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Objective #1: Access BHS v3.0 site
parameters and set defaults, type of
link to PCC, and SDE function.
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Manager Utilities in BHS v3.0

SITE  Update Site Parameters

EXPT  Export Utility Menu ...

RPFF  Re-Set Patient Flag Field Data

OLKE  Display Log of Who Edited Record

ELSS  Add/Edit Local Serwice Sites

EPHX  Add Personal History Factors to Tahle

ORD  DOelete BH General Retrieval Report Definitions

Select Manager Utilities Option: I
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Update Site Parameters

=" UFDATE BENAVIORAL HEALTH S1TE FARALiLe Wpme. CHOW HO

"""" DEFAULT VALULS I DATI ENTRY  ===="
i Losation: Cf 55 Leration: CROK HD
i Community: CRON RGENCY 55 I.alllun ty: CROW HGENCY

M Cl FEMTAL HEALTH i MEDICAL SOCIAL SERVI

flore Defaults (press enter)

Default Wealth Susmary Type: FENTAL NEALTH/S0CIAL SERVICES

Ask Interpreter Utilized? YES Universal/Site Spec. Lookup: SITE SPE
pefault response om form print: BOTH  Suppress Comment on Suppressed Form? VE
¥ of past POVs to display: § Exclude Mo Shows on last OX Display? v

£ wisiy ceate in PECC INS INFERICTIVE PCC LINKD MO

Type of PCC Link: PASS ALL DATA AS EMT Allow FOC Frofles List Update? YE
update PO L|r| L>cev tens? W update those allowed to see sl 1 151t on SOE? n
Update the share wisits? N Update those allowsd to

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

Type of Visit to Create in PCC: IHS
T;-.-pe of PCC Unl\: PHSS ALL DATA AS ENT

Type of PCC Link —
No Active Link

2. All records passed with the same ICD-9
code and narrative

Some masking of data based on how POV is
recorded

4. No masking of data — passed as written
5. Single standard narrative for all contacts

?‘\\
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Getting Started
Select Patient Chart from your Start Menu or
double click on the shortcut you've
created.
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LOG ON

RPMS Server Login

Paort.

Choose Server

SRy, E
& & Acoess Code:
2
3 z
E 'Q Very Cod
g iy Cade:

Cancel

Type in your RPMS Access and Verify Codes.
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% Patient Chart v1.5 Help.
Fle Edi Bookmark Optons Hep

Help Lopa | e |

Frequently Asked Gusstions

L

Gaming Sarned

Face Stest

Select Patient
My Lab:
{:a;nu&_%\ My Labs
] 2
Z 5 Telnet
g
BH Options
Exit

Select Patient

The dotted
black line
indicates the
area of focus
or the default
selection.

BRUMIMNG.BJ in CROW HO
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Selecting a Patient
 Select T m— —
patlent by P [ AR e e |

double —
clicking on
name.

» Choose
MORE butto
if greater than
fifty names.
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00DWARD, IE5SA LTHN F St Now
30405426 123456 0441971901 103 BRI e T 0 D Patient Main Menu
Patient Information Visit | CoseStaus | TeesmentPlan | SuicidsFom
Dale | FOY [ sisv [ Cinic._| Actity | Wi Type | Cotact Type | Piavider ~
5/18/04 PARTHER . MEN.. ASSESSME.. REGULA. OUTPATIENT BRUNINGBJ
04/02¢04 FAILED APP. MEN.. CASEMAN. NOSHOW OUTPATIENT BRUNING3J
04/02/04 HOUSING MEN.. SCREEMIN.. INFO/CD.. QUTPATIENT BRUNING 3/
04/02/04 FAILED PP MED. CASEMAN.  NOSHOW OUTPATIENT BRUNINGBJ
04/02/04 FAILED PP MEN.. CASEMAN. NOSHOW OUTPATIENT AD&MADAM
04/02/04 MAJOR DEP. MEN. CASEMAN. BRIEF  OUTPATIENT AD&MADAM
04/02/04 FAILED PP MEN. CASEMAN.  NOSHOW OUTPATIENT BRUNING BJ
03/31/04 ABUSEMNEG MED.. ASSESSME.. SAN-F/U  OUTPATIENT TENBEARIHS
03/31/04 HBUSEMNEG MEN.. SCREEMIN. SAN-NE. OUTPATIENT GRENIER.DENI
02/08/04 POST-TRALL FAMILT/GR.. REGULA. OUTPATIENT BRUNING BJ
02/03/04 HOUSING 45 MEN. SCREEMIN. REGULA. DUTPATIENT TENEBEARIHS
01726604 ATTENTION- MEN. FAMILY/GR. REGULA. OUTPATIENT ADAMADAM
01/20/04 TRANSPORT 55 MEN. ASSESSME. INTAKE  DUTPATIENT BRUNINGBJ
01/15/04 ALCOHOL DE BLC.. ASSESSME. A/SAEN.. OUTPATIENT BRUNINGB)
01/15/04 ALCOHOL DE. BLC.. FAMICF/GR. FEGULA. OUTPATIENT GREMERDENI.
01/07/04_ALCOHOL DE. MEN... FAMILY/GR.. REGULA. OUTPATIENT GRENIER.DENL. ¥
Add ‘ Edit ‘ Delelz ‘ Pint Encaunter Piint Fecard |

