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1.0 Introduction

The Behavioral Health System is a module of the Resource and Patient Management
System (RPMS) designed specifically for recording and tracking patient care related
to behavioral health. The new Behavioral Health System (BHS) version 4.0 includes
functionality available in the previous versions of the RPMS behavioral health
software plus multiple new features and an enhanced graphical user interface.

Many behavioral health providers co-located in a primary care setting at facilities that
have deployed the RPMS Electronic Health Record (EHR) have transitioned to the
EHR to document their services and support integrated care. However, a large
number of behavioral health clinicians are located at facilities that do not use the
EHR. For these providers, BHS v4.0 can be utilized as a “standalone” yet integrated
module within the RPMS suite of clinical and practice management software.

Behavioral Health System v4.0 offers: Opportunities for improved patient outcome
and continuity of care

e Opportunities for improved continuity of care and health outcomes

e Standardized documentation

e Tools to meet regulatory and accreditation standards and reporting requirements
e Revenue enhancement

e Report generation for care management, program management, and clinical data
to inform prevention activities and support local and national initiatives

While this package is integrated with other modules of RPMS, including the Patient
Care Component (PCC), the package uses security keys and site-specific parameters
to maintain the confidentiality of patient data. The package is one major module:

e Behavioral Health Data Entry Menu: Use the Behavioral Health Data Entry
menu for all aspects of recording data items related to patient care, case
management, treatment planning, and follow-up.

1.1 Primary Menu

The primary menu option for this package is IHS Behavioral Health System
(AMHMENU).

User Manual Addendum Introduction
May 2016



Behavioral Health System (AMH) Version 4.0 Patch 6

KAEAEEAXEAAXEAAXAXEAAXAAXAAXAAAXAAXAAAAAXAAAXAAAXAAAXAAXAAXX

*x IHS Behavioral Health System *x

B T e S

Version 4.0 (Patch 6)

DEMO INDIAN HOSPITAL

DE Behavioral Health Data Entry Menu ...
RPTS Reports Menu ...
MUTL Manager Utilities ...

Select Behavioral Health Information System Option:

Figure 1-1: Options on the IHS Behavioral Health System menu

1.2 Preparations

The Behavioral Health Program Manager should meet with the Site Manager to set
site-specific parameters related to visit sharing and the extent of data transfer to PCC.

In order for data to pass to PCC, the site manager will add Behavioral Health to the
PCC Master Control file. In addition, each user of this package must have a FileMan
access code of M.

The Site Manager will need to add a BHS mail group using the Mail Group Edit
Option. Add this mail group to the AMH Bulletins using the Bulletin Edit Option.
Members of this mail group will automatically receive bulletins alerting them of any
visits that failed to pass to PCC.

1.3 Security Keys

Security keys should only be assigned to personnel with privileged access to
confidential behavioral health data. Program Managers should meet with the Site
Manager when assigning these keys.

Table 1: Security Keys

Key Permits Access To
AMHZMENU Top-Level menu (AMHMENU)
AMHZMGR Supervisory-Level/Manager options
AMHZ DATA ENTRY Data Entry module
AMHZ RESET TRANS LOG Reset the Export log
AMHZDECT Data Entry Forms Count Menu option
AMHZHS BHS Health Summary Component
AMHZRPT Reports Module
AMHZ DV REPORTS Screening Reports
AMHZ SUICIDE FORM ENTRY Suicide Form Data Entry Menu
AMHZ SUICIDE FORM REPORTS | Suicide Form Reports Menu
AMHZ DELETE RECORD Delete unsigned records
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Key Permits Access To
AMHZ DELETE SIGNED NOTE Delete records containing signed notes
AMHZ UPDATE Update the locations the user is permitted to access
USER/LOCATIONS
AMHZ CODING REVIEW Review records to ensure accurate coding
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2.0 Orientation
The following provides information about using the Roll and Scroll RPMS
Behavioral Health System and the RPMS Behavioral Health System Graphical User
Interface (GUI).
2.1 Standard Conventions (Roll and Scroll)
2.1.1 Caps Lock
Always work with the Caps Lock on.
2.1.2  Default Entries
Any time a possible answer is followed by double slashes (//), pressing the Return
key will default to the entry displayed. If you do not want to use the default response,
type your new response after the double slashes (//).
Do you want to display the health summary? N// (No Health Summary will be
displayed.)
Figure 2-1: Default entry screen showing accepting the default
2.1.3 Help
Online help can be obtained at any data entry field by typing 1, 2, or 3 question marks
(?,??,7?7?). If available, a narrative description of the expected entry or a list of
choices will appear.
2.1.4  To Back Out
Pressing the number 6 while holding down the shift key will generate the caret ()
symbol. This symbol terminates the current action and backs you out one level.
2.1.5 Exit
Type HALT at a menu option prompt to exit from RPMS at any time.
Type RESTART at a menu option prompt to bring you out to the “Access Code:”
prompt.
Type CONTINUE at a menu option prompt to exit from RPMS and to return to the
same menu you were using when you next sign on to RPMS.
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2.1.6  Same Entries
For certain types of data fields, primarily those that use lists of possible entries (such
as facilities, diagnoses, communities, patients, etc.), press the spacebar key and then
the Return key to repeat the last entry you used at the prompt.
2.1.7  Lookup
Be careful of misspellings. If unsure of the spelling of a name or an entry, type only
the first few letters. RPMS will display all choices that match those beginning letters.
Example:
PATIENT NAME: WARM
1 WARMAN,BARRY M 05-05-1989 054270542 PIMC 101623
SE 101624
2 WARMAN,CHRIS Y F 06-16-1954 001290012 PIMC 100039
HID 100040
SE 100041
Figure 2-2: Patient lookup screen
2.1.8 Pause Indicator
The <> symbol is usually displayed when a multiple page report reaches the bottom
of a display screen and there are additional pages in the report. Press the Return key
to see the next page or type a caret (*) to exit the report.
2.1.9 Dates and Times
You can enter dates and times in a number of formats. If the system prompts for a
date alone, the acceptable formats are:
e T (today)
o 3/28
o 0328
o 3-28
o 3.28
e T-1 (yesterday)
e T-30 (a month ago)
e T+7 (aweek from today)
Note: If you do not enter the year, the system defaults to the
current year.
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If the system prompts for time, anything between 6 AM and 6 PM will be recorded
correctly by entering a number or military time. Between 6 PM and 6 AM, use
military time or append the number with an A or P.

Example: 130 (1:30 PM)
130A (1:30 AM)

If the system prompts for both date and time, the acceptable formats are:

Example: T@1 (Today at 1 PM)

4/3@830
2.1.10 Stop
To stop a report while it is in processing mode or if you need an emergency out, press
C-Ctrl and you will immediately exit from the program.
2.1.11 Delete
Typing the at sign (@) in a field containing data, will delete the existing data in that
field.
2.2 ListMan (Roll and Scroll)
The BHS Reporting program uses a screen display called ListMan for review and
entry of data. The system displays data in a window-type screen. Menu options for
editing, displaying, or reviewing the data are displayed in the bottom portion of the
window.
Even though you might be using a personal computer as a RPMS terminal, you
cannot use the mouse for pointing and clicking to select a menu option.
You can see additional menu options for displaying, printing, or reviewing the data
by typing two question marks (??) at the “Select Option:” prompt. Entering the
symbol or letter mnemonic for an action at the “Select Action:” prompt will result in
the indicated action.
In the following example, two question marks (??) were keyed at the “Select Action:”
prompt to see the list of secondary options available.
Update BH Forms Mar 29, 2001 11:50:37 Page: 1 of 1
Date of Encounter: Tuesday MAR 27, 2001
# PRV PATIENT NAVE HRN AT ACT PROB  NARRATIVE
1 DKR W&&RMAN,RAE SE100003 31 F32.0 MAJOR DEPRESSIVE DIS
2 DKR e — 60 36 95 RPMS BH TRAINING
3 DKR e — 30 32 F42. HOARDING DISORDER
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?? for more actions

AV  Add Patient Visit DE Delete Record AP Appointments

AC Add Adm/Comm Activity PE Print Record MM Send Mail Message
ED Edit Record HS Health Summary Q Quit

OT  Other Pat Info SO  SOAP/CC Edit

DS Display Record SD  Switch Dates

Select Action: AV//??

The following actions are also available:

+ Next Screen FS First Screen SL Search List

- Previous Screen LS Last Screen ADPL Auto Display(On/0ff)
UpP Up a Line GO Go to Page QU Quit

DN Down a Line RD Re Display Screen

> Shift View to Right PS Print Screen
< Shift View to Left PL Print List

Figure 2-3: ListMan secondary options screen
At the “Select Action” prompt, you can do the following:
e Use aplus sign (+) in a display that fills more than one page to see the next full
screen (when you are not on the last screen).

e Use aminus sign (-) to display the previous screen (when you are not on the first
screen). This command will only work if you have already reviewed several
screens in the display.

e Use the up arrow key on your keyboard to move the screen display back one line
at a time.

e Use the down arrow key on your keyboard to move the screen display forward
one line at a time.

e Use the right arrow key on your keyboard to move the screen display to the right.
e Use the left arrow key on your keyboard to move the screen display to the left.

e Use FS in a multi-page display to return to the first screen of the display.

e Use LS in a multi-page display to go to the last screen in the display.

e Use GO and the page number of a multi-screen display to go directly to that
screen.

e Use RD to redisplay the screen.
e Use PS to print the current screen.
e Use PL to print an entire single or multi-screen display (called a list).

e Use SL to be prompted for a word that you wish to search for in the list. Press the
Return key after your word selection to be moved to the first occurrence of the
word. For example, if you were many pages into a patient’s Face Sheet and
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wanted to know the patient’s age, you could type SL, then type age, and press the
Return key to be moved to the age field.

e Use ADPL to either display or not display the list of menu options in the window
at the bottom of the screen.

e Use QU to close the screen and return to the menu.

2.3 ScreenMan (Roll and Scroll)

2.3.1  Using the ScreenMan Window

When using ScreenMan for entering data, press Enter to accept defaulted data values
or after you enter a data value into a field. The tab or arrow keys can be used for
moving between fields or for bypassing data fields for which you do not want to enter
a value. The system automatically fills in much of the demographic information when
you enter patient, program, and course of action fields during the preliminary data
entry process. In addition, if program defaults have been set, the system displays that
information on the screen.

* BEHAVIORAL HEALTH VISIT UPDATE * [press <F1>E when visit entry is complete]
Encounter Date: OCT 1,2009 User: THETA,SHIRLEY
Patient Name: ALPHAA,CHELSEA MARIE DOB: 2/7/75 HR#: 116431

Display/Edit Visit Information Y Any Secondary Providers?: N

Chief Complaint/Presenting Problem:

SOAP/Progress Note <press enter>: Comment/Next Appointment <press enter>:
PURPOSE OF VISIT (POVS) <enter>: Any CPT Codes to enter? Y

Activity: Activity Time: # Served: 1 Interpreter?

Any Patient Education Done? N Any Screenings to Record? N

Any Measurements? N Any Health Factors to enter? N

Display Current Medications? N MEDICATIONS PRESCRIBED <enter>:

Any Treated Medical Problems? N Placement Disposition:

Visit Flag: Local Service Site:

COMMAND: Press <PF1>H for help Insert

Figure 2-4: Using ScreenMan sample screen 1

If you make a change or new entry on the form, press Enter to record the change. A
confirmation dialog box might appear for further information. If necessary, a pop-up
window might appear for further entry of information. For example, in the above
example, typing Y at the “Any Secondary Providers” prompt indicates that there was
a secondary provider; but you must press Enter after typing Y to open the dialog box
and record the secondary provider information.
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Type E and press Enter to close the screen, after all the required data has been
entered. Type Y to save any changes.

2.3.2  Using the Pop-up Window
Press Enter to move between fields, when inputting data in a screen. Press Tab to
move to the “Command” prompt (Close option by default). Press Enter to close the
screen and return to the original data entry screen.
*xkkskxx  ENTER/EDIT PROVIDERS OF SERVICE — *ss
Encounter Date: MAR 27,2001 User: RHOOOO,DOROTHY K
Patient Name: MUUUUU,SALLY
PROVIDER: SIGMA,STEPHEN A <TAB> PRIMARY/SECONDARY: PRIMARY  <TAB>
PROVIDER: MUUUU,GRETCHEN  <TAB> PRIMARY/SECONDARY: SECONDARY <TAB>
PROVIDER: <TAB>  PRIMARY/SECONDARY:
PROVIDER: PRIMARY/SECONDARY :
Close Refresh
Enter a command or *~" followed by a caption to jump to a specific Ffield.
COMMAND: Close [RET] Press <PF1>H for help Insert
Figure 2-5: Using ScreenMan, sample screen 2
Press Enter to open a text editor screen.
e o D D D D S e +]
] ***x*x*x  Enter/Edit Clinical Data ltems ******
i Encounter Date: MAR 27,2001 User: SMITH, STANLEY K. ]
! Patient Name: JONES,ARTHUR DOB: 8/1/84 HR#: 101813 '
i CHIEF COMPLAINT: Alcohol Dependence
! S/0/A/P: [RET]
i
Figure 2-6: Using ScreenMan, sample screen 3
2.4 Full Screen Text Editor (Roll and Scroll)
While many of the data entry items in the Behavioral Health system are coded entries
or items selected from a table, there can be extensive text entry associated with
clinical documentation, treatment plans, intake documents, etc. RPMS has two text
editors, a line editor and a full screen editor. Most users find it more convenient to use
the Full Screen Text Editor.
In many ways, the Full Screen Text Editor works just like a traditional word
processor. The lines wrap automatically, the up, down, right, and left arrows move the
cursor around the screen, and a combination of upper and lower case letters can be
used. On the other hand, some of the conventions of a traditional word processing
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program do not apply to the RPMS full screen editor. For example, the Delete key
does not work. Delete text by moving one space to the right of the error and
backspacing to remove the erroneous entry.

You have the option when entering a lengthy narrative is like typing the narrative in a
traditional word processing application like Word or Word Perfect and paste the text
into the open RPMS window.

Listed below are the most commonly used RPMS text editor commands:

What is Needed Use These Keys

Delete a line (extra blank or text) PF1(F1) followed by D
Join two lines (broken or too short) PF1(F1) followed by J
Save without exiting PF1(F1) followed by S
Exit and save PF1(F1) followed by E
Quit without saving PF1(F1) followed by Q
Top of text PF1(F1) followed by T

Below is a sample Text Edit screen:

::[ WRAP ]::[ INSERT ]::::::::< S/0/A/P >:::::::::::::[ <PF1>H:He|p ]::::
This is a demonstration of how to type and use the full screen editor.
When all relevant information has been entered, press [F1]E

<=== T T T T T T T T> T
Bottom of text PF1(F1) followed by B

Figure 2-7: Using Text Editor, sample screen 1

Press F1 and type H to display all available commands for the RPMS Full Screen
Editor. Type a caret () to exit the Help screens.

* BEHAVIORAL HEALTH VISIT UPDATE * [press <F1>E when visit entry is

complete]
Encounter Date: OCT 1,2009 User: THETA,SHIRLEY
Patient Name: ALPHAA,CHELSEA MARIE DOB: 2/7/75 HR#: 116431
Display/Edit Visit Information Y Any Secondary Providers?: N
Chief Complaint/Presenting Problem:
SOAP/Progress Note <press enter>: Comment/Next Appointment <press enter>:
PURPOSE OF VISIT (POVS) <enter>: Any CPT Codes to enter? Y
Activity: Activity Time: # Served: 1 Interpreter?
Any Patient Education Done? N Any Screenings to Record? N
Any Measurements? N Any Health Factors to enter? N
Display Current Medications? N MEDICATIONS PRESCRIBED <enter>:
Any Treated Medical Problems? N Placement Disposition:
Visit Flag: Local Service Site:
User Manual Addendum Orientation

May 2016
10




Behavioral Health System (AMH) Version 4.0 Patch 6

COMMAND: Press <PF1>H for help Insert

Figure 2-8: Using Text Editor, sample screen 2

e If the cursor is at the “COMMAND” prompt, type E and S to save and exit the
data entry screen.

e |f the cursor is not at the “COMMAND” promp, press the F1 key and type E.
These commands will also save the data and exit the data entry screen.

2.5 Word Processing Editors (Roll and Scroll)

If you see what is displayed in the following example when entering a word
processing field, then your default editor has been set to the RPMS line editor.

1>

Figure 2-9: RPMS line editor default

You can change to the full screen editor, as follows:

1. Atany menu prompt, type TBOX. ToolBox is a secondary menu option that all
users can access but do not normally see on their screen.

DE Behavioral Health Data Entry Menu ...
RPTS Reports Menu ...
MUTL Manager Utilities ...

Select Behavioral Health Information System Option: TBOX User®s Toolbox

Change my Division

Display User Characteristics
Edit User Characteristics
Electronic Signature code Edit
Menu Templates ...

Spooler Menu ...

Switch UCI

TaskMan User

User Help

Select User®s Toolbox Option: Edit User Characteristics

Figure 2-10: Change the Text Editor, Step 1

2. Atthe “Select User’s Toolbox Option” prompt, type Edit User Characteristics
and a window will be displayed.

3. Press the down arrow key on your keyboard to move to the Preferred Editor field.
To change your preferred editor to the Screen Editor, type SC. Continue to press
the down arrow until the cursor reaches the “Command:” prompt.
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4. At the “Command” prompt, type S and press Enter to save your changes. Type E
and press Enter to Exit the screen. The Edit User Characteristics screen and fields.

EDIT USER CHARACTERISTICS

NAME: SIGMA,SAMANTHA A PAGE 1 OF 1
INITIAL: SAS PHONE:
NICK NAME: OFFICE PHONE:

VOICE PAGER:
DIGITAL PAGER:

ASK DEVICE TYPE AT SIGN-ON: DON*®T ASK
AUTO MENU: YES, MENUS GENERATED
TYPE-AHEAD: ALLOWED
TEXT TERMINATOR:
PREFERRED EDITOR: SCREEN EDITOR - VA FILEMAN

Want to edit VERIFY CODE (Y/N):

Exit Save Refresh

Enter a command or "~" followed by a caption to jump to a specific Ffield.

COMMAND: S Press <PF1>H for help Insert
E

Figure 2-11: Change the Text Editor, steps 1-4

Note: Section 2.4 provides more information on using the Full
Screen Text Editor.

2.6 Pop-up Windows (GUI)

The application displays pop-up windows that have the same functional controls on
them. Generally, these are Crystal Report windows.

User Manual Addendum Orientation
May 2016

12




Behavioral Health System (AMH) Version 4.0 Patch 6
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Figure 2-12: Sample pop-up window

Scroll through the text on the current page by doing one of the following:
e Use the scroll bar.

e Double click on any line of text. Then you can use the up and down arrows (on
your keyboard) to scroll.

The information on the last line of the pop-up window displays the Current Page
(being displayed), the total number of pages, and the zoom factor (of the text of the

pop-up).

|C|.rra1tPagE Mo.: 1 I‘I’nlzi Page No.: 1+ Zoom Factor: 100%

Figure 2-13: Sample last line on the pop-up window

The pop-up window only displays the first page (when you first access the window).
If there is more than one page, use the “Next Page” and “Last Page” buttons to move
to that page. Otherwise, specify the page number to move to. Section 2.6.2 provides

more information on buttons on the toolbar.

2.6.1  Buttons on Title Bar
The Minimize, Maximize, and Exit Program buttons on the upper right function just
as their Windows equivalents.
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2.6.2

Buttons on the Toolbar
The following describes the functions of the various buttons on the toolbar.

Note: The Close Current View () button does not function.

Print Report Button

Use the Print Report button to output the text on the pop-up window.

