
1

Indian Health ServiceIndian Health Service
OIT OIT 

Set UpSet Up

Objective #1: Access BHS v3.0 site 
parameters and set defaults, type of 

link to PCC, and SDE function.

Manager Utilities in BHS v3.0Manager Utilities in BHS v3.0
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Update Site ParametersUpdate Site Parameters

For an explanation of the various categories that can be 
modified, please reference the BHS v3.0 Users Manual.

Update Site ParametersUpdate Site Parameters

Type of PCCType of PCC Link Link ––
1.1. No Active LinkNo Active Link
2.2. All records passed with the same ICDAll records passed with the same ICD--9 9 

code and narrativecode and narrative
3.3. Some masking of data based on how POV is Some masking of data based on how POV is 

recordedrecorded
4.4. No masking of data No masking of data –– passed as writtenpassed as written
5.5. Single standard narrative for all contactsSingle standard narrative for all contacts

Getting StartedGetting Started
Select Patient Chart from your Start Menu or 

double click on the shortcut you’ve 
created.
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LOG ONLOG ON

Type in your RPMS Access and Verify Codes.

Select Patient
The dotted 
black line 
indicates the 
area of focus 
or the default 
selection.
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Selecting a PatientSelecting a Patient
• Select 

patient by 
double 
clicking on 
name.

• Choose 
MORE button, 
if greater than 
fifty names.

Behavioral Health Tab

• Patient Chart allows the 
provider to:

view data from other RPMS 
applications
add data to some RPMS 
applications

• Access to tabs is controlled by 
security keys
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SummarySummary

• Access to tabs within Patient Chart is 
controlled by security keys

• Only Behavioral Health staff have access 
to the BH tab

• Point and click functionality – use your 
mouse and/or a combo on keyboard entry

• BH tab = data entry module of BHS v3.0

Hands OnHands On
Log into Patient Log into Patient 

Chart v1.5Chart v1.5

Click on the Cover Click on the Cover 
Sheet TabSheet Tab

Explore each of the Explore each of the 
other tabsother tabs

Obj. #2 Visit Types: Enter 
patient-related data including 
an encounter record, Suicide 
Form, treatment plan, patient 
information and case status.
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No Show Regular
Brief Info/Contact
Intake San (New)
A/SA San (F/U)

 

Add A VisitAdd A Visit

Visit Information

Fields in bold print must be completed.Fields in bold print must be completed.
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• Axis I and Axis II (POV): DSM 
or Problem Codes

• Axis III: free-text narrative box
• Axis IV:  multi-select 

functionality
• Axis V: enter the GAF score 

(0-100)

All fields are optional.
Some fields have limited 

space to record clinical 
notes.

REQUIRED FIELDS
Activity

Activity Time
Number served

OPTIONAL FIELDSOPTIONAL FIELDS
Visit Flag

Local Service Site
Interpreter Utilized?

CPT Codes
Secondary Provider for 

this visit
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Printing an EncounterPrinting an Encounter

Use this function to print a hard 
copy of a patient’s record. This 
encounter form is signed by 
the provider.

Print immediately after data entry 
or later.

The Rx Notes tab allows entry of free-text notes 
regarding the client’s prescription history.

Rx Notes Tab

•• IHS Patient Education Protocols are IHS Patient Education Protocols are 
tracked as part of the visit tracked as part of the visit 
documentation.documentation.

•• Education may be provided Education may be provided 
individually or in group settings.individually or in group settings.

•• Patient Education Protocols are Patient Education Protocols are 
available on the Nationwide available on the Nationwide 
Programs and Initiatives page of the Programs and Initiatives page of the 
IHS website.IHS website.
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• Each Health Factor is 
entered only once

• Current list should 
be available from 
your site manager

• CAGE or CAGE-T 
scores may be 
entered here

During FY 2005 the IHS will ensure that 15% 
of women between the ages of 15 and 40 

are screened for domestic violence. 

IPV/DV Screenings IPV/DV Screenings ––
Wellness TabWellness Tab

Intake DocumentIntake Document

Copy & Paste
1. Type the document in the format you want to  

use
2.   Highlight the section(s) to be added to the     

GUI free-text box
3.   Click on [Edit] at the top of the window and 

select “Copy”
4.   Open the BH GUI and select the location 

where the data is to be added
5. Right click on your mouse and select “Paste”
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SAN (New) TABSAN (New) TAB

CD STG TabCD STG Tab
• Use past 180 days (6 months) as time 

frame
• Enter patient’s response to each 

question

may use multi-select function
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• After completing 
assessment, enter score 
from 1 –6 for each stage

• Use drop down menus to 
select Recommended and Recommended and 
Actual PlacementsActual Placements

C D Data Tab

C D Data Tab
Additional Chemical Dependency fields:

oo Component Code Component Code -- Outpatient, Inpatient, 
Aftercare, etc.

o Type of ComponentType of Component - Adult, Family, Mixed, etc.
o Type of ContactType of Contact - Initial, Reopen, Client 

Service
o Days in Residential Treatment or Aftercare

Use these functions to:
modify a visit entered in error
delete a visit entered in error
correct information 
add additional information

Editing or Deleting VisitsEditing or Deleting Visits

Warning: Deleted visits Warning: Deleted visits 
are gone forever!are gone forever!
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SummarySummary
• All visit types have some elements in 

common.
• Visit Admin information must be entered.
• SOAP note: This is the progress note; copy 

and paste from a data processing program 
can be utilized.