Cover | Face | Frob | Meds | Labs] POVs] Meas | Specials | Teinet | Hith Sum] %Ray | Women's Hih | Appts] |mmedf'E>-|

—

uw‘ Face‘ th| Meds‘ tahs‘ PUVS‘ Meas‘ Specia\s‘ lelnel| th Sum‘ ><Hap| WumenH\lh‘ Appls‘ Il BH‘

« 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

A VTBH O BNOGOY
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Summary

» 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

D \ .\

Hands On

Log into Patient
Chart v1.5

Click on the Cover
Sheet Tab

Explore each of the
other tabs

TN \ k\

Patient Releted Defa Enimy

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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Viisic 1p@S

No Show Regular
Brief Info/Contact
Intake San (New)
AISA San (F/U)

&Y IHS Patient Chart - Chart
[SMALLAMY F
537973815 33786 0/10/19%

Visit Information

Primary Provider EFUNNG BJ B Enconerdae  [izan |

Progiam v Encounter Location  [CROW HO j
Cliric j Appohiment o Walkn v

Type of Contact j Community of Service j
Anival Time {1200

Fields in bold print must be completed.
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Axis |l and Axis Il (POV): DSM
or Problem Codes

AXis lll: free-text narrative box

e Axis IV: multi-select
functionality

AXis V: enter the GAF score
(0-100)

D \ .\

CCISQAR Tap

ﬁ: REQUIRED FIELDS
S Activity
i Activity Time
iin Number served
OPTIONAL FIELDS
% Visit Flag
oM Local Service Site
3 Interpreter Utilized?
m CPT Codes
gl
&
[loy

Secondary Provider for
this visit




Printing 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.
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PLL Medications

Vizit Date | Medication ‘ 316 ‘ Oty ‘ Days ‘ Provider

Ho PCC He...

Rx Notes Tab

¢

chavinral Health Medications

Visit 02/03/04 1200
none at this time

Visit 01/20/04 1200
Drug/Aleohol History
Maes Maridnans  Sewersl drinkine Rinmes with Rlarkanra

Prescrption Entry

regarding the client’s prescription history.

Dationt Foueation - Neliess Tab

The Rx Notes tab allows entry of free-text notes

» |HS Patient Education Protocols are

tracked as part of the visit
documentation.
« Education may be provided
individually or in group settings.
« Patient Education Protocols are
available on the Nationwide

Programs and Initiatives page of the

IHS website.
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Health Pactors - Wellness Tab

¢ 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.

Intimate Partner Violence/D omestic Violence Screening

Result | 4

Comnent IPV/DV Screenings —
Wellness Tab
_---

Intake Document

Intake 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
. Right click on your mouse and select “Paste”

(S




Parerts — FikloRecumsrce | 0w 7
Buardians | ] SewvesPovided  [counvelnglorson
Lives vith [Sonaddaghterivkw EwmningPryscan |
spowsefPatrerino | DateotExamnaton | 7]

Petson Refering o~ [oshua T ¥ Police Cortacled?
Relatonto Vitin son Dale Congleirt led ~ [0208/04 v]

Suspected Perpetiato ifo [Home Heathpovider Complain Number EE
History ] Offcer Name and Agency [Oificer Chee, Trbel Foice
Fioincidenishoed (2 Referrals) [Home Healh agercy
Problems denifid ~ [Unatle to provide nformalin o Diher comments [ ]
Stiengthe | dentified W

SAN (New) TAB

D \ .\

Fieason for Feview ‘Tﬁsmng fields

(utcame SUBSTANTIATED o Fisk for Recurence | NONE

Outcome Reasons ‘Caraglvar admitted striking the patient

Problems Identfied ‘Cununued need for care & lack of additional agencies in area

Shengths dentifed ‘Famlly suppart

Senvices Provided ‘:uunselmg for patient's son and referrals

Reconmendatins! ~ [None at this tiwe. Case Closed.
Comments

“

Ao Clu ZB®

Daps Used Alr:nhnll_ Alcohol/Drug-related Ane:lxl_ Tobaceo Use. k|

Days Used Drugs |_ Days Hospitalized |_
[Marathe | M|
’ may use multi-select function I

CD STG Tab

» Use past 180 days (6 months) as time
frame

» Enter patient’s response to each
guestion

TN \ R\




» After completing
assessment, enter score
from 1 —6 for each stage

e Use drop down menus to
select Recommended and

d Gup GO

A
¢

= Actual Placements
&=
Alcohol/Substance Stage l_ Physical Stage I_ Emotional Stage I_
Social Stage l_ Cultural/Spiritual Stage I_ Behavioral Stage I_
Vocational/E ducational Stage l_ Staging Average I_
(Suggested Placement)
Recommende +| Actual v Diﬂelencel— j
Placement | Placement Reason
Component Code [ =] C
Type of Companent [ =l O
o B JoN
Dips i Residertal Trestmant. | ’Q 7‘
Dis in s are i' eb

Additional Chemical Dependency fields:

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

o Type of Component - Adult, Family, Mixed, etc.

o Type of Contact - Initial, Reopen, Client
Service

o Days in Residential Treatment or Aftercare

TN \ k\

Editing or Deleting Visits

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

Warning: Deleted visits
are gone forever!

TN \ R\
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Summary

» 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.

D \ .\

Suicide Form Data Elements

Losal Case Nox Provider BRUNING B =
Date of Act  [12/18/5 =] Community Where Act Dccurred &l

Relationship Status A
Employment Status -

. It less than 12 pears.
(et I

completed

Self Destructive Act - Location of Act -
Previous Attempts v
Lethality 2

H |

Disposition

™ Suicide of Friend or Relaiive; ™ Hisory o Substance Abuse/Dependency | Legal

™ Death of Friend or Relaive " Divarce/Separation/Breakup [ Unknown

™ Victim of Abuse (Curent] ™ Financial Shess [ Other (describe):

I™ Vil of Ause P I™ Hioy ofMeralness Contributing
[ Occupational/EducationalProblem [ History of Physicalllness Eactors

" Bindhe} I Cattor Moraiids
™ Hanging [ Ot
[ Miaverie |~ Ofer - T
oy MethOd Substance(z] involved i this incident:
™ Sabting/cestor [ Urkoar [~ fane
[ Alcohal and Other Dirugs
[ Unknown

Substance Use

TN \ R\
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= Echavmnal Health Care Dala Addd

Use this screen to open, admit and close cases

RN, TATRS

T e e | Dermmated Provider NG 51 ]
8 Cocmgsimies [ ]
r CumigeiDoe [ =] =
e RuschulyDie [ =] St ]
L | |
Probles 1 Pl Namatwe. L P Hlevew
L POV [Cnagratin o Pakiom Code]
m w | Use this option to add, edit, delete, print, or
e review a Treatment Plan
A [
]ftl - I
- Coe | Manstirn 1 i ::'
=
1 Puctbenls |

Treatment Plan Data Elements

Blaal : g;:;:m: d foerms Designated Provider IW j

Cancuring Supenisor l— j

CoedaiDde  [1/5% 1| Conaingle (7775 704 ]

Resalve By Dale W Stalus l—;[
Ly

e ReviewDate. 71612004 Dale hsedResdved |7 17672004

Progriam

]

Items in bold are required fields.