1. Click the Print Report (=2) button

2. The Print dialog box displays.

" Pages: |12 I Collate
Enter sither a single page number or a single 1=
page range. Forexample, 512 =

[ em ] come

Figure 2-14: Sample Print dialog box

This is the same Print dialog box as the Windows equivalent. Here you select the
printer, number of copies, page range, and other properties used to output the
contents of the pop-up.

Move to Page Buttons

The Move ToPage (* * * *) buttons provides the means of going to adjacent
pages in the text of the pop-up.

From left to right, the buttons do the following: go to the first page, go to the previous
page, go to the next page, go to the last page.
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Go To Page

Use the Go To Page button (1) to specify a page to move to.

After clicking the Go To Page button, the application displays the Go To Page dialog
box.

x
Please specify the page number:

o |
Cance|

Figure 2-15: Go to Page dialog box

a. Type the page number to go to in the Free Text field.

b. Click OK and the particular page of the pop-up displays. (otherwise, click
Cancel.).

c. Ifyou specify a page outside the range of pages on the pop-up, the application
will display a blank page.

Find Text
Click the Find Text ( # -) button to access the Find Text dialog box.
I x|

Find what:

| Erdet |
Cancel I

Figure 2-16: Find Text dialog box

a. Inthe field, type the text to search for in the pop-up window.
Click Find What to search for the text screen. (Otherwise, click Cancel.)

c. The Find Next function causes the application to search the text of the pop-up
for the text string and to highlight the line of text containing the first
occurrence of the text string.

d. Keep clicking Find Next to search for the next occurrence of the text string.

e. When there are no other occurrences, the system displays the “Crystal Report
Windows Forms Viewer” information message that states that the application
has finished searching the document. Click OK to close the information
message. The focus returns to the Find Text dialog box.
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2.7

Zoom Button
Use the Zoom button to change the size of the text.
1. Click the Zoom () button.
2. Select a new size from the drop-down list.
This action changes the size of the text of the pop-up (for easier reading, for

example). This setting does not affect the output of the pop-up.

Using the Calendar (GUI)
Date and time fields exist throughout the GUI (Figure 2-17).

Casn dided [1ske iC

Figure 2-17: Sample Date and Time field

There are multiple ways to set a date and time field.

e Type in the field:

Type M in the day item set the day to Monday
Type 09 in the month item changes the month to September

e Place the cursor in an item (day of week, month, etc.) and press the up or down
arrow keys to step through the available options.

Otherwise, follow these steps:

1. Click the date field’s drop-down list to display the calendar.

EN oOctober. 2006 [

Sun Mon Tue 'wWed Thu Fri Sat
2 2= 2B 27 28 2 30
1 2 3 4 5 B 7
g 9 10 11 12 13 14
15 16 17 18 m 20 A
22023 24 25 2% & 28
29 330 31 2 3 4

=5 Today: 10/19/2006

Figure 2-18: Sample Calendar for Date Field

2. The calendar always indicates the date for today.

3. Change to another date by clicking on it. The selected date will display in the
Date field.
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4. Use the left or right arrow key to move from month-and-day to the next month-
and-day.

5. To change the year, click the year label and click the up and down button to step
through the years.

EUI]BE

Figure 2-19: Change Year

6. To display the previous or next month’s calendar, click the left or right arrow
button.

7. To display a specific month, click the month label, and select from the list
displayed.

January
February
March
April

Mavy

June

July
augusk
September
Ockober
Movernber
Cecember

Figure 2-20: List of Months to Select
8. Right-click the month label to select Go to Today and return to today’s date.
9. Press the up or down key to step through the calendar week by week.

10. Press the left or right arrow key to step through the calendar day by day/

2.8 Using the Search Window (GUI)

Several fields in the application have a drop-down list that accesses a search window.
For example, the Community field would access the Community search window.
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_infx
Community
Search Sting || Y Cearch I
Community |
Most Recently Selected

o’ OK | 54 Close .

Figure 2-21: Community search window
This type of window has similar functionality for other fields.
Click Close to dismiss the window and you return to the previous window.

1. Atthe Search String field, type a few characters of the search criteria.
2. Click Search to cause the retrieved records to display in the Community list box.

3. Select arecord and click OK to populate the appropriate field on the open form.
(Otherwise, click Close.)

4. Another way to populate the field is to select a record in the Most Recently
Selected list box and click OK.

2.9 Using the Search/Select Window (GUI)

Several fields in the application have a drop-down list that accesses a search/select
window.

For example, the Add button on the POV tab of the Visit Data Entry screen displays
the dialog box below/
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[ =101 xj
POV
Sewcnsor | EeE
POV Salacied bams
POV | Haatve |
=)
bixgt Racently Selacied
POV | Maratce

v OK P

Figure 2-22: Sample Search/Select window

The following describes how to use this window. Other search/select windows
work in a similar manner (for example Secondary Provider).

Use the Close button to dismiss the window and you return to the previous
window.

1. At the Search String field, type a few characters of the search criteria
2. Click Search and the retrieved records display in the POV list box.

3. To add one or more records from the POV group box to the Selected Items list
box, click the right-pointing arrow button.

4. To add one or more records from the Most Recently Selected list box to the
Selected Items list box, click the right-pointing arrow button.

5. Similarly, you can remove one or more selected records from the Selected Items
list box by clicking the left-pointing arrow button.

6. When the Selected Item list box is complete, click OK. (Otherwise, click Close.)
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2.10 Using the Multiple Select Window (GUI)

Several fields in the application have a drop-down list that accesses a multiple select
window. For example, the AXIS IV select window, as shown below.

[Hisebstance =10/ x]
Substonce Schectod Rems
Subtance | Subsare |
ACETAMINOPHEN (EG. TYLEMOL)
ALCOMOL

AMPHETAMINE/STIMULANT

ASPIRIN OR ASPIRIN-LIEE MEDICATIONS
NON-FRESCRIBED OPIATES (HERQIN)

OTHER

DTHER ANTIDEPRESSANT

OTHER CVER-THE-COUNTER MEDICATIONS
OTHER PRESCRIPTION MEDICATION
PRESCRIBED OPLATES (MARCOTICS)
SEDATIVES/BENZODIAZEPINES /BARBITURATES
TRICYCLIC ANTIDEPRESSANT (TCA)

=
57

o OH |Elm¢ |

Figure 2-23: Sample AXIS IV multiple select window

Use the Close button to dismiss the window.

1. To add one or more selected items in the Substance list box to the Selected Items
Substance list box, click the right-pointing arrow. Select more than one code by
holding down the Ctrl key and selecting the next code.

2. To move one or more selected records from the Selected ltems Substance list
box to the Substance list box, click the left-pointing arrow.

3. When the Selected Item list box is complete, click the OK.

User Manual Addendum Orientation
May 2016

20



Behavioral Health System (AMH) Version 4.0 Patch 6

2.11

2.12

2.12.1

Free Text Fields (GUI)

Free Text fields are those fields that you can type information into; those types of
fields do not have a drop-down list from which to select an option to populate it.

An example of the free text field is the Axis Il field on POV tab of the Visit Data
Entry dialog box.

There is a context menu to aid in editing the text.

Liredo

Cuk
Copry
Paste
Delete

Figure 2-24: Right-Click Menu to Aid in Editing Text

These options operate just like those in any Windows application. Here are the
meanings of the actions:

e Undo: removes the last edit action.

e Cut: removes the selected text from its current position and places it on the
clipboard.

e Copy: copies the selected text and places it on the clipboard (the text is NOT
removed).

e Paste: copies the contents of the clipboard and places it in the field at the current
cursor position.

e Delete: removes the selected text from its current position.
e Select All: highlights all of the text in the current field.

Note: If you have a long Free Text field, you could type the
contents of the field in a word processing application; here
you can check the spelling and view the entire text string.
Then, copy the text string in the word processing
application and paste it in the Free Text field.

Selecting a Patient

The following provides information about selecting a patient in Roll and Scroll as
well as the RPMS Behavioral Health System (GUI).

Patient Selection (Roll and Scroll)
The application displays the “Select Patient” prompt.
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e Type a few characters of the patient’s last name (at least 3), Social Security
Number (SSN), Health Record Number (HRN), or date of birth (use format
MM/DD/YYYY).

e The application will accept either form of the patient’s name in the search criteria:
LASTNAME,FIRSTNAME or LASTNAME, FIRSTNAME (space after the
comma).

2.12.2 Patient Selection (GUI)
Select a patient in the following circumstances:

e When no patient has been selected and you select the “One Patient” option (such
as under Visit Encounters)

e When you want to change patients. Change patients by selecting Patient | Select
or by right-clicking on the menu tree.

In either case, the application displays the Select Patient dialog box.

=loix

1~ Patient Lookup Options [Last Mame, First-Chadt-DOB(1./1 /2008 Matches 1
[ oDisphy || []ALL =l
Patient List — ]
i) Help ¥ Clea

Figure 2-25: Select Patient dialog box

e Use the Help button to access the online help for this dialog box.

e Use the Clear hutton to remove all data from the Patient List box and from the
text box near the top.

1. Atthe field, type a few characters of the patient’s last name (at least 3), Social
Security Number (SSN), Health Record Number (HRN), or date of birth (use
format MM/DD/YYYY) in the Patient Lookup Options field.

The application will accept either form of the patient’s name in the search criteria:
LASTNAME,FIRSTNAME or LASTNAME, FIRSTNAME (space after the
comma).
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2.13

2. Determine the number of matches by selecting an option from the Matches drop-
down list (the default is All).

3. Click Display.

4. The application retrieves the valid candidates and displays them in the Patient
List box. If there are no candidates, then the list box remains empty. In addition, a
message will display in the bottom left corner stating: 0 records found.

-ioix

- Patient Lockup Oplions [Last Mame, Fiest-Chart-DOB{1/1/2008) Matches |
[DEMO. o/Disply || AL |

- Patient List
Patient Name | s5m | Chans | pos | Sex»
DEMOAMILYA PEARL HARTER ML, 000040821 10675 06/30/200% F
DEMOALISTIN WATYNE “SENSITIVE™ 192640 “SENSITIVE™ M
DEMO.DARRELL LEE ldnd-0208 17305 09/2311565 M
DEMO.DOROTHY ROSE 111 993333 1051051342 F
DEMO.JAMES WILLLAM 192636 114051997 M
DEMO JOHM HEHAEAZN 55 12401/2008 M
DEMOJUAMITA MATSISTA RODRL,.  M000H0-4949 11303 04/08/1%5 F
DEMOL DEE DEMOLENNYDEE 20003040527 201688 05/08/1943 F =
DEMO.LEMNY DEE M0 0827 201688 05./06/1943 F
DEMO,LOIS JEAMMETTE MO E267 180335 D2/16/1995 F
DEMOMINMIE P TOMAHCOT REBE.., 200000808 113487 0701 /71966 F
DEMOMEWBORN DEMONEWBOR. , Rd0xid4321 47654 1140472009 F
DIEHD.NEWBDHNN 00044321 4754 qmmmg Fo=l
L [
k) Help | 7 Clea

19 Record(s) Found

Figure 2-26: Sample Select Patient dialog box
5. Use the scroll bars to scroll through the retrieved names.

6. Double-click the patient to use. The selected patient becomes the active patient.

Sensitive Patient Tracking

As part of the effort to ensure patient privacy, additional security measures have been
added to the patient access function. Any patient flagged as Sensitive will have access
to the patient’s record tracked. In addition, warning messages will be displayed when
staff (not holding special keys) accesses these records. If the person chooses to
continue accessing the record, a bulletin is sent to a designated mail group. For
further information on Sensitive Patient Tracking please see the Patient Information
Management System (PIMS) Sensitive Patient Tracking User Manual.

If a patient is listed as Sensitive in the Sensitive Patient Tracking application, the
word SENSITIVE will be displayed in Social Security, Date of Birth, and Age
columns on the Select Patient dialog box.
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GUI Example

[ Select Patient =181l

~ Patient Lockup Dptions [Last Mame, First-Chae-DOB[1,/1/2008) ~ Matches
[DEMD. [0y || oL =l

~ Palient List
Patient Name | ssM | Chart | Dog | Sex <
DEMOAMILYS PEARL HARTERMI.. roodvod-0Ezl 106735 06/30/2008 F
DEMO.ALUSTIN \WivME =SENSITIVE™ 192640 “SEMSITIVE™ M
DEMO.DARRELL LEE 0208 1M7306 09/2311586 M
DEMO.DOROTHY ROSE 1IN 999353 10101342 F
DEMOJAMES WILLLAM 192636 11/051537 M
DEMOJOHN ol w12 55 12401 F2008 M
DEMOJUAMITE MATSISTA RODRL..  =dddd-4949 1180E3 04,/08/1365 F
DEMO.L DEE DEMOLENNY DEE Sl 0627 2NEEE 05/08119343 F =
DEMO LENNY DEE P | ¥ 20655 05/06/1943 F
DEMO.LOIS JEANMETTE S E26T 10058 02161995 F
DEMO.MINMIE P TOMAHCOT REBE.., adedd 0808 113457 0701 1966 F
DEMOMEWEBORN DEMOMNEWEBOR.., »0didd4321 qA7EES 11./04/2009 F
D-IEH 0.MEWEBORNN e 32 9A7654 1I1mmm9 F_lL|
4 [
¢ Help | K Cleas |

19 Recond(s) Found

Figure 2-27: Sample Select Patient dialog box showing sensitive patient

Below is the warning message you receive while in the GUI.

Continue with this Record = ill

WARNING RESTRICTED RECORD This necord is protected by the Privacy Act of 1974 & Health Insurance Portabiity &
Accountablity Act of 1996, IF you elect bo procesd, you must prove you have a need to know, Access bo this patient is
tracked and vour Security Officer will contact you fior your justification.

D= e |

Figure 2-28: Warning message displayed in GUI

Click Yes to access the patient’s record. (Otherwise, click No. In this case you return
to the Select Patient dialog box.)

Roll and Scroll Example

There can be two types of messages in Roll and Scroll.

1. The Restricted Record warning message is shown below.

***% WARNING ***
*** RESTRICTED RECORD ***

This record is protected by the Privacy Act of 1974 & Health Insurance
Portability & Accountability Act of 1996. If you elect to proceed, you must
provide you have a need to know. Access to this patient is tracked and your
Security Officer will contact you for your justification.

Figure 2-29: Warning message about restricted record in Roll and Scroll
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2. A simple warning message is shown below.

***% WARNING ***
*** RESTRICTED RECORD ***

Figure 2-30: Shorter warning message in Roll and Scroll

e Press Enter to access the patient’s record.

e Use the caret () to not access the patient’s record.

2.14  Electronic Signature

The following provides information about the electronic signature. This signature
applies to Roll and Scroll as well as the GULI. You use the electronic signature to sign
a SOAP/Progress note, Intake document, and Update document.

2.14.1 Creating Your Electronic Signature
1. Atthe “Select TIU Maintenance Menu Option” prompt, type TBOX.

2. Select the Electronic Signature Code Edit option.

Select TIU Maintenance Menu Option: TBOX User”s Toolbox

Change my Division

Display User Characteristics
Edit User Characteristics
Electronic Signature Code Edit
Menu Templates . . .

Spooler Menu . . .

Switch UCI

Taskman User

User Help

Figure 2-31: Options on the TBOX User’s Toolbox

3. Prompts will appear for the electronic signature on SOAP/progress notes. You
should not enter your credentials (such as MD) under both the block name and
title or it will appear twice. Make sure your signature block printed name contains
your name and (optionally) your credentials.

INITIAL: MGH//

SIGNATURE BLOCK PRINTED NAME: MARY THETA//MARY THETA, RN
SIGNATURE BLOCK TITLE

OFFICE PHONE:

VOICE PAGER

DIGITIAL PAGER

Figure 2-32: Prompts that display at the beginning of the process

4. When the following prompt appears in RPMS:
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Enter your Current Signature Code:

Figure 2-33: Prompt to enter your current electronic signature
The above prompt means you already have an electronic signature code.

5. When the following prompt appears in RPMS:

Enter code:

Figure 2-34: Prompt for a new code
The above prompt is where you enter a new code.

6. Enter a new code (using between 6 and 20 characters) with Caps Lock ON.
However, when you enter the electronic signature (on a note for example), it can
be in lower case. (No special characters are allowed in the code.)

7. If you forget the code, it must be cleared out by your Site Manager; then you must
create a new one. You are the only one who can enter your electronic signature
code.

2.14.2 Electronic Signature Usage
Each patient-related encounter can have only one SOAP/Progress Note with an
electronic signature. Only the primary provider of service can electronically sign the
SOAP/Progress Note, Intake document, or Update document.
e Electronically signed notes with text cannot be edited.
e Blank SOAP/Progress Notes cannot be signed.
Signed SOAP/Progress Notes can only be deleted by users that have the AMHZ
DELETE SIGNED NOTE security key.
An encounter record containing an unsigned note can be edited or deleted.
Electronic signatures do not apply to BH encounters created in the EHR.
Electronic signatures cannot be applied to SOAP/Progress Notes that were created
before the capability of electronic signature was available in BHS. Electronic
signatures do not apply to a visit that was created prior to Version 4.0 install date. In
this case, you get the following message: E Sig not required for this visit, visit is prior
to Version 4.0 install date.
2.14.3 Data Entry Requirements (Roll and Scroll)
The field for electronic signature is part of the MH/SS RECORD file that includes the
date and time the signature was affixed.
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Below is a sample of the electronic signature and date/time stamp in the
SOAP/Progress Note section of the printed encounter record.

/es/ ALPHA PROVIDER
MA. LMSW
Signed: 05/14/2009 13:25

Figure 2-35: Sample date/time stamp for electronic signature

2.14.4 Assign PCC Visit
The application will apply the following check: The visit will not be passed to PCC if
the SOAP/Progress Note associated with the record has not been signed.
When the provider exits the encounter the application will determine if the provider is
the primary provider or not.
e If the current user is the primary provider and is trying to edit/enter the record,
that person is permitted to electronically sign the SOAP/Progress Note.
e If the current user is NOT the primary provider and is trying to edit/enter the
record, that person is not permitted to electronically sign the SOAP/Progress
Note. In this case, the application displays the message: Only the primary
provider is permitted to sign the SOAP/Progress Note. The encounter will be
saved as ‘unsigned.” Additionally, a message will display stating: No PCC Link.
Note not signed.
2.14.5 Signing a Note (GUI)
1. If you have entered a SOAP/progress note, the application displays the Sign?
dialog box.
fsignz X
Do you wank bo sign this SOAP Progress Note Mow?
o |
Figure 2-36: Sign dialog box
e Click No to save the encounter record without a signature to the note.
e Click Yes and the application displays the Electronic Signature dialog box.
~loix]
Electronic Signature
I
[o# ok | 3 0ose |
Figure 2-37: Electronic Signature dialog box
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a. Type your valid electronic signature and click OK. This process saves the
encounter with a signed note.

b. If you enter an invalid electronic signature and click OK, the application
displays the Invalid notice that states: Invalid Signature Code. Click OK and
the focus returns to the Electronic Signature dialog box.

c. Click Close on the Electronic Signature dialog box and the application
displays the Are You Sure? dialog box.

=

Are vou sure you want to Close without Electronscally Signing the Note?

Figure 2-38: Are you Sure dialog box

e Click No and the focus returns to the Electronic Signature dialog box.

e Click Yes and the application displays the Message dialog box.

B
You did not Electronically Sign the note

Figure 2-39: Text of Message

e Click OK. The encounter record will not have a signed note.

2.14.6 Signing a Note (Roll and Scroll)

After you save and exit an encounter record and you have entered a note, the
application asks for your signature.

Enter your Current Signature Code:

Figure 2-40: Prompt asking for your current signature code
e If you use your valid electronic signature, the application saves the encounter
record with a signed note.

e If you use an invalid electronic signature, the application does not save the
encounter with a signed note.

If you edit a visit with a signed note, the application displays a message indicating
that the note cannot be edited.
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The progress note has been electronically signed. You will not be able to
edit
the note.

Figure 2-41: Message about progress note already signed.

If you edit the note with an unsigned note and you are not the primary provider, you
get a message about this situation.

Only the Primary provider is permitted to sign a note.

Figure 2-42: Message about only primary provider can sign a note

2.15 Login to GUI

If this is the first time you login to the GUI, the IHS Behavior Health System Login
dialog box displays.

1HS Behavioral Health System Login ]

RAPMS Sesver: | j

Accecs Code: ]

Verily Code: |
[ Use Windows Authentication

[ ok ] coned
Descaplion
Llze this panel to entes the Acces: and Venly codes that pou use
I log in bo the RPMS server.

|

Figure 2-43: Initial login dialog box

1. Click Edit Connections option on the drop-down list for the RPMS Server field.
The RPMS Server Connection Management dialog box displays.
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RPMS Server Connection Management

Connection | ServerPot | Namespace | Autherication _
APMS Behavioral Health  161.22392251... TEHR RPMS Hew..

1]

Figure 2-44: Sample RPMS Server Connection Management dialog box

2. Click New to create a new connection or select an existing connection and click
Edit.

The application displays the Edit RPMS Server Connection dialog box.

Connechion Name: [
[T Dafaukt RPMS Server Connaction
[~ RPMS Connection Proparties

Server Address/Mame: |

Server Poit: 0

Seqver Namespace: I Use default namespace
[ Use Windows Authentication

Figure 2-45: Sample Edit RPMS Server Connection dialog box

Do not check the Default RPMS Server Connection or Use Windows
Authentication check boxes.

3. At the Connection Name field, type the name of the connection (your choice of
words).

4. At the Server Address/Name field, type the number, including punctuation, of
the server’s IP address. An IP address is typically four groups of two or three
numbers, separated by a period (.), e.g., 161.223.99.999. Your Site Manager will
provide this information.

User Manual Addendum Orientation
May 2016

30



Behavioral Health System (AMH) Version 4.0 Patch 6

5. At the Server Post field, type the number of the server port. Your Site Manager
will provide this information.

6. At the Server Namespace field, consider the following:

If your site has multiple databases on one server, you will additionally need to
type the namespace, which is typically a text string, e.g., DEVEH.

7. At the Use default namespace field, select this checkbox if the Server
Namespace is the default one to use.

After populating the above fields, the Test Connection button becomes active.

8. At the Test Connection field, click this button to display the Test Login dialog
box.

a. Populate the Access Code and Verify Code fields and then click OK.

b. After clicking OK, if the connection is correct, the application displays the
Connection Test message that states: RPMS login was successful.

c. Otherwise, the application will display an error message. Click OK to return
to the Test Login dialog box.

9. After the Edit RPMS Server Connection dialog box is complete, click OK
(otherwise, click Cancel). The OK process saves the information, and this
information displays on the RPMS Server Connection Management dialog box.

10. After the RPMS Server Connection Management dialog box is complete, click
Save (otherwise, click Cancel).

11. After clicking Save on the RPMS Server Connection Management dialog box,
the application displays the IHS Behavioral Health System Login dialog box.

1HS Behavioral Health System Login
RPMS Server RPMS Behavioral Health -

Access Code: |

Verify Code: |
[ Use wWindaws Authentication

oK | Cance |
— Descrption

Lize thiz panel to entes the Access and Venfy codes that you use
ta log i ba the RPMS server.

A

Figure 2-46: Sample login dialog box
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The designated server displays in the RPMS Server field.

12. Type your RPMS access and verify codes. These are the same access and verify
codes that you would use to open any RPMS session.

Do not use the field with the checkbox.

13. Click OK to access the RPMS Behavioral Health System tree. (Otherwise, click
Cancel.)

2.16 RPMS Behavioral Health System Tree
Below is the default display of the RPMS Behavioral Health System tree structure.
[ rPMS Behavioral Health System - DEMO INDIAN HOSPITAL -0 x|
Patient  Preferences RPMS  Exit  Help  About
B Clirucal Actnaties
=]~ Wiewe Fabent Datlas
=1 Wiz Encounters
One Patient
All Faberts
Group Encounitess
Browese Visits
Intake
Caze Management
= Treatment Plans
#]- Suicade Reparting Forms
AdminiztrativeCommurily Activilies
Figure 2-47: Tree structure for the RPMS Behavioral Health System
The tree structure is similar to any tree structure in MS Office.
e Click the - icon to collapse the option. The icon will change to the + icon. The
View Patient Data, Treatment Plans and Suicide Reporting Forms options
are collapsed in the screen capture above.
e Click the + icon to expand the option. The icon will change to the - icon. The
Visit Encounters option is expanded in the screen capture above.
Patient Menu
Use the Patient menu to select the current patient.
Preferences Menu
Use the Preferences menu to select another division as well as change the font on the
main menu tree.
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Preferences | Exit Help &b

Change Manu Fonk

Figure 2-48: Menu options on the Preferences menu

1. Atthe Change Division field, select the Division to use. Use the Change
Division option to change the RPMS Division on the Select Division dialog box.
This option applies to a site that uses more than one RPMS database.

2. At the Change Menu Font field, to access the Font dialog box. Use this option to
change the font on the tree structure.

EOE 21 x]
Eork: Foont style: i

m |H¢=gul-a|

()} Edwardian Scipt ITC 1 |Bold
() Eleghant Bold talic
{) Engiaverz MT
) Eras Bold ITC
{) Evas Demi |TC |

i~ Effects 1 Sample
[ Strikeout
™ Unded haBbY¥yiz
Scripk
] [Wcatcm E|

Figure 2-49: Font dialog box

a. Use the Font dialog box to change the Font name, style, and size of the text
on the tree structure. In addition, you can add effects like “Strikeout” and
“Underline” - these perform like those effects indicated in MS Word. Most
users will change the font size.

b. Change the Script option if you need to the see the text displayed in another
language and you have that language pack installed on the machine you are
using. If the language pack is not installed on your machine, the display does
not change by selecting another script.

c. Click OK to apply your changes to the text on the tree structure. (Otherwise,
click Cancel.)

RPMS Menu

Use the RPMS menu to access the RPMS system (roll and scroll). After clicking the
RPMS menu, the application displays the RPMS Terminal emulator window.
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e Onthe RPMS Terminal Emulator window, select File | Connect to access the
Connect dialog box. Populate the Host field with the IP address and click OK
(note, you do not need to populate any other fields). After clicking OK, you
access the RPMS system. Then, login as you normally do.

e After populating the fields on the RPMS Terminal Emulator window, they
remain the same the next time you logon (the application pre-populates the
required fields).

e After you have completed the activities in RPMS, select File | Exit and you
will return to the GUI part of the application.

Exit Menu

Use the Exit menu to leave the application. The application displays the Exit
information message that asks: Are you sure you want to Edit? Click Yes to exit
(otherwise, click No).

Help Menu

Use the Help menu to access the online help system for the application.

About Menu
Use the About menu to view information about the application (such as its version
number).
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3.0

3.1

Data Entry

This section provides an overview of the data entry process for Roll and Scroll

application and for the RPMS Behavioral Health System (GUI).

Roll and Scroll

Documentation of patient care and documentation of administrative and group
encounters are handled through the Data Entry module of the Behavioral Health
system. We recommend that providers do their own data entry at the time of a patient
encounter. However, a provider can document patient care on a BHS Encounter Form

for data entry later by trained program support staff. Choosing DE from the
Behavioral Health main menu can access the options for data entry.

nnnnnnnnnnnnnnnnnnnnnnn

*x IHS Behavioral Health System *x

AEAEAAAAAAAAAAAXAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAX
Version 4.0 (Patch 6)
DEMO INDIAN HOSPITAL
DE Behavioral Health Data Entry Menu ...
RPTS Reports Menu ...
MUTL Manager Utilities ...

Select Behavioral Health Information System Option: DE

Figure 3-1: Data Entry Module

The DE option has the following options

*x IHS Behavioral Health System *x
RS Data Entry Menu *x

B e s S

Version 4.0 (Patch 6)

DEMO INDIAN HOSPITAL

PDE Enter/Edit Patient/Visit Data - Patient Centered
SDE Enter/Edit Visit Data - Full Screen Mode

GP Group Form Data Entry Using Group Definition

DSP Display Record Options ...

TPU Update BH Patient Treatment Plans ...

DPL View/Update Designated Provider List

EHRE Edit BH Data Elements of EHR created Visit

EBAT Listing of EHR Visits with No Activity Time

SF Suicide Forms - Update/Print

Select Behavioral Health Data Entry Menu Option: PDE

Figure 3-2: Data Entry menu
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3.2

The table below provides an overview of the options on the Data Entry menu.

Option

How Used

Enter/Edit Patient/Visit Data - Patient
Centered (PDE)

Documents a patient encounter and display
all the information required for a single
patient from a single screen.

Enter/Edit Visits Data - Full Screen Mode
(SDE)

Enters the appropriate set of defaults to be
used in Data entry.

Group Form Data Entry Using Group
Definition (GP)

Enters encounter data when the encounter
involves a group of patients.

Display Record Options (DSP)

Displays visit information about particular
encounters.

Update BH Patient Treatment Plans (TPU)

Manages treatment plans for a patient.

View/Update Designated Provider List (DPL)

Updates and manages a provider’s patient
panel.

Edit BH Data Elements of EHR created Visit
(EHRE)

Edits the BH data for a visit that was created
in the RPMS Electronic Health Record
application (EHR).

Listing of EHR Visits with No Activity Time
(EBAT)

Lists the behavioral health EHR visits that
have no activity time.

Suicide Forms - Update/Print (SF)

Updates, reviews, and prints IHS Suicide
forms that have been entered into the BHS
module.

RPMS Behavioral Health System Graphical User Interface

(GUI)

The data entry options are located under the Visit Encounters category on the tree
structure for the RPMS Behavioral Health System (GUI).

[® rPms Behavioral Health System - DEMO INDIAD

Patiert  Preferences RPMS  Ext  Help  About

=10l x|

+- Wiew Pabert Data
=1- Wiz Encounters
Ore Patent
Al F st

Group E ncounbes
Browese Vi
Intske
Cae Management
+ Tieatment Plan:
+]- Sucade Repostng Forms
Auckraniztratree Commimaty Actvities

Figure 3-3: Location of Visit Encounters category on tree structure
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e One Patient: used to manage the visits for the one patient within a particular
date range.

e All Patients: used to manage the visits for all of the patients within a
particular date range.

e Group Encounters: used to manage the Group Encounter data for group
encounters within a particular date range.

e Browse Visits: used to display visit information for the current patient within
a particular date range.
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4.0 One Patient Visit Data

This section provides information on how to manage the visit data of one patient for
the RPMS Behavioral Health System (BHS) Roll and Scroll and the BHS GUI.

There are two ways to enter/edit patient visit data: using the PDE option or the SDE
option on the IHS Behavioral Health System Data Entry Menu.

*x IHS Behavioral Health System *x
wES Data Entry Menu *x

B

Version 4.0 (Patch 6)

SELLS HOSPITAL

PDE Enter/Edit Patient/Visit Data - Patient Centered
SDE Enter/Edit Visit Data - Full Screen Mode

GP Group Form Data Entry Using Group Definition

DSP Display Record Options ...

TPU Update BH Patient Treatment Plans ...

DPL View/Update Designated Provider List

EHRE  Edit BH Data Elements of EHR created Visit

EBAT Listing of EHR Visits with No Activity Time

SF Suicide Forms - Update/Print ...

Select Behavioral Health Data Entry Menu Option: PDE [RET]

Figure 4-1: Options on the IHS Behavioral Health System Data Entry menu
Use this menu for all aspects of recording data items related to patient care, case
management, treatment planning, and follow-up.

4.1 Enter/Edit Patient/Visit Data - Patient Centered (PDE)

Use the PDE option on the Data Entry Menu to add or edit patient visit data. This
option was designed specifically for a provider to document a patient encounter and
to display all the information for a single patient from a single screen.

Follow these steps:
1. Atthe “Select Behavioral Health Data Entry Menu Option” prompt, type PDE.

2. At the “Select patient name” prompt, type the name of the patient to be used.

a. If you enter the name of a deceased patient, the application displays the
patient’s date of death.

***** PATIENT"S DATE OF DEATH IS Jan 14, 2000@20:30
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Ok? Yes//

Figure 4-2: Information about patient’s date of death
e At the “OK?” prompt, type NO and the focus returns to the “Enter Patient
Name” prompt.

e At the “OK?” prompt, type YES and the focus goes to the Patient Data
Entry window.

b. Type the name of a living patient and the Patient Data Entry window displays.

PATIENT DATA ENTRY Mar 11, 2009 17:15:55 Page: 1 of 1
Patient: DEMO,DOROTHY ROSE  HRN: 999999

FEMALE DOB: Oct 10, 1942 AGE: 66 YRS  SSN: XXX-XX-1111
Designated Providers:

Mental Health: Social Services:
A/SA: Other:
Other (2): Primary Care: SMITH,A
Last Visit (excl no shows): OCT 29, 2015 BETAAAA,BJ REGULAR VISIT
F32.3 MAJOR DEPRESSIVE DISORDER, SINGLE EPISODE WITH PSYCHOTIC
FEATURES

Fkdkkkkkxx  LAST 6 AXIS V VALUES RECORDED. (GAF SCORES)  **akx
04/20/2009 04/20/2009 04/22/2009 04/29/2009 05/01/2009 07/01/2009
55 75 33 77 44 65

Pending Appointments:
Select the appropriate action Q for QUIT

AV Add Visit LD List Visit Dates GS GAF Scores

EV Edit Visit TP Treatment Plan Update Ol Desg Prov/Flag/Pers Hx
DR Display Record CD Update Case Data EH Edit EHR Visit

ES Edit SOAP ID Intake Document PPL Problem List Update
DE Delete Visit AP Appointments SN Sign Note

PF Print Encounter Form HS Health Summary TN TIU Note Display

LV Last BH Visit DM Display Meds MM Send Mail Message

BV Browse Visits LA Interim Lab Reports FS Face Sheet

Select Action: Q// Q

Figure 4-3: Sample Patient Data Entry window

The following actions are described under Add/Edit Visit Data - Full Screen Mode
(SDE). Section 4.2 provides more information.

AV - Add Visit

EV - Edit Visit

DR - Display Record

ES - Edit Soap

DE - Delete Visit

PF — Print Encounter Form
ID — Intake Document

AP — Appointments

HS — Health Summary

Ol — Desg Prov/Flag/Pers Hx
EH — Edit EHR Visit
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PPL — Problem List

SN - Sign Note

TN - TIU Note Display
MM - Send Mail Message

The Treatment Plan Update (TP) is covered under Treatment Plans. Section 10.0
providers more information.

The Update Case Data (CD) is covered under Managing Case Data. Section 6.1
provides more information.

The next section provides information about actions not covered anywhere else.

4.1.1  List Visit Dates (LD)

Use the LD option to list the current patient’s visit dates.

1. Atthe “Select Action” prompt, type LD.

2. At the "Browse which subset of visits for [current patient name]” prompt, use one
of the following:

Patient’s Last Visit
Patient’s Last N Visits
Visits in Date Range

All of this Patient’s Visits
Visits to one Program

oT>OoOzZzr

If you use N, D, or P, other prompts will display.

If N was used, do the following:

e Type the number of visits to display at the “How many visits should be
displayed: (1-99)” prompt. Type any number between 1 and 99.

If D was used, do the following:

a. Type the beginning date of the date range at the “Enter Beginning Date of
Visit” prompt.

b. Type the ending date of the date range at the “Enter Ending Date of Visit”
prompt.

If P was used, do the following:
e Type the program to be used at the “Visits to Which Program?” prompt. Use

one of the following: M Mental Health Defaults, S Social Services Defaults,
C Chemical Dependency or Alcohol/Substance Abuse, O Other
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The Browse Patient’s Visit window displays. This is one of the visit using the A

option.
BROWSE PATIENT"S VISITS Mar 27, 2009 15:25:54 Page: 1 of 1
Patient Name: ALPHA,GLEN DALE DOB: Nov 10, 1981
HRN: 108704
Visit Date: Mar 22, 2013@09:49 Provider: GAMMA,RYAN
Activity Type: INDIVIDUAL BH EHR VISIT Type of Contact: OUTPATIENT

Location of Encounter: DEMO INDIAN HOSPITAL
Chief Complaint/Presenting Problem:
POV*s:
291.2 Alcohol-induced Persisting Dementia
V62.84  Suicidal ldeation

TIU DOCUMENTS

TIU DOCUMENT: BH PSYCHIATRIC PROGRESS NOTE

AUTHOR: GARCIA,RYAN

SIGNED BY: GAMMQA,RYAN STATUS: COMPLETED
LOCATION: 14 MENTAL HEALTH

————————————— Enter ?? for more actions

+ Next Screen - Previous Screen Q Quit
Select Action:+//

Figure 4-4: Sample list of visit dates window

4.1.2 GAF Scores (GS)
Use the GS option to display visit with GAF scored recorded.

1. Atthe “Select Action” prompt, type GS.

2. At the “Browse which subset of visits for patient” prompt, use one of the
following:

N (Patient’s Last N Visits)

D (visits in a Date Range

A (All of the Patient’s Visits)
R (Visits to One Program)

P (Visits to One Program)

If N was used, the following prompts display:

a. At the “How many visits should be displayed: (1-99)” prompt, type any
number 1 — 99 (5 is the default).
b. The GAF Scores window displays.

If D was used, the following prompts display:
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a. At the “Enter Beginning Date of Visit” prompt, type the beginning date of the
date range.

b. At the “Enter Ending Date of Visit” prompt, type the beginning date of the
date range.

c. The GAF Scores window displays.
If A was used, the GAF Scores window displays.

If R was used, the following prompts display:

a. At the “Choose” prompt, type one of the following: 1 (Visits in a Date
Range), 2 (Visits to One Program, 3 (Visits to One Provider).

If 1 was used, you will be prompted to type the beginning and ending date of
the date range.

If 2 was used, you will be prompted to type the program.
If 3 was used, you will be prompted to type the name of the provider.

b. The GAF Scores window displays.
If P was used, the following prompts display:

a. At the “Which Program” prompt, type the program to be used.
b. The GAF Scores window displays.

4.1.3 Face Sheet (FS)
Use the FS option to display the Demographic Face Sheet for the patient.

OUTPUT BROWSER Aug 21, 2014 12:23:19 Page: 1 of 3
Demographic Face Sheet For DEMO,JEANETTE

*** CONFIDENTIAL PATIENT INFORMATION ***
2013 DEMO HOSPITAL
AMBULATORY CARE RECORD BRIEF

AUG 21, 2014@12:23:18 Page: 1

PATIENT: DEMO,JEANETTE CHART #: 146457

COMPUTER FILE EST: OCT 11, 2012(HAR) LAST EDIT: OCT 11, 2012 (MAY)

SSN: XXX-XX-4701 SSN STATUS UNKNOWN

CLASS: INDIAN/ALASKA NATIVE SEX: FEMALE

COMMUNITY: RIVERSIDE BIRTHDAY: MAY 08, 1998
COUNTY: RIVERSIDE AGE: 16 YRS

CURRENT ADDRESS:
RT. 1, BOX 45
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ALB, NEW MEXICO 87119
PHONE NUMBERS ---
HOME: 555-555-1072 WORK: 555-999-1945
OTHER PHONE: NONE

PREFERRED LANGUAGE: PREFERRED METHOD:
NUMBER IN HOUSEHOLD: TOTAL HOUSEHOLD INCOME: 7/

NOTICE OF PRIVACY PRACTICES REC®"D BY PATIENT : NO DATE :
ACKNOWLEDGEMENT OF RECEIPT OF NPP SIGNED : NO

TRIBE: WHITE MOUNTAIN APACHE TRB, AZ INDIAN QUANTUM: FULL
BIRTHPLACE:

RELIGION: TRIBE ENROLL #: TN - 25480
FATHER: DEMO,ROGER BIRTHPLACE:

MOTHER: ENOS, LUPE V BIRTHPLACE:

EM CONTACT:

EM ADDRESS:

THE PATIENT IS ALSO REGISTERED AT:
2013 DEMO-3 TRIBAL CLINIC CHART #: 146458

*** ELIGIBILITY FOR CARE: CHS & DIRECT ***

*** CONFIDENTIAL PATIENT INFORMATION ***

Enter ?? for more actions >>>
+ NEXT SCREEN - PREVIOUS SCREEN Q QUIT

Figure 4-5: Sample Face Sheet data for the patient

4.2 Add/Edit Visit Data - Full Screen Mode (SDE)

Use the SDE option on the Data Entry Menu to enter/edit visit data for one or more
patients. This option does not include access to other treatment information, such as
the patient’s treatment plan or case status.

Follow these steps.

1. At the “Select Behavioral Health Data Entry Menu Option” prompt, type SDE.

2. At the “Which set of defaults do you want to use in Data Entry” field, type the
program with which the provider is affiliated so that the predefined defaults for
clinic, location, community and program will be automatically applied to the visit.
Use one of the following:
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Mental Health Defaults

Social Services Defaults

Chemical Dependency or Alcohol/Substance Abuse
Other

ONQ R«

3. Atthe “Enter ENCOUNTER DATE” field, type the date of the encounter. The
acceptable formats are:

T (today)

3/28

0328

3-28

3.28

T-1 (yesterday)

T-30 (a month ago)

T+7 (a week from today)

Note: If you do not enter the year, the system defaults to the
current year.

The application displays “Creating new record” message when adding a visit.

4. The Update BH Forms window displays.

Update BH Forms Mar 19, 2009 13:50:42 Page: 1 of 1

Date of Encounter: Monday MAR 16, 2009 * unsigned note

# PRV PATIENT NAME HRN AT ACT PROB NARRATIVE
1 BJB ALPHAA,CHELSEA M Ww116431 60 16 F84.0 AUTISM SPECTRUM DISORDER
2 BJB ALPHAA,CHELSEA M WW116431 30 13 F10.24 ALCOHOL-INDUCED BIPOLAR AND
3 BJB ALPHAA,CHELSEA M Ww116431 15 19 F42. HOARDING DISORDER

* 4 JC ALPHAA,CHELSEA M 876543 60 13 F32.3 MAJOR DEPRESSIVE DISORDER, S

* 5 JC ALPHAA,CHELSEA M 876543 60 13 T43.205A ANTIDEPRESSANT DISCONTINUATI
6 DG ALPHAA,CHELSEA M Ww116431 11 22 F32.1 MAJOR DEPRESSIVE DISORDER, S
7 DG ALPHAA,CHELSEA M Ww116431 20 15 F10.259  ALCOHOL-INDUCED PSYCHOTIC DI
8 ST DEMO,DOROTHY ROS WW999999 1 99 97 ADMINISTRATIVE

?? for more actions

AV  Add Patient Visit PF Print Encounter Form SN Sign Note

AC  Add Adm/Comm Activity ID Intake Document TN Display TIU Note

EV  Edit Record HS Health Summary PPL Patient’s Problem List

ol Desg Prov/Flag ES SOAP/CC Edit AP  Appointments

DR Display Record SD  Switch Dates MM Send Mail Message

DE Delete Record EH Edit EHR Record Q Quit

Select Action:

Figure 4-6: Sample Update BH Forms window

The asterisk (*) preceding the number of the encounter record indicates that the
record contains an unsigned note.

User Manual Addendum One Patient Visit Data
May 2016

44




Behavioral Health System (AMH) Version 4.0 Patch 6

e The “PPL” option is fully described below. Section 9.1 provides more
information.

e The AC option is fully described below. Section 7.0 provides more information.
e The Ol option is fully described below. Section 6.1.4 provides more information.
e The ID option is fully described below. Section 12.1 provides more information.

e The PPL option is fully described below. Section 9.1 provides more information.

4.2.1 Add Patient Visit (AV)
Use the AV option to add a patient visit.
1. Atthe “Select Action” prompt, type AV.

2. Atthe “TYPE THE PATIENT’S HRN, NAME, SSN OR DOB” prompt, type the
name of the patient to use.

3. Atthe “Enter PRIMARY PROVIDER? field, type the primary provider name for
the patient visit (the default is the current logon user).

The Behavioral Health Visit Update screen displays. This screen is available
when using the EV or AV options on the Updated BH Forms window.

* BEHAVIORAL HEALTH VISIT UPDATE * [press <F1>E when visit entry is complete]
Encounter Date: MAR 5,2009 User: THETA,SHIRLEY
Patient Name: DEMO,DARRELL LEE DOB: 9/23/86 HR#: 117305

Arrival Time: 12:00

Display/Edit Visit Information Y Any Secondary Providers?: N

Chief Complaint/Presenting Problem:

SOAP/Progress Note <press enter>: Comment/Next Appointment <press enter>:
PURPOSE OF VISIT (POVS) <enter>: Any CPT Codes to enter? Y

Activity: Activity Time: # Served: 1 Interpreter??

Any Patient Education Done? N Any Screenings to Record? N

Any Measurements? N Any Health Factors to enter? N

Display Current Medications? N MEDICATIONS PRESCRIBED <enter>:
Placement Disposition:

Visit Flag: Local Service Site:

COMMAND: Press <PF1>H for help Insert

Figure 4-7: Sample Behavioral Health Visit Update screen

If you are the primary provider and you save the data on the Behavioral Health Visit
Update window, the application asks if you want to sign the note for the visit. Section
2.14.6 provides more information on signing a note (Roll and Scroll).

The underlined fields on the Behavioral Health Visit Update screen are required.
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4. Atthe “Arrival Time” prompt, type the arrival time. The default is 12:00. Change
this time if needed. Anything between 6 AM and 6 PM will be recorded correctly
by entering a number or military time. Between 6 PM and 6 AM, use military
time or append the number with an A or P.

Examples:
130 (1:30 PM)
130A (1:30 AM)

5. At the “Display/Edit Visit Information” prompt, type N (no) or Y (yes). Use Y to
access the Visit Information pop-up.

alaiaiaiel Visit Information alaiaiaiel
Program: MENTAL HEALTH Location of Encounter: SELLS HOSP
Clinic: MENTAL HEALTH Appointment/Walk In: APPOINTMENT

Type of Contact: OUTPATIENT

Community of Service: TUCSON

Figure 4-8: Sample Visit Information pop-up

The application automatically populates the fields on the Visit information pop-up
according to which set of defaults that were selected at the “Which set of defaults
do you want to use in Data Entry” prompt on the Site Parameters menu.

The underlined fields on the Visit Information pop-up are required.

a. At the “Program” prompt, type the program associated with the visit. Use one
of the following: M (Mental Health), S (Social Services) O (Other), or C
(Chemical Dependency).

b. At the “Location of Encounter;” prompt, type the location of the encounter.

c. At the “Clinic” prompt, type the clinic context. The response must be a clinic
that is listed in the RPMS Standard Code Book table.

d. At the “Appointment/Walk-In" prompt, type the visit type. Use one of the
following: A (Appointment), W (Walk In), or U - Unspecified (for non-
patient contact or telephone contact).

e. Atthe “Type of Contact” prompt, type the contact type (the activity setting).

f. At the “Community of Service” prompt, type the community of service. The
response must be a community that is included in the RPMS community code
set.

The following are the fields on the Behavioral Health Visit Update screen.
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6. At the “Any Secondary Providers?” prompt, type Y (yes) or N (no) to indicate if
there are any additional secondary BHS provides that were also providing care
during this particular encounter.

Use Y to access the Enter/Edit Providers of Service pop-up.

Fxxxxkx*x  ENTER/ZEDIT PROVIDERS OF SERVICE  *******

Encounter Date: MAR 5,2009@12:00 User: THETA,SHIRLEY
Patient Name: DEMO,DARRELL LEE

PROVIDER: THETA,STUART PRIMARY/SECONDARY: PRIMARY
PROVIDER: PRIMARY/SECONDARY :
PROVIDER: PRIMARY/SECONDARY :
PROVIDER: PRIMARY/SECONDARY :
PROVIDER: PRIMARY/SECONDARY :
PROVIDER: PRIMARY/SECONDARY :

Figure 4-9: Sample Enter/Edit Providers of Services pop-up
The underlined prompts are required.

a. Atthe “PROVIDER” prompt, type the secondary provider name.

b. Atthe “PRIMARY/SECONDARY” prompt, type the name of the secondary
provider (more than one secondary provider can be used).

The following are the fields on the Behavioral Health Visit Update screen.

7. At the “Chief Complaint/Presenting Problem” prompt, type the text of the chief
complaint or presenting problem using 2 to 80 characters in length. This
information describes the major reason the patient sought services.

8. At the “SOAP/Progress Note <press enter>" prompt, press Enter to access an
input window. Populate it with the text of the note. You can enter the notes using
any of the standard formats, such as SOAP, DAP, or Free Text.

==[ WRAP ]==[ INSERT ]========< SUBJECTIVE/OBJECTIVE >=======[ <PF1>H=Help ]====
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< T T T T T T T T >

Figure 4-10: Window to enter the note

Listed below are the most commonly used RPMS text editor commands:

What is Needed Use These Keys

Delete a line (extra blank or text) PF1(F1) followed by D
Join two lines (broken or too short) PF1(F1) followed by J
Save without exiting PF1(F1) followed by S
Exit and save PF1(F1) followed by E
Quit without saving PF1(F1) followed by Q
Top of text PF1(F1) followed by T

9. At the “Comment/Next Appointment <press enter>" prompt, press Enter to access
an input window. Populate it with the text of the comment about the next
appointment. This field is not used for appointment scheduling.

10. At the “PURPOSE OF VISIT (POVS) <enter>" prompt, press Enter to access the
Purpose of Visit Update pop-up.

F*xxxkkx BH RECORD ENTRY - PURPOSE OF VISIT UPDATE ******x*
Encounter Date: MAR 5,2009@12:00 User: THETA,SHIRLEY
Patient Name: DEMO,DARRELL LEE DOB: 9/23/86 HR#: 117305
[press <F1>C to return to main screen]

DIAGNOSIS: NARRATIVE:
DIAGNOSIS: NARRATIVE:
DIAGNOSIS: NARRAT IVE:
DIAGNOSIS: NARRATIVE:

Figure 4-11: Sample BH Record Entry - Purpose of Visit Update

When recording a patient visit, at least one Diagnosis and Narrative are required.
The underlined fields are required.

a. Atthe “DIAGNOSIS: prompt, type the POV (the one- or two-digit BHS
Purpose of Visit Code or the more specific five-digit DSM-5 diagnostic code).
Section Appendix C: provides more information about DSM copyright and
trademark information.

b. Atthe “NARRATIVE” prompt, type the narrative for the diagnosis (using 2—
80 characters) or use one of the coded narratives by specifying its number.

The following are the fields on the Behavioral Health Visit Update screen.

11. At the “Any CPT Codes to enter?” prompt, type Y (yes) or N (no).
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Use Y to access the Add/Edit CPT Procedures pop-up.

*x** Add/Edit CPT Procedures**** [press <F1>C to return to main screen]

Cpt Code:
Cpt Code:

Cpt Code:
Cpt Code:
Cpt Code:

Figure 4-12: Sample Add/Edit CPT Procedures window
The underlined prompts are required.

a. Atthe “CPT Code” prompt, type the CPT code for Behavioral Health
services. The CPT field will also accept Healthcare Procedure Coping System
(HCPCS) that are commonly used by Medicare. State and Local codes might
be available if the facility’s billing office has added them to the RPMS billing
package. These codes are based on the history, examination, complexity of the
medical decision-making, counseling, coordination of care, nature of the
presenting problem, and the amount of time spent with the patient. More than
one code can be used.

b. After specifying the CPT, HCPCS, or other billing code, the prompts for
quantities and up to two modifiers display.

QUANTITY: 1
MODIFIER:
MODIFIER 2:

Figure 4-13: Prompts for the code entered

c. At the “Quantity” prompt, type the number of CPT codes to use to help
facilitate billing.

d. At the “Modifier” prompt, type the modifier for the CPT code. Up to two
modifiers can be used. The modifier is a two-digit code.

The following are the fields on the Behavioral Health Visit Update screen.

12. At the “Activity” prompt, type the activity code that documents the type of
service or activity performed by the Behavioral Health provider. These activities
might be patient-related or administrative in nature only. Use only one activity
code for each record regardless of how much time is expended or how diverse the
services offered. Certain Activity codes are passed to PCC, and will affect the
billing process. Section Appendix A: provides more information about the
Activity Codes and Definitions.

13. At the “Activity Time” prompt, type the activity time, using any number between
1 and 9999 (no decimal digits). This is how much provider time was involved in
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14.

15.

16.

providing and documenting the service or performing the activity. The understood
units of measure are minutes. Please note, 0 (zero) is not allowed as a valid entry.

At the “# Served” prompt, type the number served, using any number between 0
and 999 (no decimal digits). The default is 1. This refers to the number of people
directly served during a given activity and is always used for direct patient care as
well as for administrative activities. Group activities or family counseling are
examples where other numbers might be listed.

At the “Interpreter?” prompt, type 1 (yes) or 0 (no) to indicate if an interpreter
was present during the patient encounter. Use Yes only if an interpreter is
required to communicate with the patient. This information is available when
running reports but is not included on the printed encounter form.

At the “Any Patient Education Done?” prompt, type Y (yes) or N (no).
Use Y to access the Patient Education Enter/Edit pop-up.

*PATIENT EDUCATION ENTER/EDIT* [press <F1>C to return to main screen]
Patient Name: DEMO,DARRELL LEE

After entering each topic you will be prompted for additional fields

Display Patient Education History? N

EDUCATION TOPIC:

EDUCATION TOPIC:

EDUCATION TOPIC:

EDUCATION TOPIC:

EDUCATION TOPIC:

Figure 4-14: Sample Patient Education enter/edit screen

a. Atthe “Display Patient Education History?”” prompt, type Y (yes) or N (no) to
display the Behavioral Health and PCC patient education history. This is all
education provided in the past 2 years by BH programs. This display is shown
in the Output Browser window. You must Quit this window to return to
prompts.

b. Atthe “EDUCATION TOPIC” prompt, type the education topic used at this
encounter. For a complete list of the current Education Topics, use “?” at the
prompt to view the whole list.

After entering the Education Topic, the following pop-up displays:

EDUCATION TOPIC: ABD-COMPLICATIONS

INDIVIDUAL/GROUP: INDIVIDUAL
READINESS TO LEARN:
LEVEL OF UNDERSTANDING:

PROVIDER: THETA,MARK
MINUTES:
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COMMENT :
STATUS (Goal):
GOAL COMMENT:

Figure 4-15: Sample pop-up for education topic information

The underlined prompts are required.

c. Atthe “Education Topic” prompt, type the education topic (can be changed).
d. At the “Individual/Group” prompt, type if the education is for an individual or
for a group.
e. At the “Readiness to Learn” prompt, type one of the following:
— Distraction: use when the patient has limited readiness to learn because the
distractions cannot be minimized.
— Eager to Learn: use when the patient is exceedingly interested in receiving
education.
— Intoxication: use when the patient has decreased cognition due to
intoxication with drugs or alcohol
— Not Ready: use when the patient is not ready to learn.
— Pain: use when the patient has a level of pain that limits readiness to learn.
— Receptive: use when the patient is ready or willing to receive education.
— Severity of IlIness: use when the patient has a severity of illness that limits
readiness to learn.
— Unreceptive: use when the patient is NOT ready or willing to receive
education.
f. Atthe “Level of Understanding” prompt, type the level of understanding. This
is a required field. Use one of the following:
— 1 (Poor)
— 2 (Fair)
— 3 (Good)
— 4 (Group No Assessment)
— 5 (Refused)
g. Atthe “Provider” prompt, type the name of the provider for the visit (can be
changed). The default is the current logon user.
h. At the “Minutes” prompt, type the number of minutes spent on education,
using any integer 1 - 9999.
i. Atthe “Comment” prompt, type any comments about the education topic for
the visit, if any.
j. At the “Status (Goal)” prompt, type the status of the education, if any. Use
one of the following:
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— GS - goal set
— GM - goal met
— GNM - goal not met
— GNS - goal not set
k. At the “Goal” prompt, type the text of the stated goal of the education, if any.

The following are the fields on the Behavioral Health Visit Update screen.

17. At the “Any Screenings to Record?” prompt, type Y (yes) or N (no).

Use N to accept the default response if no screenings were completed during the
visit.

Use Y to access the following pop-up screen.

Intimate Partner Violence (IPV/DV) Display IPV/DV screening history? N
IPV Screening/Exam Result:
IPV Screening Provider:
1PV COMMENT:

Alcohol Screening Display Alcohol Screening History? N
Alcohol Screening Result:
Alcohol Screening Provider:
Alcohol Screening Comment:

Depression Screening Display Depression Screening History? N
Depression Screening Result:
Depression Screening Provider:
Dep Screening Comment:

Figure 4-16: Sample IPV, Alcohol Screening, and Depression Screening pop-up
The following provides information about the fields on the pop-up.

a. Atthe “Display IPV/DV screening History?” prompt, type Y (yes) or N (no).
If Y was used, the IPV/DV screening history displays on another screen. The
display includes screenings entered in both BHS and PCC.

b. At the “IPV Screening/Exam Result” prompt, type the result of the intimate
partner violence/domestic violence screening. Use one of the following:
— N - Negative
— PR - Present
— PAP - Past and Present
— PA - Past
— REF - Patient Refused Screening
— UAS - Unable to screen
— Referral Needed

User Manual Addendum One Patient Visit Data
May 2016

52




Behavioral Health System (AMH) Version 4.0 Patch 6

c. Atthe “IPV Screening Provider” prompt, type the IPVV/DV provider name.

d. Atthe “IPV Comment” prompt, type the text of any comment related to the
IPV/DV screening, using 2—245 characters.

e. Atthe “Display Alcohol screening History?” prompt, type Y (yes) or N (no).

If Y was used, the alcohol screening history displays on another screen. The
display includes screenings entered in both BHS and PCC.

f. At the “Alcohol Screening Result: prompt, type the result of the alcohol
screening. Use one of the following:
— N - Negative
— P - Positive
— UAS - Unable to screen
— REF - Patient Refused Screening
— Referral Needed

g. Atthe “Alcohol Screening Provider” prompt, type the provider name for the
alcohol screening.

h. At the “Alcohol Screening Comment” prompt, type the text of any comment
related to the alcohol screening, using 2—245 characters.

i. At the “Display Depression screening History?” prompt, type Y (yes) or N
(no). If Y was used, the depression screening history displays on another
screen.

j. Atthe “Depression Screening Result” prompt, type the result of the
depression screening. Use one of the following:
— N - Negative
— P - Positive
— UAS - Unable to screen
— REF - Patient Refused Screening
— Referral Needed

k. At the “Depression Screening Provider” prompt, type the provider name for
the depression screening.

I. Atthe “Dep Screening Comment” prompt, type the text of any comment
related to the depression screening, using 2—-245 characters.

The following are the fields on the Behavioral Health Visit Update screen.

Note: The Suicide Risk Assessment is not available in the roll and
scroll.
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18. At the “Any Measurement?” prompt, type Y (yes) or N (no).

Use Y to access the Measurements pop-up.

***  Measurements ***

Measurement Description Value Provider

Figure 4-17: Sample Measurements pop-up

Measurements will print on the Full encounter form only (not on the Suppressed
encounter form).

Measurements can only be deleted from the encounter record where they were
first recorded.

a. At the “Measurement” prompt, type the type of measurement being taken on
the patient. Then the application populates the Description field.

b. At the “Value” prompt, type the numeric value of the measurement. If you
populate this field with a value outside the valid value range, the application
provides information about what valid values can be used for the field.

c. At the “Provider” prompt, type the name of the provider.
The following are the fields on the Behavioral Health Visit Update screen.
19. At the “Any Health Factors to enter?” prompt, type Y (yes) or N (no) to indicate

that you want to record health factor information about the patient. Use Y to
access the Patient Health Factor Update pop-up.

Fxxxkxxx PATIENT HEALTH FACTOR UPDATE ******x*
Examples of health factors: Tobacco Use, Alcohol Cage, TB Status
Patient Name: DEMO,DARRELL LEE

Display Health Factor History? N
After entering each factor you will be prompted for additional data items

HEALTH FACTOR

Figure 4-18: Sample Patient Health Factor Update pop-up.

a. Atthe “Display Health Factor History?” prompt, type Y (yes) or N (no). Use
Y to have the health factor history for the current patient display on another
screen.
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b. Atthe “HEALTH FACTOR” prompt, type the health factor that most closely
represents the patient’s health factor status at the encounter for a given health
factor category. The other fields about the health factor displays.

LEVEL/SERVERITY
QUANTITY

COMMENTS

Figure 4-19: Other fields for health factor data
c. Atthe “Level/Severity” prompt, type M (Minimal), MO (Moderate), or H
(Heavy/Severe).
d. At the “Quantity” prompt, type any integer between 0 and 99999.
e. Atthe “Comments” prompt, type any comments regarding the health factor.
The following are the fields on the Behavioral Health Visit Update screen.

20. At the “Display Current Medications?” prompt, type Y (yes) or N (no) to display
a list of currently dispensed medications.

If Y was used, the list displays on the Output Browser window.

OUTPUT BROWSER Mar 11, 2009 17:59:30 Page: 1 of 1
Medication List for DEMO,DARRELL LEE

*** Medications Prescribed entries in BH Database for last 2 years ***

The last of each type of medication from the PCC Database is displayed below.

TERBUTALINE 5MG TAB # ? 7/17/08
Sig: TAKE TWO (2) TABLETS BY MOUTH DAILY ON TUESDAY, THURSDAY,SATURDAY,AND S
DEXAMETHASONE 0.5MG TAB # ? 7/17/08
Sig: TAKE ONE (1) TABLET BY MOUTH EVERY MORNING [OUTSIDE MED]
Enter ?? for more actions >>>
+ NEXT SCREEN - PREVIOUS SCREEN Q QUIT

Select Action: +//

Figure 4-20: Sample display of current medications

This Output Browser screen is the same as using the Display Meds (DM) option
on the Patient Data Entry screen.

At the Select Action prompt, do one of the following:

— Type + to display the new screen of information (does not apply to the last
screen).

— Type —to display the previous screen of information (does not apply to the
first screen).
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— Type Q to exit the window. Focus moves to the next prompt.
The following are the fields on the Behavioral Health Visit Update screen.

21. At the “MEDICATIONS PRESCRIBED <enter>" prompt, press Enter to access
another screen where you can enter the medications prescribed.

==[ WRAP 1==[ INSERT ]========< SUBJECTIVE/OBJECTIVE >=======[ <PF1>H=Help ]====

< T T T T T T T T T>

Figure 4-21: screen to enter medication

Listed below are the most commonly used RPMS text editor commands:

What is Needed Use These Keys

Delete a line (extra blank or text) PF1(F1) followed by D
Join two lines (broken or too short) PF1(F1) followed by J
Save without exiting PF1(F1) followed by S
Exit and save PF1(F1) followed by E
Quit without saving PF1(F1) followed by Q
Top of text PF1(F1) followed by T

22. At the “Placement Disposition” prompt, type the active disposition. Use this
prompt when hospitalization or placement in a treatment facility is required. Use
either the number or first few letters of the placement type. After entering the
disposition, the following pop-up displays:

Enter the Facility to which the patient was referred
FACILITY REFERRED TO:

Figure 4-22: Sample pop-up for facility name

a. Atthe “FACILITY REFERRED TO” prompt, type the name of the facility to
which the patient was referred.
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The following are the fields on the Behavioral Health Visit Update screen.

23. At the “Visit Flag” prompt, type the visit flag by using any number between 0 and
999 (no decimal digits). This field is for local use in flagging various types of
visits. The site will define a numeric value to indicate the definition of the flag.
For example, a 1 might mean any visit on which a narcotic was prescribed. You
can then, later on, retrieve all visits with a flag of 1 which will list all visits on
which narcotics were prescribed.

24. At the “Local Service Site” prompt, type the local service site.

4.2.2  Edit Record (EV)

Use the EV option to edit a particular visit.
1. Atthe “Select Action “prompt, type EV.
2. At the “Edit Which Record” prompt, type the number of the visit.

The Behavioral Health Record Edit window displays.

* BEHAVIORIAL HEALTH RECORD EDIT * [press <F1>E to exit]

Encounter Date: APR 3,2009 User: THETA,SHIRLEY

Patient Name: ALPHAA,CHELSEA MARIE DOB: 2/7/75 HRN: 116431

Date: APR 3,2009@11:45 Location of Service: CHINLE HOSP

Program: MENTAL HEALTH Outside Location:

Clinic: BEHAVIORAL HEAL Appt/Walk-in: UNSPECIFIED Visit Flag:
Type of Contact: OUTPATIENT Community: CHINLE

Providers <press enter>: Local Service Site:

Activity: 91 Activity Time: 20 #Served: 1 Interpreter Utilized:
Chief Complaint/Presenting Problem: none

SOAP/PROGRESS NOTE: Comment/Next Appointment: Medications Prescribed:
Edit Purpose of Visits?: N Edit Treated Medical Problems? N

Edit CPT Codes? Edit Health Factors? N

Edit Patient Education?: N

Edit Any Screening Exams? N Edit Measurements? N

Placement Disposition: Referred To:

COMMAND: Press <PF1>H for help Insert

Figure 4-23: Sample Behavioral Health Record Edit window
The underlined fields are required.

3. At the “Date” prompt, type the date/time of the visit. Some examples of
acceptable formats are:

T@1 (Today at 1 PM)
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4/3@830

4. At the “Location of Service” prompt, type where the service took place.

5. At the “Program” prompt, type the name of the program with which the provider
is affiliated.

6. At the “Outside Location” prompt, type the name of the outside location (3 to 30
characters in length).

7. At the “Clinic” prompt, type the name of the clinic. This field identifies the clinic
context. The response must be a clinic that is listed in the RPMS Standard Code
Book table.

8. At the “Appt/Walk-in” prompt, type the appointment type, which can be
appointment, walk-in, or unspecified (for non-patient contact).

9. Atthe “Visit Flag” prompt, type the visit flag by using any number between 0 and
999 (no decimal digits). This field is for local use in flagging various types of
visits. The site will define a numeric value to indicate the definition of the flag.
For example, a 1 might mean any visit on which a narcotic was prescribed. You
can then, later on, retrieve all visits with a flag of 1 which will list all visits on
which narcotics were prescribed.

10. At the “Type of Contact” prompt, type the contact type (the activity setting).
11. At the “Community” prompt, type the name of the community.

12. At the “Providers <press enter>" prompt, press Enter to access the Enter/Edit
Providers of Service pop-up.

*xxxxkx*x  ENTER/ZEDIT PROVIDERS OF SERVICE  *******
[press <F1>C to return to main screen]
Encounter Date: MAR 16,2009 User: BETAAAAA,LORI
Patient Name: DEMO,DOROTHY ROSE

PROVIDER: THETA,SHIRLEY PRIMARY/SECONDARY: PRIMARY
PROVIDER: PRIMARY/SECONDARY :

PROVIDER: PRIMARY/SECONDARY :

PROVIDER: PRIMARY/SECONDARY :

PROVIDER: PRIMARY/SECONDARY :

PROVIDER: PRIMARY/SECONDARY :

COMMAND: Press <PF1>H for help Insert

Figure 4-24: Sample Enter/Edit Providers of Service pop-up
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The underlined fields are required.

a. Atthe “PROVIDER” prompt, type the name of the service provider.

b. Atthe “PRIMARY/SECONDARY” prompt, type the provider type (primary
or secondary). Only one primary provider can be used while there can be more
than one secondary provider.

The following are the fields on the Behavioral Health Record Edit window.

13.

At the “Local Service Site” prompt, type the name of the local service site.

14. At the “Activity” prompt, type the activity code that documents the type of

15.

16.

17.

18.

19.

20.

21.

22,

service or activity performed by the Behavioral Health provider. These activities
might be patient-related or administrative in nature only. Use only one activity
code for each record regardless of how much time is expended or how diverse the
services offered. Certain Activity codes are passed to PCC, and this will affect the
billing process. See section Appendix A: for more information.

At the “Activity Time” prompt, type the number of minutes spent on the activity.
This is how much provider time was involved in providing and documenting the
service or performing the activity. Please note, 0 (zero) is not allowed as a valid
entry.

At the “# Served” prompt, type the number served at the encounter, any integer
between 0 and 999.

At the “Interpreter Utilized” prompt, type Y (yes) or N (no). Use Y only if an
interpreter is required to communicate with the patient.

At the “Chief Complaint/Presenting Problem” prompt, type the text that describes
the major reason the patient sought services.

At the “SOAP/PROGRESS NOTE” prompt, press Enter to access another
window to populate with the text of the note. The note can be edited only if it is
unsigned.

At the “Comment/Next Appointment” prompt, type the text of the comments
about the next appointment.

At the “Medications Prescribed” prompt, press Enter to access another window
where you enter the medications prescribed.

At the “Edit Purpose of Visits?” prompt, type Y (yes) or N (no). Use Y to access
the Purpose of Visit Update pop-up.
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*xxxxk** BH RECORD ENTRY - PURPOSE OF VISIT UPDATE ******x*
Encounter Date: MAR 5,2009@12:00 User: THETA,SHIRLEY
Patient Name: DEMO,DARRELL LEE DOB: 9/23/86 HR#: 117305
[press <F1>C to return to main screen]

DIAGNOSIS: NARRAT IVE:
DIAGNOSIS: NARRATIVE:
DIAGNOSIS: NARRAT IVE:
DIAGNOSIS: NARRATIVE:

Patient’s Diagnoses from last 5 visits:

11/16/15 F84.0  AUTISM SPECTRUM DISORDER

11/71/15 F10.24 ALCOHOL-INDUCED BIPOLAR AND RELATED DISORDER WITH MO
10/16/15 F42. HOARDING DISORDER

Enter RETURN to continue or “~” to exit:

Figure 4-25: Sample BH Record Entry - Purpose of Visit Update
The underlined fields are required.
a. At the “Diagnosis” prompt, type the POV (the one- or two-digit BHS Purpose

of Visit Code or the more specific five-digit DSM-IV-TR diagnostic code).

b. At the “Narrative” prompt, either accept the narrative that is displayed or edit
the narrative to more clearly identify the reason for the visit. For example, if
Problem code 80 (Housing) was selected, you might want to change it to more
accurately reflect the status of the patient’s housing issue - homeless, being
evicted, etc.

The following are the fields on the Behavioral Health Record Edit window.

23. At the “Edit Prevention Activities” prompt, type Y (yes) or N (no).

Use Y to access a pop-up to enter one or more medical problems.

Please enter all Prevention Activities

PREVENTION ACTIVITY:
PREVENTION ACTIVITY:
PREVENTION ACTIVITY:

TARGET :

Figure 4-26: Fields that define the prevention activities

The underlined prompts are required.
a. At the “Prevention Activities” prompt, type the prevention activity.

b. At the Target” prompt, type the target for the activity that can one of the
following: A (Adult), Y (Youth), or F (Family).

The following are the fields on the Behavioral Health Record Edit window.

24. At the “Edit CPT Codes?” prompt, type Y (yes) or N (no).
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Use Y to access the Add/Edit CPT Procedures pop-up.

*x** Add/Edit CPT Procedures**** [press <F1>C to return to main screen]

Cpt Code:
Cpt Code:

Cpt Code:
Cpt Code:
Cpt Code:

Figure 4-27: Sample Add/Edit CPT Procedures window
The underlined fields are required.

a. Atthe “CPT Code” prompt, type the CPT Code. These E&M codes are based
on the history, examination, complexity of the medical decision-making,
counseling, coordination of care, nature of the presenting problem, and the
amount of time spent with the patient.

b. More than one CPT Code can be used.
The following are the fields on the Behavioral Health Record Edit window.

25. At the “Edit Health Factors?” prompt, type Y (yes) or N (no).

Use Y to access the Patient Health Factor Update pop-up.

FHxAxxxxx PATIENT HEALTH FACTOR UPDATE *******
Examples of health factors: Tobacco Use, Alcohol Cage, TB Status
Patient Name: DEMO,DARRELL LEE

Display Health Factor History? N
After entering each factor you will be prompted for additional data items

HEALTH FACTOR

Figure 4-28: Sample Patient Health Factor Update pop-up.
a. Atthe “Display Health Factor History?” prompt, type Y (yes) or N (no). If Y
was used, the health factor history displays on another screen.

b. Atthe “HEALTH FACTOR” prompt, type the health factor. The following
pop-up displays where other data about the health factor can be specified.

LEVEL/SEVERITY
QUANTITY

COMMENTS

Figure 4-29: Fields for health factor data
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c. Atthe “Level/Severity” type one of the following: M (minimal), MO
(moderate), or H (heavy/severe).

d. At the “Quantity” prompt, type any number between 0 and 99999 (no decimal
points).

e. At the “Comment” prompt, type the text of a comment related to the patient’s
health factor.

The following are the fields on the Behavioral Health Record Edit window.

26. At the “Edit Patient Education?” prompt, type Y (yes) or N (no).

Use Y to access the Patient Education Enter/Edit pop-up.

*PATIENT EDUCATION ENTER/EDIT* [press <F1>C to return to main screen]
Patient Name: DEMO,DARRELL LEE

After entering each topic you will be prompted for additional fields
Display Patient Education History? N

EDUCATION TOPIC:
EDUCATION TOPIC:
EDUCATION TOPIC:
EDUCATION TOPIC:
EDUCATION TOPIC:

Figure 4-30: Sample Patient Education enter/edit screen

a. Atthe “Display Patient Education History?”” prompt, type Y (yes) or N (no).
Use Y to display all education provided in the last two years by BH programs.
This history is displayed in the Output Browser window.

b. Atthe “EDUCATION TOPIC” prompt, type the education topic name. The
following pop-up displays where you enter data about the education topic:

EDUCATION TOPIC: ABD-COMPLICATIONS

INDIVIDUAL/GROUP: INDIVIDUAL
READINESS TO LEARN:

LEVEL OF UNDERSTANDING:
PROVIDER: THETA,MARK
MINUTES:

COMMENT :
STATUS (Goal):
GOAL COMMENT:

Figure 4-31: Sample pop-up for education topic information
The underlined fields are required.

c. Atthe “Education Topic” prompt, type the education topic (can be changed).
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k.

At the “Individual/Group” prompt, type if the education is for an individual or
for a group.

At the “Readiness to Learn” prompt, type one of the following:
— Distraction: use when the patient has limited readiness to learn because the
distractions cannot be minimized.

— Eager to Learn: use when the patient is exceedingly interested in receiving
education.

— Intoxication: use when the patient has decreased cognition due to
intoxication with drugs or alcohol

— Not Ready: use when the patient is not ready to learn.
— Pain: use when the patient has a level of pain that limits readiness to learn.
— Receptive: use when the patient is ready or willing to receive education.

— Severity of IlIness: use when the patient has a severity of illness that limits
readiness to learn.

— Unreceptive: use when the patient is NOT ready or willing to receive
education.

At the “Level of Understanding” prompt, type the level of understanding. Use
one of the following:

— 1 (Poor)

— 2 (Fair)

— 3 (Good)

— 4 (Group No Assessment)

— 5 (Refused)

At the “Provider” prompt, the name of the provider for the visit (can be
changed). The default is the current logon user.

At the “Minutes” prompt, type the number of minutes spent on education,
using any integer 1 - 9999.

At the “Comment” prompt, type the text of any comments about the education
topic for the visit, if any.

At the “Status (Goal)” prompt, type the status of the education, if any. Use
one of the following:

— GS - goal set

— GM - goal met

— GNM - goal not met

— GNS - goal not set

At the “Goal” prompt, type the text of the stated goal of the education, if any.

The following are the fields on the Behavioral Health Record Edit window.
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27. At the “Edit Any Screening Exams?” prompt, type Y (yes) or N (no) for any
Intimate Partner Violence, Alcohol Screen, or Depression Screening performed
during the encounter.

Use Y to access the following pop-up screen.

Intimate Partner Violence (IPV/DV) Display IPV/DV screening history? N
IPV Screening/Exam Result:
IPV Screening Provider:
1PV COMMENT :

Alcohol Screening Display Alcohol Screening History? N
Alcohol Screening Result:
Alcohol Screening Provider:
Alcohol Screening Comment:

Depression Screening Display Depression Screening History? N
Depression Screening Result:
Depression Screening Provider:
Dep Screening Comment:

Figure 4-32: Sample IPV, Alcohol Screening, and Depression Screening pop-up

a. Atthe “Display IPV/DV screening History?” prompt, type Y (yes) or N (no).
If you use Y, the IPV/DV screening history displays on another screen.

b. At the “IPV Screening/Exam Result” prompt, type the result of the intimate
partner violence/domestic violence screening. Use one of the following:
— N - Negative
— PR - Present
— PAP - Past and Present
— PA-Past
— UAS - Unable to screen
— REF - Patient Refused Screening
— Referral Needed

c. Atthe “IPV Screening Provider” prompt, type the IPV/DV provider name.

d. Atthe “IPV Comment” prompt, type the text of any comment related to the
IPV/DV screening, using 2—245 characters.

e. Atthe “Display Alcohol screening History?” prompt, type Y (yes) or N (no).
If Y was used, the alcohol screening history displays on another screen.

f. At the “Alcohol Screening Result” prompt, type the result of the alcohol
screening. Use one of the following:
— N - Negative
— P - Positive
— UAS - Unable to screen
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— REF - Patient Refused Screening
— Referral Needed

g. Atthe “Alcohol Screening Provider” prompt, type the provider name for the
alcohol screening.

h. At the “Alcohol Screening Comment” prompt, type the text of any comment
related to the alcohol screening, using 2—245 characters.

i. At the “Display Depression screening History?” prompt, type Y (yes) or N
(no). If Y was used, the depression screening history displays on another
screen.

j. At the “Depression Screening Result” prompt, type the result of the
depression screening. Use one of the following:
— N - Negative
— P - Positive
— UAS - Unable to screen
— REF - Patient Refused Screening
— Referral Needed

k. At the “Depression Screening Provider” prompt, type the provider name for
the depression screening.

I. Atthe “Dep Screening Comment” prompt, type the text of any comment
related to the depression screening, using 2—-245 characters.

The following are the fields on the Behavioral Health Record Edit window.

Note: The Suicide Risk Assessment is not available in the roll and
scroll.

28. At the “Edit Measurements?” prompt, type Y (yes) or N (no).

Use Y to access the Measurements pop-up.

***  Measurements ***

Measurement Description Value Provider

Figure 4-33: Sample Measurements pop-up

a. At the “Measurement” prompt, type the measurement type being taken on the
patient. Then the application populates the Description field.
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b. At the “Value” prompt, type the numeric value of the measurement. The value
must be in the valid numeric range for the measurement.

c. At the “Provider” prompt, type the name of the provider.
The following are the fields on the Behavioral Health Record Edit window.

29. At the “Placement Disposition” prompt, type the placement disposition. This is a
required field used when hospitalization or placement in a treatment facility is
required.

30. At the “Referred to” prompt, type the name of the facility, using 2-30 characters
in length. This field is required when the Placement Disposition is populated.

After you exit the window, the application displays the following prompt about your
signature code. This prompt only displays where you are the primary provider for the
visit and the SOAP/Progress Note is unsigned.

31. At the “Enter your Current Signature Code” prompt, type your (valid) signature
code. This signature applies to the SOAP/Progress Note associated with the
current visit. Section 2.14 provides more information on the Electronic Signature.

If you do not populate with your electronic signature and leave the window, the
application will display the message: No PCC Link. Note not signed. After you
press Enter to continue, the application displays the message: There is no
electronic signature, this visit will not be passed to PCC.

The Other Information window displays.

wskxkxk OTHER INFORMATION s

Update, add or append any of the following data

1). Update any of the following information:
Designated Providers, Patient Flag

2). Patient Case Open/Admit/Closed Data
3). Personal History Information
4) . Appointments (Scheduling System)
5). Treatment Plan Update
6). Print an Encounter Form
7). Add/Update/Print Intake Document
8). Add/Update Suicide Forms
9). Provide List Update
10) . None of the Above (Quit)

Choose one of the above: (1-9): 9//

Figure 4-34: Other Information window
Use Option 10 to exit the Other Information window.

After you use Option 10, one of the following will happen:
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e |f there was not an appointment the patient was checked in for using the
scheduling package, you return to the previous window.

e |f there was an appointment the patient was checked in for using the scheduling
package, the application displays more prompts. Please note the following about
these prompts:

— If the facility is not using the scheduling package and doesn’t have the
Interactive PCC Link in the site parameters turned on, you will never be
presented with the ability to link it to a PCC visit.

— If there is no visit in PCC (patient never checked in, no appointment or walk
in was ever created using the scheduling package and no other clinics saw the
patient that day), then the option to link is never presented and the BH visit
continues to create a new visit in PCC.

Below are the prompts for linking:

Generating PCC Visit.

PATIENT: BETAA,EMILY MAE has one or more VISITs on Mar 09, 2010@12:00.
IT one of these is your visit, please select it

1 TIME: 16:00 LOC: WW  TYPE: 1 CAT: A CLINIC: ALCOHOL DEC: O
VCN:47887.1A

Hospital Location: BJB AOD

Primary POV: Narrative:
2 TIME: 15:00 LOC: WW  TYPE: I CAT: A CLINIC: GENERAL DEC: O
VCN:47887 .2A

Hospital Location: ADULT WALKIN

Primary POV: Narrative:
3 TIME: 16:15 LOC: WW  TYPE: I CAT: A CLINIC: BEHAVIOR DEC: 3
VCN:47887 .3A

Hospital Location: BJB BH

Provider on Visit: BETA,BETA

Primary POV: F42. Narrative: HOARDING DISORDER
4 Create New Visit

Select: (1-4): 3

Figure 4-35: Continuing prompts

At this point, the application links to the visit you had selected and returns the focus
to the list view.

Date of Encounter: Tuesday MAR 09, 2010 * unsigned note
# PRV PATIENT NAME HRN LOC ACT PROB NARRAT IVE
1 BJB BETAA,EMILY MAE WW129608 Ww 11 F84.0 AUTISM SPECTRUM DISORDER
2 BJB BETAA,EMILY MAE WwW129608 Ww 11 F10.24 ALCOHOL-INDUCED BIPOLAR AND
3 BJB SIGMAAA,DAVID R Ww145072 Ww 12 F42. HOARDING DISORDER
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?? for more actions
Sign Note

Display TIU Note
Patient’s Problem List
Appointments

Send Mail Message

AV Add Patient Visit PF Print Encounter Form SN

AC  Add Adm/Comm Record 1D Intake Document TN
EV  Edit Record HS Health Summary PPL
ol Desg Prov/Flag ES SOAP/CC Edit AP
DR Display Record SD  Switch Dates MM
DE Delete Record EH Edit EHR Record Q

Quit

Figure 4-36: Prompts that continue

Below is how the record looks in the BH application:

Patient Name: BETAA,EMILY MAE
Chart #: 129608
Date of Birth: MAR 01, 1968
Sex: F

BH RECORD FILE
DATE OF SERVICE: MAR 09, 2010@12:00
PROGRAM: MENTAL HEALTH

LOCATION OF ENCOUNTER: DEMO INDIAN HOSPITAL
COMMUNITY OF SERVICE: TAHLEQUAH

ACTIVITY TYPE: 11

ACTIVITY TYPE NAME: SCREENING-PATIENT PRESENT
TYPE OF CONTACT: OUTPATIENT
PATIENT: BETAA,EMILY MAE

PT AGE: 42

CLINIC: MENTAL HEALTH
NUMBER SERVED: 1

APPT/WALK-IN: WALK-IN

ACTIVITY TIME: 112

VISIT: MAR 09, 2010@016:15
POSTING DATE: MAR 12, 2010

WHO ENTERED RECORD: BRUNING,BJ

DATE LAST MODIFIED: MAR 12, 2010

USER LAST UPDATE: BETA,BETAA

DATE/TIME LAST MODIFI: MAR 12, 2010@09:28:55
EDIT HISTORY:

Mar 12, 2010 9:28 am BETA,BETAS
EXTRACT FLAG: ADD
CREATED BY BH?: YES
DATE/TIME NOTE SIGNED: MAR 12, 2010@09:30
SIGNATURE BLOCK: BETAS BETA

SUBJECTIVE/OBJECTIVE: TEST

COMMENT/NEXT APPOINTMENT:
TEST

NOTE FORWARDED TO:

MEDICATIONS PRESCRIBED:

MHSS RECORD PROBLEMS (POVS)

PROBLEM CODE: F42.
PROBLEM CODE NARRATIV: HOARDING DISORDER
PROVIDER NARRATIVE: HOARDING DISORDER
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MHSS RECORD PROVIDERS

PROVIDER: BETA,BETAS
PROVIDER DISCIPLINE: ACUPUNCTURIST
PRIMARY/SECONDARY : PRIMARY

Note already signed, no E Sig necessary.

Press enter to continue....:

Figure 4-37: Display Record information

Once you are back at the Other Information list, you can simply quit and go back to
the main menu to see what the PCC visit looks like:

FAAAAkAxx  OTHER INFORMATION — * ki
Update, add or append any of the following data

1). Update any of the following information:
Designated Providers, Patient Flag

2). Patient Case Open/Admit/Closed Data

3). Personal History Information

4). Appointments (Scheduling System)

5). Treatment Plan Update

6). Print an Encounter Form

7). Add/Update/Print Intake Document

8 Add/Update Suicide Forms

9). Problem List Update

10). None of the Above (Quit)

Choose one of the above: (1-10): 10//

Figure 4-38: Other information screen

At The “Choose one of the above” prompt, type 10 to exit.

4.2.3 Display Record (DR)

Use the DR option to display information about a selected record. (This works like
the LV option of PDE)

1. Atthe “Select Action” prompt, type DR.
2. At the “Display Which Record” prompt, type the number of the record.
The BH VISIT RECORD DISPLAY window displays.

BH VISIT RECORD DISPLAY Mar 27, 2009 15:06 Page: 1 of 5
Patient Name: ALPHA,GLEN DALE

Chart #: 108704

Date of Birth: NOV 10, 1981

Sex: M

BH RECORD FILE
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DATE OF SERVICE:
PROGRAM:
LOCATION OF ENCOUNTER:
COMMUNITY OF SERVICE:
PATIENT:
PT AGE:
CLINIC:
APPT/WALK-IN:
POSTING DATE:
WHO ENTERED RECORD:
DATE LAST MODIFIED:
USER LAST UPDATE:
DATE/TIME LAST MODIFI:
EDIT HISTORY:

Mar 03, 2014 3:27 pm
EXTRACT FLAG:
CREATED BY BH?:
CHIEF COMPLAINT:

SUBJECTIVE/OBJECTIVE:

MAR 26, 2009@09:00
MENTAL HEALTH
SELLS HOSP

TUCSON

ALPHA,GLEN DALE

37

MENTAL HEALTH
APPOINTMENT

MAR 03, 2014
GARCIA,RYAN

MAR 04, 2014
THETA,SHIRLEY

MAR 04, 2014@12:15:16

GARCIA,RYAN
ADD
YES
major pain in left arm

COMMENT/NEXT APPOINTMENT:

NOTE FORWARDED TO:

MEDICATIONS PRESCRIBED:

PROBLEM CODE:
PROBLEM CODE NARRATIV:
PROVIDER NARRATIVE:

PROVIDER:
PROVIDER DISCIPLINE:
PRIMARY/SECONDARY :

MHSS RECORD PROBLEMS (POVS)

MHSS RECORD PROVIDERS

F42.
HOARDING DISORDER
HOARDING DISORDER

BETA,BETAS
ACUPUNCTURIST
PRIMARY

Figure 4-39: Sample BH Visit Record Display window

4.2.4  Delete Record (DE)

Use the DE option to delete a particular record.
1. Atthe “Select Action” prompt, type DE.
2. At the “Display Which Record” prompt, type the number of the record to delete.

The application displays the information about the record.

3. Atthe “Are you sure you want to DELETE this record?” prompt, type Y (yes) or
N (no).

If Y was used, the application displays: Record deleted. Press enter to continue.

User Manual Addendum One Patient Visit Data

May 2016
70



Behavioral Health System (AMH) Version 4.0 Patch 6

4.2.5  Print Encounter Form (PF)
Use the PF option to print/browse the encounter form for a specified date.

1. Atthe “Select Action” prompt, type PF.
2. At the “Print Which Record” prompt, type the number of the record.

3. At the “What type of form do you want to print” prompt, type the form type you
want to print. Use one of the following:

Full Encounter Form
Suppressed Encounter Form
Both a Suppressed & Full

2 copies of the Suppressed
2 copies of the Full

m-dW@owvm

— A full encounter form prints all data for a patient encounter including the
SOAP note.

— The suppressed version of the encounter form will not display the
following: (1) the Chief Complaint/Presenting Problem, (2) the SOAP
note for confidentiality reasons, (3) the measurement data, and (4)
screenings. It is important to note that the SOAP note, chief
complaint/presenting problem, and measurements will be suppressed, but
the comment/next appt, activity code, and POV will still appear on the
printed encounter.

4. Atthe “DEVICE” prompt, type the device to output the data.

Below is the data for a suppressed encounter form.

FhxAxxxxEx CONFIDENTIAL PATIENT INFORMATIQN *****xkxkx
PCC BEHAVIORAL HEALTH ENCOUNTER RECORD Printed: Mar 27, 2009@12:44:08
*** Computer Generated Encounter Record ***
A A A A A A A A A A A A A A A A A A A A A A A A A A A A A A A A A A A A A A A A A A A A A A A AAAAAAAAAAARAAAARAAAAAAAA AR AAAKX
Date: Feb 23, 2009 Primary Provider: GAMMAAA,DENISE
Arrival Time: 12:00
Program: MENTAL HEALTH

Clinic: MENTAL HEALTH Appointment Type: APPOINTMENT
Number Activity/Service
Community: TUCSON Served: Time: minutes

Activity: 13-INDIVIDUAL TREATMENT/COUNSEL/EDUCATION-PT PRESENT
Type of Contact: OUTPATIENT

Chief Complaint/Presenting Problem Suppressed for Confidentiality

S/0/A/P:
Behavioral Health Visit

Feb 23, 2009@12:00 Page 2

See GAMMAAA,DENISE for details.
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COMMENT/NEXT APPOINTMENT :
Behavioral Health Visit - COMMENT Suppressed
See GAMMAAA,DENISE for details.

BH POV CODE PURPOSE OF VISIT (POV)
OR DSM DIAGNOSIS [PRIMARY ON FIRST LINE]

F42. HOARDING DISORDER

Enter RETURN to continue or "~" to exit:

Figure 4-40: Sample Suppressed Encounter Form

4.2.6 Health Summary (HS)

Use the HS option to display the health summary information about a selected record.

1. At the “Select Action” prompt, type HS.
2. At the “Patient” prompt, the patient’s HRN, name, SSM or DOB.

3. Atthe “Select HEALTH SUMMARY TYPE NAME” prompt, type the health
summary type to use.

The PCC Health Summary for the patient displays.

OUTPUT BROWSER Aug 21, 2014 11:28:05 Page: 1 of 7
PCC Health Summary for DEMO,JEANETTE

Fkkkkkxx CONFIDENTIAL PATIENT INFORMATION -- 8/21/2014 11:27 AM  [ST] **xxxxxx
FFAAAAAXxA* DEMO, JEANETTE #146457 (ADULT REGULAR SUMMARY) pg 1 ***kxxxk

----------------------------- DEMOGRAPHIC DATA ——————mm—mmmmmmmmmmmmm

DEMO, JEANETTE DOB: MAY 8,1998 16 YRS FEMALE no blood type
WHITE MOUNTAIN APACHE TRB, AZ SSN:z XXX-XX-4701
MOTHER®"S MAIDEN NAME: ENOS,LUPE V
(H) 555-555-1072 (W) 555-999-1945 FATHER"S NAME: DEMO,ROGER
OTHER PHONE: NONE
RIVERSIDE (RT. 1, BOX 45,ALB,NM,87119)

LAST UPDATED: OCT 11,2012 ELIGIBILITY: CHS & DIRECT

NOTICE OF PRIVACY PRACTICES REC"D BY PATIENT? NO
DATE RECEIVED BY PATIENT:
WAS ACKNOWLEDGEMENT SIGNED? NO

HEALTH RECORD NUMBERS: 146457 2013 DEMO HOSPITAL
146458 2013 DEMO-3 TRIBAL CLINIC
DESIGNATED PRIMARY CARE PROVIDER: <none identified>
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NO ALLERGY INFORMATION RECORDED

Allergy List Reviewed On: By:
Allergy List Updated On: By:
No Active Allergies Documented On: By:

----------------------- ALLERGIES (FROM PROBLEM LIST) ——-———mmmmmmmmmmmmmom

*xxx%x NONE RECORDED *****

Allergy List Reviewed On: By:
Allergy List Updated On: By:
No Active Allergies documented On: By:
Problem List Reviewed On: By:
Problem List Updated On: By:
No Active Problems Documented On: By:

Problem List Reviewed On: By:

Problem List Updated On: By:

No Active Problems Documented On: By:

+ Enter ?? for more actions >>>
+ NEXT SCREEN - PREVIOUS SCREEN Q QUIT

Select Action: +//

Figure 4-41: Sample Health Summary for the patient

4.2.7 SOAP.CC Edit (ES)

Use the ES option (on the Patient Data Entry window) to edit the SOAP note for a
specified patient visit as well the text for Chief Complaint, Comment/Next
Appointment, and Medications Prescribed. Please note that this applies only to
records with unsigned notes.

1. At the “Select Action” prompt, type ES.
2. At the “Edit Which Record” prompt, type the number of the record.

3. Atthe “CHIEF COMPLAINT” prompt, type the chief complaint (Free-Text), if
any, using between 2-80 characters in length. If there is existing text, you can
change it. This information describes the major reason the patient sought services.

4. Atthe “SOAP/PROGRESS NOTE No existing text” prompt, if there is existing
text, it appears below the SOAP/PROGRESS NOTE prompt. You can edit this
text (just like entering new note).
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a. Atthe Edit? NO//” prompt, type Y (yes) or N (no).
If N was used, the other prompts continue.

If Y was used, you access another window where you can edit the text of the
SOAP/Progress Note.

==[ WRAP 1==[ INSERT ]========< SUBJECTIVE/OBJECTIVE >=======[ <PF1>H=Help ]====

< T T T T T T T T T>

Figure 4-42: Window to enter the note

Listed below are the most commonly used RPMS text editor commands:

What is Needed Use These Keys

Delete a line (extra blank or text) PF1(F1) followed by D
Join two lines (broken or too short) PF1(F1) followed by J
Save without exiting PF1(F1) followed by S
Exit and save PF1(F1) followed by E
Quit without saving PF1(F1) followed by Q
Top of text PF1(F1) followed by T

5. Atthe “COMMENT/NEXT APPOINTMENT - No existing text” prompt, if there
IS existing text, it appears below the COMMENT/NEXT APPOINTMENT
prompt. You can edit this text (just like entering new note).

a. Atthe Edit? NO//” prompt, type Y (yes) or N (no).

If N was used, the other prompts continue.

If Y was used, you access another window where you can edit the text of the
COMMENT/NEXT APPOINTMENT note.

==[ WRAP ]==[ INSERT ]========< SUBJECTIVE/OBJECTIVE >=======[ <PF1>H=Help ]====
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< T T T T T T T T >

Figure 4-43: Window to enter the note

Listed below are the most commonly used RPMS text editor commands:

What is Needed Use These Keys

Delete a line (extra blank or text) PF1(F1) followed by D
Join two lines (broken or too short) PF1(F1) followed by J
Save without exiting PF1(F1) followed by S
Exit and save PF1(F1) followed by E
Quit without saving PF1(F1) followed by Q
Top of text PF1(F1) followed by T

6. Atthe “MEDICATIONS PRESCRIBED - No existing text” if there is existing
text, it appears below the MEDICATIONS PRESCRIBED prompt. You can edit
this text (just like entering new note).

a. Atthe Edit? NO//” prompt, type Y (yes) or N (no).

If Y was used, you access another window where you can edit the text of the
MEDICATIONS PRESCRIBED note.

==[ WRAP ]==[ INSERT ]========< SUBJECTIVE/OBJECTIVE >=======[ <PF1>H=Help ]====
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< T T T T

Figure 4-44: Window to enter the note

Listed below are the most commonly used RPMS text editor commands:

What is Needed

Use These Keys

Delete a line (extra blank or text)

PF1(F1) followed by D

Join two lines (broken or too short)

PF1(F1) followed by J

Save without exiting

PF1(F1) followed by S

Exit and save

PF1(F1) followed by E

Quit without saving

PF1(F1) followed by Q

Top of text

PF1(F1) followed by T

Version 4.0 Patch 6

4.2.8

4.2.9

The electronic signature might be needed after you exit. Section 2.14 provides
more information about the Electronic Signature.

Switch Dates (SD)

Use the SD option to

1. Atthe “Select Action” prompt, type SD.

2. At the “Enter Date” prompt, type date to be used.

The application changes the date of the encounter.

Edit EHR Visit (EH)

Use the EH option to edit a selected BH visit that was entered in the Electronic Health
Record (EHR) application. (The same prompts display if you use the EHRE (Edit BH
Data Elements of EHR created Visit) option on the IHS Behavioral Health System
Data Entry Menu. In this option, you specify the patient name before specifying the
encounter date.)

1. Atthe “Select Action” prompt on the Patient Data Entry screen, type EH.

2. At the “Edit Which Record” prompt, type the number of the BH encounter that
was entered for a particular patient through the EHR.

The Edit Behavioral Health Specific Fields for an EHR Visit window displays.

Edit Behavioral Health Specific Fields for an EHR Visit

User Manual Addendum

May 2016

One Patient Visit Data

76




Behavioral Health System (AMH) Version 4.0 Patch 6

Patient: DELTA,EDWIN RAY HRN: 105321
Visit Date: FEB 27, 2009@13:47 Provider: GAMMAA,RYAN
Community of Service: ALBUQUERQUE
Activity Type: 99 INDIVIDUAL BH EHR VI
Appt/Walk In: UNSPECIFIED
Placement Disposition:
Interpreter Utilized: Comment/Next Appt (press enter)
Local Service Site:
Flag (Local Use):

COMMAND: Press <PF1>H for help Insert

Figure 4-45: Sample information about editing a BH visit entered through the EHR.
The underlined fields are required.

3. At the “Community of Service” prompt, type the community of service where the
encounter took place.

4. Atthe “Activity Type” prompt, type the activity type for the visit.

5. Atthe “Appt/Walk In” prompt, type the visit type: appointment, walk-in, or
unspecified (for non-patient contact).

6. At the “Placement Disposition” prompt, type any active disposition (such as
Alcohol/Drug Rehab). This is used when hospitalization or placement in a
treatment facility is required.

After you populate this field, the following pop-up window displays:

Enter the Facility to which the patient was referred |
FACILITY REFERRED TO:

Figure 4-46: Pop-up window asking for facility referred to

a. At the “Facility Referred to” prompt, type the facility name to which the
patient was referred, using 2 - 30 characters in length. This is a Free Text
field.

The prompts continue on the Edit Behavioral Health Specific Fields for an EHR Visit
window.

7. At the “Interpreter Utilized” prompt, type Y (yes) or N (no). This indicates if an
interpreter was used in the visit. Use Y if an interpreter was required to
communicate with the patient.
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8. At the “Comment/Next Appt (press Enter)” prompt, press Enter to access another
window where you can populate the field with the text of a comment about the
next appointment.

==[ WRAP

]::[ INSERT ]:::::::: S=====c=

<

T

T T >

Figure 4-47:

Window to enter the note

Listed below are the most commonly used RPMS text editor commands:

What is Needed

Use These Keys

Delete a line (extra blank or text)

PF1(F1) followed by D

Join two lines (broken or too short)

PF1(F1) followed by J

Save without exiting

PF1(F1) followed by S

Exit and save

PF1(F1) followed by E

Quit without saving

PF1(F1) followed by Q

Top of text

PF1(F1) followed by T

9. Atthe “Local Service Site” prompt,

type the local service site for the visit.

10. At the “Flag (Local Use)” prompt, type any local flag (0 to 999) used in flagging
various types of visits. The site will define a numeric value to indicate the
definition of the flag. For example, a 1 might mean any visit on which a narcotic
was prescribed. You can then, later on, retrieve all visits with a flag of 1 which
will list all visits on which narcotics were prescribed.

4.2.10 Sign Note (SN)

Use the SN option to sign a note (that is not signed) in a visit record. You can only
sign notes where you are the primary provider.

1. Atthe “Select Action” prompt, type SN.
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After using SN, one or two actions happen: (1) if there are no notes to sign, the
application displays the message: There are no records with unsigned notes that need
to be signed; or (2) if there are notes to be signed, the application displays the
Behavioral Health visits for the current patient where you are the primary provider.
Please note that visits with a blank SOAP/Progress Note will not appear on the list.

1 THETA,SHIRLE WW  05/12/2009 OUTP WW 116431 F42. HOARDING DISORDER

Figure 4-48: List of records that you can change
The prompts continue.

2. At the “Which record do you want to display” prompt, type the number of the
record you want to use.

The application displays the BH Visit Record Display window (for the particular
record).

After you quit the BH Visit Record Display window, the application asks if you
want edit this record.

e If N was used, you exit the sign note process.

e If Y was used, the application displays the Edit SOAP window.

After you save and exit this window, the application displays the signature code
prompt.

3. At the “Enter your Current Signature Code” prompt, type your (valid) signature
code. This signature applies to the SOAP/Progress Note associated with the
current visit. Section 2.14.6 provides more information about signing a note. After
typing your signature code, the OTHER INFORMATION screen displays.

If you do not populate with your electronic signature (or use an invalid one three
times) you will leave the window. After you quit, the application displays the
message: There is no electronic signature; this visit will not be passed to PCC.

4.2.11 Display TIU Note (TN)
Use the TN option to display a particular TIU note.

1. Atthe “Select Action” prompt, type TN.

2. At the “Display Note for Which Record” prompt, type the number of the record to
use.
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4.3

4.4

3. The contents of the specified note displays.

Display Record Options (DSP)
Use the DSP option to access the Data Entry Menu Display Options.

Visit Window (GUI)

One way to access the Visit window is to use the One Patient option on the RPMS
Behavioral Health System (GUI) tree structure. You access the Visit window for one
patient.

[T =I0i xi
s ackd D i Frini Exx = * e | e
it Dt R
P (ee—— T | ErclDate | Thusde ,Decomber 00,2018 =] o DK * Ursgreed Hoke
il
[ e [Pov [aiew | i Tty | Contact Type | Procer Lociongl Erepa ]
OL205011  SCHIEDPHAEMS, RESIDUAL TYPE MEHTALHEALTH  ASSESSMEMTEVALUSTI  DUTPATENT  DEMO,CASE M LOCLST GREVE |
MR ALCTNGL ABUSE, CONTINUOUS MEGICAL SOCIL . INCOADUMAL TREATMERT . OUTPATENT  OEWO0GCTOR DEMD DN WO
al | "
DEMOFATIENT LADY 95951 F 050401955 52 Loaded .

Figure 4-49: Visit window for one patient

Use the Visit for one patient window to manage the visits within a particular date
range for the current patient (the name displays in the lower, left corner of the
window). If there is no current patient, you will be asked to select one. The default
date range is one year.

Another way to access the Visit window for the patient is to use the All Patients
option on the RPMS Behavioral Health System (GUI) tree structure. You access the
Visit window for all patients.

= Wik [E=N ECR
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Figure 4-50: Sample Visit window for all patients
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Use the Visit window for all patients to manage the visits for a selected patient. These
visits are in the date range displayed in the Visit Date Range group box. The default
date range is one day.

The following are features of both windows.

The following table provides information about the other features of the window.

Feature Functionality
Visit Window for One | The default Start Date is one year previous.
Patient You can change the date range by clicking the drop-down list to

access a calendar. After the date range is changed, click OK to
redisplay the records in the Visit list box.

Note: if you change the Start Date for the Visit window for One
Patient, this change stays in effect in future sessions of the GUI
application for the Visit window for One Patient (until you change it

again).
Visit Window for All The default Start Date is today.
Patients You can change the default Start Date and the application maintains

that Start Date until you exit the application. Then, when you login
again, the Start Date reverts to today’s date.

Visit List Box The Visit list box shows the Visit records in the particular Visit Date
Range.

The asterisk (*) in the first column indicates that the particular record
contains an unsigned note. See section 2.14.5 Signing a Note (GUI)
for more information.

Add Button Establish the patient you want to use in the add process. Use the
Add button to add a new Visit record. You access the Visit Data
Entry - Add Visit dialog box.

Edit Button Use the Edit button to edit a particular Visit record. You access the
Visit Data Entry - Edit Visit dialog box.
View Button Use the View button (or double-click on a record) to browse a

particular Visit record. This window has the same fields as the
add/edit visit dialog box, except for the Intake and Suicide Form
tabs.

Delete Button Use the Delete button to delete a particular Visit record. The
application confirms the deletion.

Note that Visit records with a signed SOAP/Progress Notes can only
be deleted by users that have the AMHZ DELETE SIGNED NOTE
security key.

Sign Note Button Use the Sign Note button to sign the note of an “unsigned” record
(asterisk (*) in the first column).

Problem Button Select a record and then click the Problem button to access either a
BH Problem List or the PCC Problem list.
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4.5

Feature

Functionality

Print Encounter
Button

Use the Print Encounter button to print the encounter data about a
particular Visit record. The Print Encounter button has these options:
Full, Suppressed, Both Full and Suppressed.

Please note that the Intake document and Suicide Reporting Form
must be printed elsewhere and will not appear on a printed
encounter form.

The suppressed report does NOT display the following information:
Chief Complaint, SOAP note, measurement data, patient education
data, screenings.

After selecting one of the options, the application displays the first
page of the Print Encounter pop-up window.

Problem Button

Select a visit and then click the Problem button to manage the
patient’s Behavioral Health and PCC problems.

Help Button

Use the Help button on the Visit window to access the online help
for the window.

Close Button

Use the Close button on the Visit window to exit the window.

Add/Edit Visit Data Entry

Use the Add button on the Visit window to add a new record.

1. Establish the patient to use in the add process.

2. Do one of the following:

e Click Add to add a visit for the current patient. The application displays the
Visit Data Entry—Add Visit dialog box.

e Click Edit to edit the selected visit for the current patient. The application
displays the Visit Data Entry—Edit Visit dialog box. The Edit button will be
inactive if the patient does not have any previous visits.

Below is a sample Visit Data Entry - Add Visit dialog box. (The same fields
appear on the Visit Data Entry - Edit Visit dialog box.)
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=
Viait Informaton
Primory Provider | DEMO DOCTOR m Encounter Dite/Time | Trumdsy | December 26 2013 0228FM =]
e— [ =]  Encouerlocation | 121
Clirkc [ @ Appoirtment ce Walkcln  |APPOINTMENT =]
Type of Contact | [#] Commmy of Service | &
POV | Activey | SOAP/Progress Motes | Fix Notes/Labe | Welnesa | Measurements | Intaks | Suicide Fom |
POV: Purpose of Vsl
| Code | Narrative | g |
Edil
W Daleln
DEMO,DOROTHY ROSE 999999 F 10/10/1542 71 Londed . f
Figure 4-51: Sample Visits Data Entry - Add Visit window
The table below provides information about the features on this window.
Feature Functionality
Help button Click this button to access the online help about this window.
Save button Click this button after adding or changing this window. (See below for
more information).
Close button Click this button to not save any changed. (See below for more
information).

The Save process saves the changes and dismisses the add/edit window. If you added
a SOAP/Progress note, you will be asked if you want to sign the note. Section 2.14.5
provides more information about the Electronic Signature (GUI).

e If there was not an appointment the patient was checked in for in the scheduling
package, you return to the Visit window.

e |f there was an appointment the patient was checked in for in the scheduling
package and it is set to create a visit at check-in, the application displays the
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4.5.1

Select PCC Visit window. Section 4.3.9 provides more information about this
window. Please note the following about this option:

— If the facility is not using the scheduling package and doesn’t have the
Interactive PCC Link in the site parameters turned on, you will never be
presented with the ability to link it to a PCC visit.

— If there is no visit in PCC (patient never checked in, no appointment or walk
in was ever created in the scheduling package and no other clinics saw the
patient that day), then the option to link is never presented and the BH visit
continues to create a new visits in PCC.

The Close process displays the Continue? dialog box. This dialog box states:
Unsaved Data Will Be Lost, Continue?

e Click Yes to not save; this dismisses the data entry window.

e Click No and the focus remains on the data entry window where you can continue
work.

Visit Information Group Box
Use the Visit Information group box to enter data about the visit.

vl e

o a— - [ T S o e

(S [ ir_a Bppowdent o'sak b |HSFEOIFET =
4

Trpe ol Coniatt |

Figure 4-52: Sample Visit Information group box
The fields in bold text are required.

1. Atthe Primary Provider field, select the primary provider. The default is the
current provider. Change this field by clicking the drop-down list to access the
Primary Provider search/select window.
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Screen Capture What to do

=laix Use this search window in one of two
oy | ways:
Prevary Proveer (1) Use the Search String field by

typing the provider’s last name and
then clicking Search. The retrieved
providers will populate the Provider list
box. Select a retrieved record and click
OK to populate the Provider field.
(Otherwise, click Close.)

(2) Select a name in the Most Recently
Selected list box and click OK to
populate the Provider field. (Otherwise,
Most Recerdy Selected click Close.)

Primary Provider
DEMO,DOCTOR
DEMOPSYCHIATRIST
DEMOCASE M

W OK i&lm -

Figure 4-53: Sample Primary Provider search/select window

2. Atthe Enter Date/Time field, type the date/time. The default is the current date
and time. Change the date by clicking the drop-down list to access the calendar.
You can manually change the time. (This field can be changed during Edit).

3. Atthe Program field, select the program associated with the visit from the drop-
down list.

Mental health

Social services

Other

Chemical Dependency

After selecting the program, the application automatically populates the remaining
fields if the defaults were set up on the Site Parameters menu.

4. Atthe Encounter Location field, type the encounter location. This field
determines the location of the encounter. Change this field by clicking the drop-
down list to access the Location search window.
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Screen Capture What to do

=lolxd Use this search window in one of two
] o] ways:
Loceio (1) Use the Search String field by

typing the location and then clicking
Search. The retrieved locations will
populate the Location list box. Select a
location and click OK to populate the
Encounter Location field. (Otherwise,
click Close.)

(2) Select a name in the Most Recently
Selected list box and click OK to
populate the Encounter Location field.
Host Recertly Selected (Otherwise, click Close.)

o’ OK Eiose

Figure 4-54: Sample Location search window

5. At the Clinic field, select the name of the clinic. This field identifies the clinic
context. The response must be a clinic that is listed in the RPMS Standard Code
Book table. Change this field by clicking the drop-down list to access the Clinic
search window.
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Screen Capture What to do

=loj x| Use this search window in one of two
ey ] ways:
Ginc (1) Use the Search String field by

typing the clinic and then clicking
Search. The retrieved clinics and their
codes will populate the Clinic list box.
Select a clinic and click OK to populate
the Clinic field. (Otherwise, click
Close.)

(2) Select a clinic in the Most Recently
Selected list box and click OK to
populate the Clinic field. (Otherwise,
Most Recerty Selected click Close.)

o OK I-"zlwe -

Figure 4-55: Sample Clinic search window

6. Atthe Appointment or Walk-In field, select the type of visit form the drop-
down list. Use one of the following:

Appointment
Walk In
Unspecified (for non-patient contact)

7. Atthe Type of Contact field, type the contract type (the activity setting). Click
the drop-down list to access the Type of Contact window.
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Screen Capture

What to do

Type of Contact

Type of Contact

| Code |

ADMINISTRATIVE
AFTERCARE

CHART REVIEW
CONSULTATION

DAY PROGRAM
EMERGENCY ROOM
FIELD

HOME

INPATIENT

INTENSIVE OUTPATIENT
JAIL

QUTPATIENT
RESIDENTIAL

SCHOOL
TELE-BEHAVIORAL HEALTH
TELEFHONE

1
12
7
10
13
]
4
5
3
16
14
2
1
]
15
8

o OK I & lose

I [=] 5

Use this window as follows:

(1) Select a type of contact from the
list.

(2) Click OK to populate the “Type of
Contact” field. (Otherwise, click
Close.)

Figure 4-56: Sample Type of Contact window

8. At the Community of Service field, type the name of the community of service
where the encounter took place. Change this field by clicking the drop-down list

to access the Community search window.

User Manual Addendum

May 2016

88

One Patient Visit Data




Behavioral Health System (AMH) Version 4.0 Patch 6

Screen Capture What to do

=i Use this search window in one of two
Community .
Search String || ) Ses I WayS
Commty - . (1) Use the Search String field by

typing the community name and then
clicking Search. The retrieved
community names and their states will
populate the Community list box.
Select a community and click OK to
populate the Community of Service
field. (Otherwise, click Close.)

(2) Select a community in the Most
_ = Recently Selected list box and click
Mot Racerty Selscted | OK to populate the Community of

G [ s I . . . .
MESA ARZONA Service field. (Otherwise, click Close.)
BACA NEW MEXICO

W OK zzlou l

Figure 4-57: Sample Community search window

45.2 POV Tab
Use the POV tab to add, edit, or delete the Purpose of Visit (POV) for the encounter.

POV | Activiy | SOAP/Prograss Notes | Fix Notes/Labe | Weliness | Measirements | intake | Sucide Fom |
POV: Purposs of Visit

Cade | Marative | e A
Edig
XDelwe_|

Figure 4-58: Sample POV Tab on Visit Data Entry window
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You can add, edit, or delete POV records on this window.

Add Button
1. Click Add.

2. The POV search/select window displays.

L =101 x|

ElE

Mol Recently Selected

POV |_Harrmene

o OK ﬁ’Elm

F

1.
2.

igure 4-59: Sample POV search/select window

At the Search String field, type a few characters of the search criteria.

Click Search and the retrieved the records display in POV list box (the POV and
its narrative).

To add one or more selected records from the POV list box to the Selected Items
list box, click the right-pointing arrow button.

In addition, select one or more items in the Most Recently Search list box and
click the right-pointing arrow button. This adds those records to the Selected
Items list box.

Similarly, you can remove one or more selected records from the Selected Items
list box by clicking the left-pointing arrow button.

When the records in the Selected Item list box is complete, click OK and the
records populate the POV tab. (Otherwise, click Close.)
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4.5.3

Delete Button
1. Select the POV record to delete.

2. Click the Delete.

3. The Are You Sure confirmation message, click Yes to remove the selected

record from the list box. (Otherwise, click No.)

Edit Button
1. Selecta POV record to edit.

2. Click Edit.

3. The application displays the Edit POV dialog box
ol

Edt POV

POV IF

Figure 4-60: Edit POV dialog box

a. At the Narrative field, type the new POV narrative, using 2-80 characters.

This is a Free Text field.

b. Click OK to save the change the narrative of the selected code on the POV

tab. (Otherwise, click Close.)

Activity Tab

Use the Activity tab to manage Activity data about the visit for the current patient.
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POV Activiy | SOAP Frogress Notes | Fix Notes/Labs | Weliness | Measurements | intske | Suicide Foms |

Actrety
Activity | HEALTH FROMOTION [E] Actvey tme  [i0
etRog [ Local Senece St | |
I Interponter nlized? Bumber Served [1
CPT Cootal
Cods | Mamative | Gusart, | Mod 4 IMod2 | s Add
K|
Sacondacy Prosiec forshes sk
Frender | & Add
K|
Figure 4-61: Sample Activity Tab on the Visit Data Entry window
Activity Group Box
Below is the Activity group box.
Bctraty
Activity | [2]  ActvipTme [
Viarag [ Local Service S [ |5

I Interpeetss Uticed? Humbes Seeved [
Figure 4-62: Sample Activity group box
The fields in bold text are required.

1. At the Activity field, select the activity code that documents the type of service or
activity performed by the Behavioral Health provider. These activities might be
patient-related or administrative in nature only. Use only one activity code for
each record regardless of how much time is expended or how diverse the services
offered. Certain Activity codes are passed to PCC, and this will affect the billing
process. Click the drop-down list to access the Activity search window. Here you
search for the activity name. Section Appendix A: provides more information
about the Activity Codes and Definitions.
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Screen Capture What to do

=1o] x| Use this search window in one of two
i ways:
Search String | 152 |

(1) Use the Search String field by

Ll typing the activity name and then
clicking Search. The retrieved activity
code and activity name will populate
the Activity list box. Select a retrieved
record and click OK to populate the
Activity field. (Otherwise, click Close.)
(2) Select an activity record in the Most
Recently Selected list box and click
OK to populate the Activity field.
(Otherwise, click Close.)

Most Recertly Selected

Code [_Actity |

13 INDIVIDUAL TREATMENT//COUNS..

2 CASE MANAGEMENT-PATIENT PR

50 FAMILY TREATMENT

2 ADVENTURE BASED COUNSELING

@ OK l?mlm i

Figure 4-63: Sample Activity search window

2. Atthe Activity Time field, type the activity time, using any number between 1
and 9999 (no decimal digits). The understood units of measure are minutes. This
required field determines how much provider time was involved in providing and
documenting the service or performing the activity.

3. At the Visit Flag field, type the visit flag by using any number between 0 and 999
(no decimal digits). This field is for local use in flagging various types of visits.
The site will define a numeric value to indicate the definition of the flag. For
example, a 1 might mean any visit on which a narcotic was prescribed. You can
then, later on, retrieve all visits with a flag of 1 which will list all visits on which
narcotics were prescribed.

4. Atthe Local Service Site field, select the local service site. Click the drop-down
list to access the Local Service Site window.

User Manual Addendum One Patient Visit Data
May 2016

93



Behavioral Health System (AMH)

Version 4.0 Patch 6

Screen Capture

What to do

Local Senvice Ste

=10 x|

Local Service Ste

| Abbreviation

ALBUGUERGUE CITY JAIL
EMERGENCY MH DEPLOYMENT
FORTRESS OF SOLITUDE
HEADSTART

SENIOR CITIZENS CENTER
STARCASTLE REGIONAL TXCTR
THREE POINTS MEDICAL
TUCSON HOMELESS SHELTER
TUCSOMN INDIAN CENTER
TUCSON RUSTY FUTURES

AC)
ERMH
FOS
HEAD
SRC
SCR
IPT
THS
i
TRS

o OK | Fiose

Use this dialog box in one of two ways:

(1) Select a local service site from the
list.