• All visit types may be edited or printed as 
needed. Deleting a visit is controlled by a 
security key.

Suicide Form Data ElementsSuicide Form Data Elements

ContributingContributing
FactorsFactors

MethodMethod

Substance UseSubstance Use
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Use this screen to open, admit and close cases

Case StatusCase Status

Use this option to add, edit, delete, print, or 
review a Treatment Plan

Treatment Plan Data ElementsTreatment Plan Data Elements

Items in bold are required fields.
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Treatment Plan Diagnosis/Problem TabTreatment Plan Diagnosis/Problem Tab

Axis I –V: similar to POV tab

brief description, in client’s words, of problem(s) 
to be addressed

Treatment Plan NarrativeTreatment Plan Narrative

Treatment Plan Narrative is a word 
processing field.

Utilize a Treatment Plan Template or 
Format preferred by the facility or agency.

Copy and paste capability can be used here.

You must click the ADD button to enter the 
plan review.

Plan Reviews are entered as an edit function of the  Plan Reviews are entered as an edit function of the  
existing Treatment Plan.existing Treatment Plan.

Treatment Plan ReviewsTreatment Plan Reviews
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A word processing field used to document progress 
since last review.

SummarySummary

• Suicide forms are for recording incidents of 
suicide only; they are not for recording clinical 
care provided

• Use of Case Status and Treatment Plan functions 
are optional 

• Copy and Paste process can be used in any word 
processing field

• Most items are entered using drop down menus 
or typing directly into word processing field

PatientPatient
InformationInformation

TabTab

• Designated Provider –
I/T/U clinician who has 
primary responsibility for 
the client’s care.

• Designated Other 
Provider #2 – external 
providers such as 
Probation or Parole 
Officers, teachers, etc.
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Patient Information TabPatient Information Tab
• Patient Flags – locally-defined 

numeric field used to identify 
a specific group of patients 

• Personal History – document 
historical factors such as 
Alcohol Use, Suicide Attempt, 
Child Abuse (victim), boarding 
school, etc. 

The Patient Information tab is a useful case 
management tool allowing the provider to 
document and review:

Designated providers – I/T/U and outside 
agency providers
Patient flags - specific identifiers for a group of 
patients
Personal History factors that are relevant to 
patient care

Hands On
Hands On

• Access the Behavioral Health Tab 
within Patient Chart

• Enter Practice Scenarios
• Reference Help file as needed
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Obj. #3 :Obj. #3 : Access the BH Options 
and record all required 
elements for group encounters, 
non-direct patient activities, and 
an encounter record in the Visit 
Entry format.

Group Entry FormatGroup Entry Format

Required elements –
– same as for individual encounter 

(Provider, date, etc.)

Allows provider to enter-
* Standard group elements 

(group topic, SOAP 
note,etc.)

* individualized notes for each 
participant

Group Entry List ViewGroup Entry List View
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Group Entry Format

Group Data TabGroup Data Tab

Enter topic of the group or curriculum

Select a POV for the group, not the individualSelect a POV for the group, not the individual

Patients TabPatients Tab

Patients in group are Patients in group are 
recorded by clicking the recorded by clicking the 
[ADD] button and [ADD] button and 
searching by name, DOB, searching by name, DOB, 
or case number.or case number.
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Patient Data TabPatient Data Tab

• Patient Demographics will be displayed 
in a List View on the Patient Data Tab.

• Double-click (or highlight and enter) on 
a patient name to enter patient-specific 
information.

Patient Data TabPatient Data Tab

Patient Data TabPatient Data Tab

Zeroing out a patient’s time in group will 
generate a no - show visit
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SaveSave

It is advisable to 
print the individual 
patient encounters 
immediately after 
completing the 
group entry.

PrintPrint

Duplicating a Group EntryDuplicating a Group Entry

To duplicate a group:
1. Select the group to 

be copied
2. Click the Duplicate 

Button
3. On the Group entry 

screen, edit as 
needed.

SUMMARYSUMMARY

• Group Data Entry allows the provider to 
record a standard group note and an 
individual SOAP/progress note, as needed.

• The DSM or Problem Code for the group will 
be the same; additional codes may be added 
for a specific patient. 