L
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Treatment Plan Diagnosis/Problem Tab

Axis | =V: similar to POV tab

Treatment Plan Narrative

Frobl

Goals/Obiectives/Method:

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.
Review Date | Rev Provider [ Rev Supervisor | Nest Review |
01/08/04 BRUNING 8 02/06/04
Review Date [I"1/23/2004 - Next Review [ 1/20/2004 |
Rvw Provider -l et Gt =l
| Al

[[tame [ Rielationship to Patient
i

| Treatment Plan Reviews _ .
SIS e

Paticipant
Felationship ta Patient
r=Piogiess Summary.
Plan Reviews are entered as an edit function of the ~ =
existing Treatment Plan. g

Add Lo Edt I Delete

14



Review Date | Rev Provider | Rz Supesisor | Het Resiew
01/06/04 ZIEGLERMIKE (11304
Review Date |7 1/20/2004 +| Next Review |17 4/23/2004 7|
Ruw Provider EGLER MFE -l Pivw Supervisar |
- Paricioant
Narre Relationship to Patient Add

B
Delete

Patticipart
Relationship to Patient

- Progiess Summary

A word processing field used to document progress
since last review.

0K Cancel

ADED® =< ® 0

4

Summary

e 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

TN \ k\

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

» Designated Other .
Provider #2 — external Patient
providers such as Information
Probation or Parole
Officers, teachers, etc. Tab

TN \ R\




Patient 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.

D \ .\

summary

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

TN \ N\

* Access the Behavioral Health Tab
within Patient Chart

* Enter Practice Scenarios
» Reference Help file as needed

TN \ R\

16



A ©ptions

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.

D \ .\

Group Entry Format

Required elements —

— same as for individual encounter
(Provider, date, etc.)

Allows provider to enter-

* Standard group elements
f/ (group topic, SOAP

4 note,etc.)
/\ * individualized notes for each
participant

Group Entry List View

|'= Group Entry [ i=1eS]
Group Entry

Data View

Staring Date: 0573172004 = | Encing Date: | 05/31/2005 +

Date | Group Hame | Activity [ Program | Clinic | Prowider | Contact Ty | POV ~
05/17/05 MEDICATION GRO.. FAMILY TR M MEN.. STUDENT.. OUTPATIE. DEPRESSIVE
05/17/05 TOBACCO CESSAT.. GROUPTA.. 5 MED.. STUDENT... OUTPATIE. NICOTINE D
05/16/05 FIRST STEPGROUP GROUPTA. C ALC.  STUDENT.. OUTPATIE. DRUG ABUS
05/13/05 IPY/DV EDUCATION GROUP TR M MEN.. STUDENT.. OUTPATIE. ADLLT ABLS
05/12/05 PERSOMALITY DIS.. GROUFPTR. M MEN . STUDENT.. OUTPATIE. PERSONALIT
05/10/05 ADD/ADHD PARE.. FAMILY TR M MEN. . STUDENT... OUTPATIE. ATTENTION-
05/03/05 MEDICATION GRO.. FAMILY TR M MEN.. STUDENT... OUTPATIE. DEPRESSIVE
04/26/05 TOBACCO CESSAT.. GROUPTR.. § MED.. STUDENT.. OUTPATIE.. MNICOTINED
04719/05 FIRST STEP GROUFP GROUPTA.  C ALC.. STUDENT.. OUTPATIE | DRUG 2BUS
04717/05 MEDICATION GRO.. FAMILY TR H MEN.. STUDENT.. OUTPATIE. DEPRESSIVE
03/29/05 FIRST STEP GROUP GROUPTA.. C ALC.. STUDENT.. OUTPATIE.. DRUG ABUS
03/29/05 IPY/DV EDUCATION GROUP TR K MEN.. STUDENT.. OUTPATIE. ADLLT ABUS
03/22/05 PERSOMALITY DIS.. GROUPTA. M MEN.. STUDENT... OUTPATIE.. PERSONALIS
< >
Add View Duplicate Delete Brint ‘ Close ‘

17



Group Encounter Documentation

Clinic.

