date of Review:
	Provider Name:

	 

	SECTION A: GENERAL
	Y
	N
	Partial
	N/A
	Comments

	A1
	Record included a Notice of Appeal form. 
	Y
	N
	Partial
	N/A
	 

	A2
	Record included a Freedom of Choice form. (Not applicable for individual providers).
	Y
	N
	Partial
	N/A
	 

	A3
	Record demonstrated evidence of provider outreach to the member when the member did not follow up with treatment recommendations.
	Y
	N
	Partial
	N/A
	 

	A4
	Services provided to children included communication and coordination with the family/legal guardian and other child-serving systems.
	Y
	N
	Partial
	N/A
	 

	A5
	Record showed evidence there was consideration/referral/utilization of psychopharmacological interventions for diagnoses that are known to be responsive to medication. 
	Y
	N
	Partial
	N/A
	 

	A6
	IF PRESCRIBED ANTIPSYCHOTIC MEDICATION: Provider documented ongoing screening of weight and re-calculated BMI (e.g., 4 wks, 8 wks, 12 wks, quarterly, annually, q 5 yrs) as well as annual requests for fasting glucose and lipids.
	Y
	N
	Partial
	N/A
	 

	 

	The following sections should only be scored if member has been authorized for the services. 

	SECTION B: MULTI-SYSTEMIC THERAPY
	Y
	N
	Partial
	N/A
	Comments

	B1
	Service encounters occurred at least weekly.
	Y
	N
	Partial
	N/A
	 

	B2
	Treatment included evidence of consultation to and collaboration with other systems, such as school, juvenile probation, and job supervisors.
	Y
	N
	Partial
	N/A
	 

	B3
	Treatment included family therapy and parenting counseling (related to empowering caregivers to parent effectively and address issues that pose barriers to treatment goals). 
	Y
	N
	Partial
	N/A
	 

	 

	SECTION C: COMMUNITY PSYCHIATRIC SUPPORT AND TREATMENT (CPST)/SYCHIATRIC REHABILITATION SERVICES (PSR)
	Y
	N
	Partial
	N/A
	Comments

	C1
	Services included development of interpersonal and living skills that assist member with his/her ability to function in the community.
	Y
	N
	Partial
	N/A
	 

	C2
	51% of CPST/PSR's contacts occurred in community locations where the member lives, works, and attends school and/or socializes. 
	Y
	N
	Partial
	N/A
	 

	 

	SECTION D: ASSERTIVE COMMUNITY TREATMENT
	Y
	N
	Partial
	N/A
	Comments

	D1
	Member has a diagnosis of Schizophrenia, Bipolar Disorder, MDD, or other Psychotic Disorder.
	Y
	N
	Partial
	N/A
	 

	D2
	Treatment included skills training in activities related to self-care and daily life management as well as social skills training.
	Y
	N
	Partial
	N/A
	 

	D3
	Treatment included social skills training.
	Y
	N
	Partial
	N/A
	 

	D4
	Treatment included addiction treatment and education, including counseling, relapse prevention, harm reduction, anger management, and stress management if applicable. 
	Y
	N
	Partial
	N/A
	 

	D5
	Treatment included referral and linkage or direct assistance to ensure that individuals obtain the basic necessities of daily life, including medical, social, and financial supports.
	Y
	N
	Partial
	N/A
	 

	D6
	Record showed evidence that member's family and other major supports were provided education, support, and consultation.
	Y
	N
	Partial
	N/A
	 

	D7
	LOCUS was updated every six months and prior to discharge.
	Y
	N
	Partial
	N/A
	 

	D8
	Psychiatric evaluation and individualized treatment plan was updated every sixmonths.
	Y
	N
	Partial
	N/A
	 

	D9
	For members with forensic involvement, team actively coordinated with the criminal justice system.
	Y
	N
	Partial
	N/A
	 

	D10
	Record showed evidence that a minimum of six encounters with member or collateral contact occurred monthly and documentation of clinically appropriate reasons if this minimum number of encounters was not completed monthly. 
	Y
	N
	Partial
	N/A
	 

	D11
	At least 90% of services were delivered as community-based outreach services.
	Y
	N
	Partial
	N/A
	 

	 

	The following section should only be scored if an Office of Behavioral Health (OBH) or a Local Governmental Entity (LGE) Clinic is being reviewed.

	SECTION E: OFFICE OF BEHAVIORAL HEALTH CLINICS
	Y
	N
	Partial
	N/A
	Comments

	E1
	TeleSage Outcomes Measurement System (TOMS) self-assessment was administered within 30 days of admission.
	Y
	N
	Partial
	N/A
	 

	E2
	Treatment plan addressed the "Needs Improvement" items of the TOMS self-assessment adequately.
	Y
	N
	Partial
	N/A
	 

	E3
	During the first year, TOMS self-assessment was administered every 3 months from date of initial assessment (e.g., first assessment completed 1/15, the following assessments should be completed on 4/15, 7/17, and then every 3 months thereafter).  Assessments should be completed within a one month window before or after the ideal follow-up date. 
	Y
	N
	Partial
	N/A
	 

	E4
	Following the first year, TOMS self-assessment was administered every 6 months thereafter. Assessments should be completed within a one month window before or after the ideal follow-up date. 
	Y
	N
	Partial
	N/A
	 

	 

	Comments:





Fraud, Waste, and Abuse
	[bookmark: FraudWasteAbuse][bookmark: _GoBack]TREATMENT RECORD REVIEW: Fraud, Waste, and Abuse

	Name of Reviewer
	Member Identification:

	Date of Review:
	Provider Name:

	 

	 Indications of Potential Fraud, Waste or Abuse
	Y
	N
	Partial
	N/A
	Comments

	1
	Copy of member insurance card was included in the record.
	Y
	N
	Partial
	N/A
	 

	2
	Copy of member photo ID was included in the record.
	Y
	N
	Partial
	N/A
	 

	3
	Member sign-in sheet/encounter forms were included in the record.
	Y
	N
	Partial
	N/A
	 

	4
	Service time duration or time spent was documented.
	Y
	N
	Partial
	N/A
	 

	5
	There was no evidence that provider billed for missed appointments.
	Y
	N
	Partial
	N/A
	 

	6
	There was no evidence that provider billed for more hours than were delivered.
	Y
	N
	Partial
	N/A
	 

	7
	There was no evidence that the provider billed for more services than are likely to be performed in one day.
	Y
	N
	Partial
	N/A
	 

	8
	There were no services performed on holidays.  If servies were provided on holidays, an explanation was provided.  
	Y
	N
	Partial
	N/A
	 

	9
	There was no other evidence of possible fraud, waste, or abuse.
	Y
	N
	Partial
	N/A
	 

	 

	 

	Comments:







