Mental Health Program 

Clinical Chart Review Items w/ Citations


All services must be delivered as “active treatment” in order to meet the requirements of “medical necessity”.  Please review the First Health Billing Manual I-7-9 or 7AAC 43.1990 (1) & 7AAC 43.486 for a complete description of “active treatment” and “medical necessity”.

*Please note that all items that are marked with an asterisk are items that are prioritized in the “medical necessity” review process.

	CLINICAL PROCESS AND RECORDS REQUIREMENTS
	CITATIONS

	Determination and documentation of recipient eligibility for treatment services

	· *The assessment process includes determination, and documentation that recipients of services meet eligibility criteria outlined in 7 AAC 043
	7AAC 43.727 (5); 7AAC 43.471 (A); 7AAC 43.1990 (10), (21). (22), (47), (80), (81)

	Comprehensive mental health assessment and documentation requirements (basis for treatment plan)

	· *Conducted and completed in writing, signed, dated, and credentialed, by a mental health professional clinician as a minimum
	7AAC 43.728 (A), (e), (f)

	· An Intake (comprehensive) mental health assessment is provided within a week of entry into treatment and updated periodically (as new information becomes available) 
	7AAC 43.728 (e)



	· Recipient name, date of birth, date of assessment, address, and other identifying information i.e. date of assessment
	7AAC 43.728 (e) (1)

7 AAC 71.155 (e) 

	· Recipient's current living arrangement and status
	7AAC 43.728 (e) (2)

	· Family or guardian information and status
	7AAC 43.728 (e) (3)

	· Assessment of strengths and needs of recipient and their family (include recipient’s statements of their concerns and presenting problems)
	7AAC 43.728 (e)(4)

7 AAC 71.155 (b) (1)

	· Medical and psychiatric history and current status
	7AAC 43.728 (e) (5)

	· Developmental, social, and referral information
	7 AAC 71.155  (b) (4)

	· Medication use history and current status
	7AAC 43.728 (e) (6)

	· Alcohol and other drug use assessment (if applicable include prenatal care that assesses for FAE/FAS)
	7AAC 43.728 (e) (7)

	· Mental status exam
	7AAC 43.728 (e) (8)

	· *Complete DSM-IV diagnosis (as set out in the American Psychiatric Association’s Diagnostic and Statistical Manual of Mental Disorders) that is supported by and consistent with other information in the assessment
	7AAC 43.728 (e) (9)

	· Prognosis
	7AAC 43.728 (e) (10)

	· *Treatment and service recommendations that include the need for other assessments or testing, Treatment recommendations do not exceed the identified needs of the consumer
	7AAC 43.728 (e) (11)



	Functional assessment and documentation requirements

	· Recipient name, date of birth, address, and other identifying information i.e. date of assessment
	7AAC43.735 (1)

	· Recipient's current living arrangement and status i.e. legal issues, permanency planning, and related information
	7AAC43.735 (2)

	· Name and address of the recipient’s family or guardian 
	7AAC43.735 (3)

	· Other identifying information
	7AAC43.735 (3)

	· And an assessment of how the family functions.
	7AAC43.735 (3)

	· A home-based functional assessment and current status
	7AAC43.735 (4)

	· A school or work functions assessment and current status 
	7AAC43.735 (5)

	· Assessment of current and future housing needs
	

	· A community-based functional assessment, cultural assessment, and current status 
	7AAC43.735 (6)

	· Rehabilitation prognosis
	7AAC43.735 (7)

	· Rehabilitation service recommendations
	7AAC43.735 (8)

	CLINICAL PROCESS AND RECORDS REQUIREMENTS
	CITATIONS

	Functional assessment and documentation requirements (cont.)

	· Signature and credentials (title if non-degreed) of the person rendering the assessment and date of signature
	7AAC43.734 (f)

	· Functional assessments are conducted within 30 days of entry into treatment for recipients eligible for rehab services to identify specific rehab service needs (Services may not be delivered until functional is completed and treatment plan is due within 30 days.)
	 7 AAC43.728 (c) First Health Billing Manual I-12-13 Policy Clarification #1

	· Functional assessments are conducted, for those receiving rehab services and updated as new information becomes available in order to identify new or continuing rehab service needs
	First Health Billing Manual I-12, 13 Policy Clarifications #1-; 7AAC43.470 (f); 7AAC43.1990(29); 

43.728 (a) (4); 43.734 (b) (1) (2); 7AAC43.734(f) (1) 7AAC43.735

	Psychiatric assessment documentation requirements

	· Conducted and completed in writing, signed, dated, and credentialed, by a psychiatrist, physician, physician assistant or psychiatric nurse practitioner
	07 AAC 42.1990 (65); 43.726 (b)(4)(B)(C), First Health Billing Manual- Policy Clarification #1

	· Assessments are required to have a treatment review that includes recipient's date of birth, the date of the assessment, and current living arrangement 
	Revised Standards 07/01/02

	· Mental status exam 
	7AAC43.726(b)(4) (B) (C)

	· Complete Multi-axial DSM IV diagnosis which is supported by, and consistent with, the other information contained in the assessment
	Revised Standards 07/01/02

	· Assessments are required to have a treatment review that includes a review of strengths and resources that address consumer’s personal qualifications and support systems that may be utilized in treatment 
	Revised Standards 07/01/02

	· Recommendations for treatment
	Revised Standards 07/01/02

	Treatment planning process and written plan

	· Date of individualized treatment plan and identifying recipient information
	7AAC 43.728 (c)

	· A list of the members of the interdisciplinary or interagency team participating in the planning and implementation of the treatment plan as identified in 7AAC43.470(i
	7AAC 43.728 (c)

	· *Clearly stated individualized goals and measurable objectives which are directly related to problems identified in a current comprehensive MH and functional assessment (for rehabilitation services)
	7AAC 43.728 (c) (6)

	· *Specific services, interventions or activities that are designed to accomplish the stated individualized goals/objectives, promote active treatment which is medically necessary and clinically appropriate

	7AAC43.728 (c); 7AAC 43.1990 (1); 7AAC 43.486

	· *The services, interventions or activities written in the treatment plan are designed to accomplish the stated goals and do not exceed the consumer’s assessed needs

· 
	7AAC 43.728 (c) (7)

	· Documentation that the recipient, recipient's parents, guardian or other legal representative actively participated in the development of the plan; or if active involvement is not possible a statement of the reasons for the lack of participation
	7AAC 43.728 (c) 

	· *Signatures of the recipient, recipient's parent, guardian or other legal representative; at least one mental health professional clinician (who is responsible for overseeing the provision of services);  case manager (if one is assigned); and other participating team members, indicating participation, approval, and date signed  

	7AAC 43.728 (c)  



	CLINICAL PROCESS AND RECORDS REQUIREMENTS
	CITATIONS

	Progress notes (required elements)

	· The progress note must include a separate note per each service, per provider, per day that is dated
	7AAC 43.728 (a) (5)

	· The progress note must document amount of time spent providing the service
	7AAC 43.728 (a) (5)

	· The progress note must document type of service provided 
	7AAC 43.728 (a) (5)

	· The progress note must document goal being addressed
	7AAC 43.728 (a) (5)

	· * Progress notes contain clinically relevant information about the course of treatment as described in medical necessity criteria
	Revised Standards 07/01/02; 7AAC 43.486; 

7AAC 43.728 (a) (5) 

	· * The progress note must include a description of active treatment and   interventions directed toward goal being addressed (what provider did)
	7AAC 43.1990 (1);

 7AAC 43.728 (a) (5)

	· * The progress note must document recipient’s progress toward identified treatment goals.
	7AAC 43.728 (a) (5)

	· * The progress note must be signed and credentialed by the service provider
	7AAC 43.728 (a) (5)

	Treatment Plan Reviews (required elements)

	· Recipient name, date of birth, address, and other identifying information;
	7AAC 43.728 (f) (1)

	· Date of the review and period covered by the review
	7AAC 43.728 (f) (2) (3)

	· *Updated or new assessments completed during the review period;
	7AAC 43.728 (f) (4)

	· Any change in the recipient's diagnosis;
	7AAC 43.728 (f) (5)

	· *Brief analysis of recipient's progress toward each goal established in the individualized treatment plan;
	7AAC 43.728 (f) (6) (A)

	· Brief analysis of the effectiveness of the strategies or techniques recommended by the mental health professionals treating the recipient;
	7AAC 43.728 (f) (6) (B)

	· *Brief analysis of the recommendations for and changes to treatment goals, objectives, strategies, interventions, frequency, or duration;
	7AAC 43.728 (f) (6) (C)

	· Brief analysis of any change of individual providers, or any recommendations to change individual providers;
	7AAC 43.728 (f) (6) (D)

	· Brief analysis of the expected duration of the medical necessity for the recommended changes; 
	7AAC 43.728 (f) (6) (E)

	· Examination of the recommended individualized treatment plan for the least restrictive setting and for services that are conducive to normal behavior;
	7AAC 43.728 (f) (7) (A)

	· *Examination of recommendations for discharge or transition criteria necessary to move the recipient to less restrictive services;
	7AAC 43.728 (f) (7) (B)

	· Examination of recommendations for satisfaction of the recipient and recipient's legal representative, if any, with the treatment planning process, services provided, and progress toward established goals; 
	7AAC 43.728 (f) (7) (C)

	· *Dated signatures from the recipient or the recipient's legal representative; the primary mental health professional clinician; and mental health professionals treating the recipient, with indication of appropriate credentials for any mental health professional clinicians and mental health clinical associates.
	7AAC 43.728 (f) (8)  (A), (B), (C)

	REQUIRED SERVICE TIMELINES
	CITATIONS

	· Comprehensive mental health assessments at the time of intake are conducted within 7 days after entry into treatment
	7 AAC 43.728 (e)

	· Comprehensive mental health assessments are updated as new information becomes available and are reviewed as part of the treatment plan review process
	7 AAC 43.728 (e), (f)

	CLINICAL PROCESS AND RECORDS REQUIREMENTS
	CITATIONS

	Required Service Timelines (cont.)

	· Treatment plans are completed in writing within 30 days of the recipient's first service episode 
	Policy Clarification #1First Health Billing Manual (5/10/01)

	· Treatment plans for adults are reviewed every 6 months 
	7 AAC 43.728 (c)

	· Treatment plans for children (under the age of 21 years)  are given a comprehensive review every 3 months
	7 AAC 43.728 (c) 

	STAFF QUALIFICATIONS
	CITATIONS

	· Those providing rehabilitation services may have less than a Master's degree, but must have specialized experience providing services such as functional assessments, case management, skills training and support services; and are clinically supervised by a Mental Health Professional Clinician
	7 AAC 43.1990 (54)

	· Providing agencies must document proof of clinical staff credentials
	7 AAC 71.115 (a) (1) (C)

	· Providing agencies must document clinical staff development plans
	7 AAC 71.115 (d)

	· All direct service staff must be supervised by a Mental Health Professional Clinician at a minimum


	7 AAC 043.1990(54)

	· A Mental Health Professional Clinician as define in (7 AAC 43.1990(56) is 

(A) A person having at least a master’s degree in psychology, social work, counseling, child guidance, or nursing with specialization or experience in mental health;

(B) a marital and family therapist  licensed under AS 08.63 or in a state with substantially similar requirements and who works in their field of expertise; or

(C) a professional counselor who is licensed under AS 08.29 or in a state  with substantially similar requirements and who works in their field of expertise (7 AAC 43.1990(56)
	7 AAC 43.1990 (56)

	RECIPIENT ELIGIBILITY AND NECESSITY FOR SERVICES
	CITATIONS

	· An emotionally disturbed child meets the criteria outlined in 7 AAC 043.1990(22); and, if medically necessary, may be provided with clinic services as specified in his/her individualized treatment plan 
	7 AAC 043.1990(22)

	· An emotionally disturbed adult meets the criteria outlined in 7 AAC 043.1990(21); and, if medically necessary, may be provided with clinic services as specified in his/her individualized treatment plan
	7 AAC 043.1990(21)

	· A severely emotionally disturbed child meets the criteria outlined in 7 AAC 43.471 (a), 7 AAC 43.1990 (81) and 1st Health Billing Manual I-5 and, if medically necessary, may be provided with clinic and/or rehabilitation services as specified in his/her individualized treatment plan
	7 AAC 43.471 (a);

 7 AAC 43.1990 (81)

	· A severely emotionally disturbed adult meets the criteria outlined in 7 AAC 43.1990 (80) and 1st Health Billing Manual I-5 and, if medically necessary, may be provided with clinic and/or rehabilitation services as specified in his/her individualized treatment plan.                      
	7 AAC 43.1990 (80) 

	· A chronically mentally ill adult meets the criteria defined in 7 AAC 43.1990 (10) and 1st Health Billing Manual I-6 and, if medically necessary, may be provided with clinic and/or rehabilitation services as specified in his/her individualized treatment plan.
	7 AAC 43.1990 (10)

	· All treatment and services provided are determined to be medically necessary as defined in 1st Health Billing Manual I-7, 8, and clearly documented in the recipient’s clinical record


	7 AAC 43.486

	CLINICAL PROCESS AND RECORDS REQUIREMENTS
	CITATIONS



	RECIPIENT RIGHTS
	CITATIONS

	· The “release of information” includes at least: 1) what specific information is to be released, 2) who is authorized to release the information, 3) who is authorized to receive the confidential information, 4) a limit on the distribution or re-release of the confidential information, 5) the time limit on the consent to release information, 6) the release of information is signed and dated by the person authorizing the release
	7 AAC 71.215 (c)

	· The consumer has given written “informed consent” for the mental health and related support services recommended or provided by the agency
	7 AAC 71.205 & .210

	· The clinical record includes written documentation that the consumer has been informed of the existence and content of the grievance procedure
	7 AAC 71.220

	· The clinical record includes written documentation that those consumers receiving prescribed medication have received information regarding that medication that is written in clear and understandable terms 
	7 AAC 71.210 (b) (3)

	· Providing agencies have a standardized rate schedule
	7 AAC 71.110 (4)

	· The treatment plan and services reflect the cultural, linguistic, and social characteristics of the family and community
	AS 47.30.523. (b) (3)

	RECIPIENT SUPPORT SERVICES  (RSS) 
	CITATIONS

	· *The GAF score on the Prior Authorization request is the same as the GAF score listed on the most current assessment
	AAC 43.1990(74); Policy Clarification
  No. I 5/10/01

	· * The justification in the Prior Authorization request is based on assessment material
	AAC 43.1990(74); Policy Clarification
  No. I 5/10/01

	· * The requested amount of RSS on the PA is reflected in the treatment plan
	AAC 43.1990(74); Policy Clarification
  No. I 5/10/01

	· * Progress notes document that RSS is being provided correctly
	AAC 43.1990(74); Policy Clarification
  No. I 5/10/01

	· * The continuing need for RSS is reviewed during each treatment plan review
	AAC 43.1990(74); Policy Clarification
  No. I 5/10/01


Please note that the Medicaid Regulations implemented in November 2000 have been adopted as the Clinical Standards for mental health treatment and services provided by Community Mental Health Clinics. The following items are not included in the November 2000 Medicaid Regulations but are expected to be included in the clinical process and practice of Community Mental Health Clinics.  The Citation for the inclusion of this information is cited below.

	DOCUMENTATION REQUIREMENTS (in addition to regulations) 
	
	
	
	

	Intake assessment 

	· The assessment report includes relevant developmental history  (include prenatal care, FAE/FAS, etc.)
	7 AAC 71.155 (b) (4)

	· A semi annual utilization review must be conducted by the agency to ensure that the records contain sufficient documentation to meet requirements
	7AAC 71.155 (g)

	Progress notes 

	· The progress note must contain a clinical interpretation of how the consumer responded to the intervention 
	Revised Standards 07/01/02

	·  Progress notes contain clinically relevant information as required by medical necessity (This regulation requirement is stated in medical necessity and restated here to ensure that it is included in a progress note)
	7 AAC 71.155 (d) 

	Discharge summary (required elements)

	· The date of admission, date of discharge and date of the summary
	7 AAC 71.155 (a), (f)

	· An indication that the discharge was planned or unplanned
	7 AAC 71.155 (a), (f)

	· The reason for discharge
	7 AAC 71.155 (a), (f)

	· The diagnosis at the time of discharge
	

	· A summary of the referrals and/or recommendations made at discharge (if follow-up case management is to be provided the justification, frequency, and duration shall be included).
	7 AAC 71.155 (a), (f)

	· A summary list of the treatment or services provided to the recipient
	7 AAC 71.155 (a), (f)

	· A summary of the course and effectiveness of treatment
	7 AAC 71.155 (a), (f)

	· The signature and credentials of the individual providing the summary
	7 AAC 71.155 (e)

	Clinical records general
	

	· A semi annual utilization review must be conducted by the agency to ensure that the records contain sufficient documentation to meet requirements
	7AAC 71.155 (g)


APPENDIX IV-DMHDD QA (REVISED 7/18/03)
Page 1 of 6