• Group data entry can be used for therapy or 
psycho-educational groups or any other 
group activity, including recreation.
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Admin Record List ViewAdmin Record List View

Admin Record EntryAdmin Record Entry

–– Equivalent to SDE screen in BHS v3.0Equivalent to SDE screen in BHS v3.0
–– This feature is controlled by a site parameterThis feature is controlled by a site parameter
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Objective #4:Objective #4: Use the Telnet Use the Telnet 
Function to access the Reports Function to access the Reports 
menu in BHS v3.0, identify specific menu in BHS v3.0, identify specific 
reports, and run a sample Report.reports, and run a sample Report.

• Patient Listings
• Encounter Reports
• Workload/Activity 

Reports
• Problem Specific 

Reports

Patient ListingsPatient Listings

Options for generating lists of Options for generating lists of 
patients by various criteria.patients by various criteria.
–– ACL ACL =  Active Client List=  Active Client List
–– PPLPPL =  Placements by =  Placements by 

Site/PatientSite/Patient
–– SEENSEEN = Cases opened but = Cases opened but 

patient not seen in N dayspatient not seen in N days
–– TCD TCD = Tally cases = Tally cases 

opened/admitted/closedopened/admitted/closed
–– DVR DVR = Domestic Violence = Domestic Violence 

Reports (controlled by a   Reports (controlled by a   
security key)security key)

–– ETC.ETC.
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EncounterEncounter
ReportsReports

•• LISTLIST = List Visit Records
•• GENGEN = List Behavioral Health       

Records (General 
Retrieval) 

•• BILLBILL = Potentially billable 
Behavioral Health visits

•• ETC.ETC.

Workload/Activity ReportsWorkload/Activity Reports
•• GRS1GRS1 = Activity Report           

(GARS#1)
•• ACT ACT = Activity Reports Count
•• PROGPROG = Program Activity 

Time Reports
•• FACTFACT = Frequency of 

Activities
•• FCATFCAT = Frequency of 

Activities by Category

Problem Specific ReportsProblem Specific Reports

•• SUISUI = Suicide Report by 
Age and Sex

•• ABUABU = Abuse Report by 
Age and Sex

•• SSRSSR = Suicide Aggregate 
Report - Standard
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Real Life ExamplesReal Life Examples

• Clinician wants to know how many 
clients he/she has seen this month.

• Chemical Dependency counselor 
wants to identify all Treatment Plans 
needing revision within the next 30 
days.

• Tribal Council wants aggregate data on 
suicide ideation/attempts/ completions 
for the past year.

• Area Office wants a breakdown of 
activities for the past quarter.

Select Telnet Option

Log on to RPMS

Select BHS v3.0

Select RPTS option

EXPORTINGEXPORTING

Objective #5:Objective #5:
Routinely export 
behavioral health 
data to HQ using 
the Export Utility 
menu.



25

Exporting DataExporting Data
Exporting data from the BH applications is 
similar to exporting from PCC.

CHK, CleanCHK, Clean
Select CHK Select CHK –– Check Records Check Records 

before Exportbefore Export

Application will display a prompt. User will select to 
proceed or to terminate this process.

Generate Transactions for HQGenerate Transactions for HQ

Transactions will be written to a file, a floppy or Transactions will be written to a file, a floppy or 
other method based upon selections entered in other method based upon selections entered in 
the Site Parameters.the Site Parameters.

Select Select ““GENGEN”” then type information as requested.then type information as requested.
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DISP DISP –– Display a Log EntryDisplay a Log Entry

• Enter beginning date for the Transaction
• Print a copy of the log and store it according to 

agency guidelines

ERRS ERRS –– Error List for ExportError List for Export

Use to review all records that have been Use to review all records that have been 
posted to the database and are still in posted to the database and are still in 

error error AFTERAFTER the latest Export.the latest Export.

TransmitTransmit

Send transactions 
according to your 

program’s 
established routine.
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Review of ObjectivesReview of Objectives
1.1. Set UpSet Up

Accessing BHS v3.0 site parameters in order to select 
defaults, type of link to PCC, and SDE function.

2.2. PatientPatient--Related Data EntryRelated Data Entry
Clinicians can determine which documentation formats 
they wish to use to record encounters. Facilities will 
determine which optional elements of the application to 
use ( treatment planning, case status, etc.). 

3.3. BH OptionsBH Options
Recording standard group elements and individualized 
notes; Documenting non-patient-related activities such 
as training or supervision; and using a view centric 
rather than patient centric method of data entry.

Review of ObjectivesReview of Objectives
4.4. ReportsReports

Ability to generate and print commonly used 
reports such as Workload Reports, Aggregate 
Suicide Reports, or Treatment Plans Needing 
Review, etc.

5.5. ExportingExporting
Export behavioral health data to headquarters 
using the Export Utilities menu.

Wrap UpWrap Up
• Questions?

• Training Evaluation

• Help Desk
(888) 830 – 7280
support@ihs.gov