Primary Provider  [BRUNINGES  [#] Encoun ter [2r8r2005 ~]
e s E
Group Name [ CommuniyofSemice| 7|
Cinic [ = actviy [GROUP TREATMENT 7|
Encounter Location [CROWHT =]  Activity Time [
Type of Contact | =

Group Data 1 Paients T Patiert Data

Secondamy Providers

Hame 1 CEY]
Delete

POV (Primary Group Topic)

| Code [ Namative Add
Edit

u ==

5/0/A/P (Standard Group Note)

Group Entry Format |

CPT Codels)

| code | Nanative | Add
u Delete

Secondary Providers

Name | Add
Delete

Group Data Tab

POV [Primary Group Topic)

Code | Namaiive | fé:d
it
Select a POV for the group, not the individual Dekle

5/0/A/P [Standard Group Note)

Enter topic of the group or curriculum

[PT Codels)

Code | Narative Add
Delete

Patients Tab

_P haeb
QLT

Patient Name |Sex| ﬁge| 00B |Eha|t#|

(Il

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

Pt

Patient Data Tab

A Al POV or DSM Diagnos

Code Narrative | o Add |
31400 ATTENTION-DEFICIT/HYPERACTIVITY DISORDER, PREDOM. INATT %
dlete
~5/0/8/P
Thiz iz the group note as recorded on the Group Data Screen. ﬂ
THIS IS THE INDIVDIUAL PATIENT'S HOTE
|
- Camment/Mext Appl
| RECORD ANY CHANGE IN THE CLIENT'3 ATTENDANCE IN_THEJOX BELOW. |
- -

-
-

-
MimeinGroup  [120 4= = 0K Cancel

—

Patient Data Tab

HEHEEN,ESTHEHJUHDAN Fooo7 0w wen v‘

Pl (DM Disgnosis or Prablem Cads]

Code | Namative [ Add

] DRUG DEFENDENCE Edt
Dekete

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

Comment/Next Appt

Time in Group |0 0K Cancel

19



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

Print

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.

SUMMARY

» 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.

TN \ R\
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Admin Record List View

Date Program Activiy Purpose of . |Ti.. |Provider | Comment  Providers Narra
MENTALHE.. TRAVELREL.. OTHERAD.. 50 BUTCHER... /
042004 MENTALHE.. SUPERVISION CTHERAD.. 90 GRENER.. OTHER ADMIN
MENTALHE... PLACEMENT.. DEMENTIA.. 15 BRUNINGBJ DEMENTIA DU
D164 SOCIALSER.. CASEMANA.. CONTINUN.. 60 BRUNNGB)
041504 MENTALHE.. PROGRAMC.. CONTINUN.. 120 BRUNINGB) CONTINUING.
D444 MENTALHE.. CASEMANA.. CONTINUN.. 120 BRUNNGB)
032604 MENTALHE.. MATERALB.. OTHERAD.. 80 GRENER.. OTHER ADMIN
032204 MENTALHE.. MATERIALB.. HEALTHH.. 9 GRENER.. HEALTHHOM.
031704 MENTALHE.. CASEMANA.. CONTINUN.. 120 BRUNNGB)
031004 CHEMCALD... CTHERADM... ADMINISTR.. 15 GRENIER... Purchase Orde
040304 MENTALHE.. CASEMANA.. CONTINUN.. 120 BRUNNGB)
MENTALHE.. FAMLY/GRO.. CTHERAD.. 60 BRUNNGB) OTHER ADMIN
—,

= Administralive Entry Add

atratrve Lrry
Program [T |
Encountes Datn [EwmE =
Primary Previder [ERUNING ) -
[Activity Code '7L
[Activity Time )
stk Served -
Primary Protilom (POV) | B

Provides Hasrative [

Comment
Save Chze
S—
Visit Entry

Data View

Stating Date: |04/01/200 « | ErgingDate: [06/02/2005 + S
Date | Patient Name | POV | s | Clinic | Activity | Visit Type_ &
05/19/05 ABBOTT BLOSSOM PSYCHOSEX. BEH.. SCREENIN.. REGULA.
05/17/05 AHTONE CHASE NICOTINE D... MED.. GROUPTR.. REGULA.
05/17/05 AKONETOANTHONY & NICOTINE D... MED.. GROUPTR.. REGULA.
05/17/05 ARMSTRONGEZKEKIELROLAND  MICOTINE D.. MED.. GROUPTR.. REGULA.
05/17/05 BEAVER\WAYBURN NICOTINE D... MED.. GROUPTR.. REGULA.
05/17/05 AHDUNKO HORACE B NICOTINE D... MED.. GROUPTR.. REGULA.
05/17/05 TABEYDAVIT OLIVIA MICOTINE D... MED.. GROUPTR.. REGULA.
05/17/05 DUETONEANGELINE NEVAQUAYA  NICOTINE D.. MED.. GROUPTR.. REGULA.
NRM7M5 BOSSMICALE M MICOTIME [ MED GROIPTE BEGII

— Equivalent to SDE screen in BHS v3.0
— This feature is controlled by a site parameter

Mext

Add Edt Delete Bt ‘ Clase ‘

e

21



P—
Reports <=

—

Objective #4: Use the Telnet
Function to access the Reports
menu in BHS v3.0, identify specific
reports, and run a sample Report.

B \ .\

RENONIIYPES)

Patient Listings

&

= * Encounter Reports
= o
» Workload/Activity
Reports
» Problem Specific
Reports

B \ N\

Options for generating lists of
patients by various criteria.

— ACL = Active Client List
— PPL = Placements by @

Site/Patient v

— SEEN = Cases opened but
patient not seen in N days

— TCD =Tally cases
opened/admitted/closed

— DVR = Domestic Violence
Reports (controlled by a
security key)

— ETC.

Patient Listings

TN \ R\
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2

Encounter
Reports

S

N
N
\\\\\

N
(\\\\ O\

W
N

S
N

* LIST = List Visit Records

* GEN = List Behavioral Health
Records (General
Retrieval)

« BILL = Potentially billable
Behavioral Health visits

« ETC.

D \ .\

Workload/Activity Reports
GRSL1 = Activity Report
(GARS#1)
ACT = Activity Reports Count

* PROG = Program Activity
Time Reports

FACT = Frequency of
Activities

FCAT = Frequency of
Activities by Category

TN \ k\

Problem Specific Reports

¢ SUI = Suicide Report by
Age and Sex

« ABU = Abuse Report by
Age and Sex

¢ SSR = Suicide Aggregate
Report - Standard

23



¢ 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.

Wi Real Life Examples

\

T
= %= Select Telnet Option

Plesse press <BETURN> to access the computer. Thank you.

=Log on to RPMS

L E===== RN )
{ )

1 )
i i
{{ WELCOME TO THE 5X COMPUTER Hy
i
(LU= ) I )

=Select BHS v3.0

olume set: SXC UCI: PRD Dewice: 75 (JTALEXANDERPIII-10S9-161.223.90,163)

CCESS CODE: |

=Select RPTS option

20 HEAP s

2 X = =\
/( -

3 3 Objective #5:
mgl__‘]ﬁ Routinely export

behavioral health
data to HQ using

EXPORTING the Export Utility

menu.

TN \ R\




Exporting Data

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

GEN Generate BH Transactions for HQ
DISP Display a Log Entry

PRNT Print Export Log

RGEN Re-generate Transactions

RSET Fe-zet Data Export Log

CHE Check Records Before Export
ERRS Print Error List for Export
QUTP Create OUTPUT File

Select Export Utility Menu Option:

CHK, Clean

Select CHK — Check Records
before Export

This program will ~eview all records that have been posted to the BH
database since that last export was done. It will review all ~ecods that

we'e posted from the day after the last date of that run up until 2 days ago.

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

TN “‘. kl‘...---__>

Generate Transactions for HQ

This routire wi.l generate BH transactions to be zent to HQ
The transactions are for records posted since the last tine you did an
export up Lnzil yesterday.

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

Select “GEN” then type information as requested.

TN “" R.‘...---_>
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DISP — Display

Log Entry & B

» Enter beginning date for the Transaction
 Print a copy of the log and store it according to
agency guidelines
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ERRS — Error List for Export

Use to review all records that have been
posted to the database and are still in
error AFTER the latest Export.

FEB 13,2004 12:00  VOODWARD,TZSSA .YV 123455 M OUTPATIENT 11
ERROR: E008-AREA SU COMM CODZ INVA.ID

MAR 31,2004 13:00  WOODWARD,TzSSR .YV 123455 M OUTPATIENT 11
ERROR: E003-AREA SU COMM CODZ INVA.ID

-

Transmit

Send transactions
according to your
program’s
established routine.
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Review of Objectives

1. Set Up

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

2. Patient-Related 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. BH 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.
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Review of Objectives

4. Reports

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

5. Exporting

Export behavioral health data to headquarters
using the Export Utilities menu.
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Wrap Up

e Questions?

* Training Evaluation

» Help Desk
(888) 830 — 7280 '
support@ihs.gov
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