(2) Click OK to populate the “Local
Service Site” field. (Otherwise, click
Close.)

Figure 4-64: Sample Local Service Site window

5. Atthe Interpreter Utilized? field, select this check box if an interpreter is

required to communicate with the patient.

6. Atthe Number Served field, type the number served, using any number between
1 and 9999 (no decimal digits). The default is 1. This required field refers to the
number of people directly served during a given activity and always is used for
direct patient care as well as for administrative activities. Group activities or
family counseling are examples where other numbers might be listed.

CPT Codes Group

Box

Use the CPT Codes group box to manage the CPT codes used during the encounter.

You can add or delete records in this group box.
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Delete Button
1. Selecta CPT code record to delete.

2. Click Delete.

3. Atthe Are you sure you want to delete? confirmation message, click Yes to
delete the record. (Otherwise, click No.)

Add Button
1. Click Add.

2. The CPT Code search/select window displays.

[Mcrrcade =0l
CFT Cods
Sasrch Streg 3 I
CFT Code Sebeciad Rems
Quesy i CFTCode | Descrption [Guert [Mod1 [ Modz
Moddier 1 (4] | » :
Modfier 2 |4 IE :
=
il
Mot Recertly Selectod
CFT Code | Desenptan |
12051 INTMD WHD REPAIR FACE/MM
51570 REMOVAL OF BLADDER
4115F BETA BLCKR ADMM W/H 24 HRS
v o | o |

Figure 4-65: Sample CPT Codes search/select window

3. At the Search String field, type a search string to search for a particular CPT
code. Then click Search. The CPT codes that match the search criteria will
display in the CPT Code field.

User Manual Addendum One Patient Visit Data
May 2016

95



Behavioral Health System (AMH)

Version 4.0 Patch 6

CPT Code
Search String I‘5
[-CPT Cade |
CPT Code | Descrption H|
45000 DRAINAGE OF PELVY
45005 DRAINAGE OF RECT/_|
4500F REF TO OUTPT CARL
DRAINAGE OF RECT)
45100 BIOPSY OF RECTUM
45108 REMOVAL OF ANORE
4510 PREVCARDREHAB G
45110 REMOVAL OF RECTU
45111 PARTIAL REMOVAL C
45112 REMOVAL OF RECTU
45113 PARTIAL PROCTECT!
45114 PARTIAL REMOVAL C
45116 PARTIAL REMOVALC
45119 REMOVE RECTUM W
45120 REMOVAL OF HECHj;
[« | Mo

. Search

Figure 4-66: Sample CPT Code search results

a. Select a retrieved CPT Code.
b. At the Quantity field, type the number of CPT codes to use to help facilitate

billing.

c. Atthe Modifier field, select the modifier for the CPT code. Click the drop-
down list to access the CPT Modifier search window.

Screen Capture

What to do

CPT Modfier

=10 x|

Search String |

-CPT Modfier

Mast Riecently Selected

|[cPTModfier |

UN TWO PATIENTS SERVED

v 0K | FRpiose

Use this search window in one of two
ways:

(1) Use the Search String field by
typing the CPT Modifier name and then
clicking Search. The retrieved CPT
Modifier names and their descriptions
will populate the CPT Modifier list
box. Select a CPT modifier and click
OK to save the modifier. (Otherwise,
click Close.)

(2) Select a CPT modifier in the Most
Recently Selected list box and click
OK to save the modifier. (Otherwise,
click Close.)

Figure 4-67: Sample CPT Modifier search window
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4. After the Quantity and Modifier fields are complete, click the right-pointing
arrow to add the items to the Selected Items list box.

More than one CPT Code can be used in the above process.

5. Another way to populate the Selected Items list box is to select a CPT code in the
Most Recently Selected list box and then click the right-pointing arrow.

6. Remove a selected CPT code in the Selected Items list box by clicking the left-
pointing arrow.

7. When the Selected Items list box is complete, click OK to save the data and add it
to the CPT Code(s) group box. (Otherwise, click Close.)

Secondary Provides for this Visit Group Box

Use the Secondary Providers for this Visit group box to manage the secondary
providers used during the encounter.

HEl R

d Add
 Delete

Figure 4-68: Sample Secondary Providers for this Visit group box
You can add or delete records on the Secondary Provider group box.

Add Button
1. Click Add.

2. The Secondary Providers multiple search/select window displays.
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=T
Secondany Prirde
SeschSirg | [ Seanch |
Seconday Povide Seloched linms
Jc
Mot Fiacerty Sebacted
v | x | o |

Figure 4-69: Sample Secondary Provider multiple search/select window

3. At the Search String field, type a few characters of the Secondary Provider’s last
name.

4. Click Search and the retrieved the records display in Secondary Provider list
box.

5. To add one or more selected records from the Secondary Providers list box to
the Selected Items list box, click the right-pointing arrow button.

6. To add one or more selected records from the Most Recently Selected list box to
the Selected Items list box, click the right-pointing arrow button.

7. Similarly, you can remove one or more selected records from the Selected Items
list box by clicking the left-pointing arrow button.

8. When the Selected Items list box is complete, click OK and these items populate
the Secondary Providers for this Visit group box. (Otherwise, click Close.)

Delete Button
1. Select the provider record to delete.

2. Click Delete.

3. Atthe Are You Sure confirmation message, click Yes to remove the selected
provider from the Secondary Providers for this Visit group box. (Otherwise,
click No.)
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45.4  SOAP/Progress Notes Tab

Use the SOAP/Progress Notes tab on the Visit Data Entry window to manage the
SOAP/progress note associated with the current visit, to enter the chief
complaint/pressing problem, and to enter any comments about the next appointment.

POV | Actvty SOAP/Progress Noles | Rx Hotea Labs | Wislness | Measurmenents | intaicn | Suesde Fom |
(sl Corplnee, Prossrtng Probies
[

Progress Noles

Placement Disposition | lﬂl Placement Hame |

Figure 4-70: Sample SOAP/Progress Notes tab

If you are editing a record and it has a signed note, the Progress Notes field will be
inactive (read-only). The other fields will be active.

1. Atthe Chief Complaint/Presenting Problem field, type the chief complaint or
presenting problem using 2 to 80 characters in length. This is a Free Text field
that describes the major reason the patient sought services.

2. Atthe Progress Notes field, type the text of the progress note for the visit. A
SOAP or progress note must be entered in the context of a visit. This is a Free
Text field.

3. At the Comments/Next Appointment field, type the text of any additional notes
or comments about the client’s next appointment. This is a Free Text field.

4. At the “Placement Disposition” field, select the placement disposition.

Use this field when hospitalization or placement in a treatment facility is required.
Click the drop-down list to access the Placement Disposition dialog box.
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Screen Capture What to do
¥ Placement Disposition =0l ] Use this dialog box in one of two ways:
i Placement Dispostion
|| Placement Type | Code | (1) Select a Placement Type.
|| ALCOHOL/DRUG DETOX 17
1 A . r | -
ALCOL P RED : (2) Click OK to populate Placement
GROUP HOME n Disposition field. (Otherwise, click
HOSPICE 16
PR Close.)
INPATIENT PSYCH
|| INTENSIVE OUTPATIENT 10
LONG TERM CARE g
MEDICAL REHABILITATION 15
OTHER 0
OUTPATIENT 18
PARTIAL HOSPITAL 5
RESIDENTIAL 3
RESPITE CARE 13
SHELTER 4
SNF 14
THERAPEUTIC FOSTER CARE 12

v oK | Efoiese |

Figure 4-71: Sample Placement Disposition dialog box

5. At the Placement Name field, type the name of the placement facility.

45.5 Rx Notes/Labs Tab
Use the Rx Notes tab to view prescription data or lab tests data.
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POV | Actviy | SOAP/Progress Notes Pl Notes/Labs | Wellness | Meamsomerts | itike | Suicide Fom |

Fou/Laba POC Madications
= R Vist Dt [ [5G oy [ Dmys [ Provides
Fix Notes 0418201381 200 AMDMICILLIN 250045 CAPSULE TAKEONE ., %0 wn RICHARDE
=} PO Lsbe
Vierw by Vit Do
Wierw by Lab Test 4 ¥
Grnph l I _J
Bahavviornl Health Madkcationa
Vist Dot Tme [
Prascription Erdry
|

Figure 4-72: Sample Rx Notes/Labs tab
The Rx/Labs group box controls what is displayed on the right side of the tab.

RX Data

When the Rx is selected in the Rx/Labs group box (the default), the application
displays information about PCC Medications, Behavioral Health Medications, and
Prescription Entry.

PCC Medications List Box

Use the PCC Medications list box to view PCC medications prescribed for the
current patient. The entire medication history might not be present here.

Behavioral Medication List Box

Use the Behavioral Medication list box to view the visit dates when behavioral
health medication was prescribed and any associated notes.

Prescription Entry Field

Use the Prescription Entry field to type information about the patient’s
prescriptions. This is a Free Text field. This field has a context menu that lets you
cut, copy, or paste data (these functions are like the ones in MS Office).

This information will be viewable in the Medications field for future visits. Items
in the Medication field can be copied and pasted into the Prescription Entry field.
This feature is used by some sites to record notes for the psychiatrist such as
doing a pill count with the patient, whether or not the patient is compliant with
meds, etc.
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PCC Labs

When the PCC Labs is selected in the Rx/Labs group box, you can select what you
want to view about the PCC Labs: View by Visit, View by Lab Test, or Graph.

View by Visit Date
If you select the View by Visit Date option, you access the View Labs by Visit Date

dialog box.
f® View Labs by Visit Date
Begn Date
Tuesdsy . [EETEES 28, 2008 v WX
End Data ts Close ]
Thursday . Octobes 28, 2000 bt

Figure 4-73: Sample View Labs by Visit Date dialog box

The View Labs by Visit Date dialog box has the following features:

e The default Begin Date will be one year previous.

e The application will link the default dates for these options so that is you
change the date in one view, the date will be the default in both Lab views.

e When you change the default Begin Date, it will be maintained until you
change it again.

e The application will save your default Begin Date when exiting.
You can edit either or both dates.

1. At the Begin Date field, select the beginning date of the date range by clicking
the drop-down list to select a date from the calendar.

2. Atthe End Date field, select the ending date of the date range by clicking the
drop-down list to select a date from the calendar.

3. When this dialog box is complete, click OK and the first page of the PCC labs for
the patient by visit date within the particular date range pop-up window.
(Otherwise, click Close.) Section 2.6 provides more information about the
controls on the pop-up window.

This same functionality is available on the tree structure for the RPMS Behavioral
Health System (GUI).
View by Lab Test

If you select the View by Lab Test option, you access the View Labs by Lab Test
dialog box.
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f® View Labs by Lab Test
Begn Date
Tuesdoy . ISR 26, 2008 v L%
EndDate
Thursday . October 28, 20010 bt

Figure 4-74: Sample View Labs by Lab Test dialog box
The View Labs by Lab Test dialog box has the following features:

e The default Begin Date will be one year previous.

e The application will link the default dates for these options so that if you
change the date in one view, the date will be the default in both Lab views.

e When you change the default Begin Date, it will be maintained until you
change it again.

e The application will save your default Begin Date when exiting.
You can edit either or both dates.

1. At the Begin Date field, select the beginning date of the date range by clicking
the drop-down list to select a date from the calendar.

2. Atthe End Date field, select the ending date of the date range by clicking the
drop-down list to select a date from the calendar.

3. When this dialog box is complete, click OK and the application displays the first
page of the PCC labs by lab test for the patient within the particular date range
pop-up window. (Otherwise, click Close). Section 2.6 provides more information
about the controls on the pop-up window.

This same function is available on the tree structure for the RPMS Behavioral Health
System (GUI).

Graph

If you select the Graph option, the right side of the tab changes to two boxes: Lab
Graph Date Range and Graphable Lab Tests.
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Lab Graph Date =
Starting Date: 1282004 = Ending Diste: |?rza.-*2:|1¢ «-| #/Display | & Graph

Graphable Lab Tests

Lab Test Count Eadiest Test Last Test
GLUCOSE 1 09/24/2007 | 01/09/2009
HCT fpewbom) 1 07/11/2006 01/09/2009
MPV 1 09/24/2007 09/24/2007
PAP SMEAR 1 07/11/2006 01/09/2009

Figure 4-75: Sample group boxes for Graph option

Lab Graph Date Range
The default date range is one year. This date range determines the data displayed in
the Graphable Lab Tests list box. You can edit either or both dates.

1. At the Starting Date field, click the drop-down list and select a date from the
calendar that determines the starting date of the date range.

2. Atthe Ending Date field, click the drop-down list and select a date from the
calendar that determines the ending date of the date range.

3. When the date range is correct, click Display to refresh the data in the Graphable
Lab Tests list box. The “new” date range stays in effect until you change it again.
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Graphable Lab Tests

Lab Graph Date :
Starting Date: 172872008 = Ending Date: [ 7/28/2018 ] #/Display | 84 Graph

Graphable Lab Tests

Lab Test Court Earbest Test Last Test
GLUCOSE 1 097242007 | 010972009
HCT [newkom) 1 07/11/2006 01/09/2008
MPY 1 0/24/2007 09/24/2007
PAP SMEAR 1 07/11/2006 01/09/2009

Figure 4-76: Sample Graphable Lab Tests list box
To graph a lab test, select one lab test record and then click Graph.

This causes the data to be entered into an Excel spreadsheet and the graph of the
particular lab test is shown.

) Bookl
A B c D E F G H
1 Date Normal Result Abnormal Result
2 08/09/2001 0.5 0.0
3
4
5
6
7
8
9
10
1 BASO % - DEMOSS,BAILY LYNN
1 196445
13
14 06 7
15 05 +
a6 04
17
18 0.3 + —a—Normal Result
19 0.2 T —8—Abnormal Result
20 014
21
2 0.0 L
23 08/09/2001
24

Figure 4-77: Sample graph of a particular lab test

You can save this data, if needed.

45.6 Wellness Tab
Use the Wellness tab to view the BH/PCC wellness activities, as well as manage the
education, health factors, and screenings for the visit.
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When you first access the Wellness tab, the application displays a tree structure.

POV | Activey | SOAP/Frogrss Notes | Fix Motes/Laba  Welness | Measursmants | intake | Suicide Fomm |
Wikraes Marsy
= Walinads

Patient Education

Health Factory

Sereening

Figure 4-78: Sample Wellness tab

You can select any of the options on the Wellness tree structure: Patient Education,
Health Factors, or Screening.

Patient Education

1. Select the Patient Education option on the Wellness tree structure to display the
patient education list boxes: Patient Education History and Patient Education
Data Entry.

Pt £ da-piar Hestiory
Date | Echucation Tops | Tives Spere | Ll 0 Unlerstincing | Comerent

Ll | |
ot Education Dala Entry
Echatabor: Topee | Tove Spers 1 Lol 08 Lirefiorstancing | Coserem

‘ | L}

Figure 4-79: Sample Patient Education group boxes

The Patient Education History list box is read-only. Scroll through the data using
the scroll bar.

You can add/edit data in the Patient Education Data Entry list box by using the
Add, Edit, or Delete button.
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Add/Edit Patient Education Record
The Add and Edit function use the same fields.

1. Click Add to add an education record.
OR

2. Select an education record to edit and click Edit.

3. The Education Topic select window displays.

Screen Capture What to do

=101 Use this search window in one of two
oS | = ways:
Eddocoion Topic _ (1) Use the Search String field by

typing the education topic and then
clicking Search. The retrieved
education topics will populate the
Education Topic list box. Select a
retrieved record and click OK.
(Otherwise, click Close.)

(2) Select an education topic in the
Most Recently Selected list box, click
OK. (Otherwise, click Close.)

Most Recenthy Salactad
Education Topic
DVP-LITERATURE

e’ OK I'ilm )

Figure 4-80: Sample Education Topic select window

If Close was used, the application displays the Continue warning that asks: Canceling
will lose all unsaved data, Continue? Click Yes and the focus returns to the Patient
Education Data Entry group box. Click No to display the Patient Education dialog
box with no data in the fields.

If OK was used, the Patient Education dialog box displays, with the Education
Topic field populated.
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2ol

Educabon
Education Topic

(2]

Goal

Raadiness to Lesm

[l
|

DEMO.DOCTOR |

i

Tirmee:
Stntus

Figure 4-81: Sample Patient Education dialog box

The fields in bold text are required.

4. At the Education Topic field, determine if you want to change the field. The
application populates this field with what was selected on the Education Topic
select window. To change this selection, click the drop-down list to access the

Education Topic search window.

Screen Capture

What to do

[ Education Topic [ =10] =i

Education Topic

Search String ||

Education Topic

Most Recertly Selacted
Education Topic
DVF-LITERATURE

W OK :-'zlose .

Use this search window in one of two
ways:

(1) Use the Search String field by
typing the education topic and then
clicking Search. The retrieved
education topics will populate the
Education Topic list box. Select a
retrieved record and click OK to
populate the Education Topic field.
(Otherwise, click Close.)

(2) Select an education topic in the
Most Recently Selected list box and
click OK to populate the Education
Topic field. (Otherwise, click Close.)

Figure 4-82: Sample Education Topic select window

5. Atthe Time field, type the number of minutes spent on the education topic, using

any integer 1 - 9999.
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6. Atthe Goal field, type text of the stated goal of the education. For example,
Patient plans to walk 6 times a week.

7. At the Status field, select the status of the education goal. Use one of the
following:

e Goal Set (the preparation phase defined as “patient ready to change” (patient
is active)

e Goal Met (the action phase defined as “patient actively making the change” or
maintenance phase defined as “patient is sustaining the behavior change”)

e Goal Not Met (the contemplation phase defined as “patient is unsure about the
change” or relapse when the patient started making the change and did not
succeed due to ambivalence or other reason)

e Goal Not Set (the pre-contemplation phase defined as “patient is not thinking
about change”)

8. At the Readiness to Learn field, select the Readiness to Learn option. Click the
drop-down list to display the Readiness to Learn select window.

Screen Capture What to do

=T Use this window as follows:
Readiness to Leam
Readiness to | | . R
DTN - (1) Select a readiness to learn option.
EAGER TO LEARN |
NGTRERDY (2) Click OK to add the option to the
PAN Readiness to Learn field. (Otherwise,
S click Close.)

o OK 2 Ehﬂ

Figure 4-83: Sample Readiness to Learn select window
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9. Atthe Level of Understanding field, select the level of understanding. Use one
of the following:

Poor (does not verbalize understanding; unable to return demonstration or
teach-back correctly)

Fair (verbalizes need for more education; incomplete return demonstration or
teach-back indicates partial understanding)

Good (verbalizes understanding; able to return demonstration or teach-back
correctly)

Group No Assessment (education provided in group; unable to evaluate
individual response)

Refused (refuses education)

10. At the Provider field, select the provider for the patient education. Click the
drop-down list to display the Education Provider select window.

Screen Capture What to do

=0l x| Use this search window in one of two
Education Provider i
Search String | . | Ways.
Eukootion Frovide (1) Use the Search String field by

typing the last name of the education
provider and then clicking Search. The
retrieved provider names will populate
the Education Provider list box. Select
a retrieved record and click OK to
populate the Provider field. (Otherwise,
click Close.)

(2) Select a name in the Most Recently
Selected list box and click OK to

Most Recertly Selected populate the Provider field. (Otherwise,
T click Close.)

DEMO.PSYCHIATRIST

DEMO.CASE M

o OK |I;$k:se ]

Figure 4-84: Sample Education Provider select window

11. At the Comment field, type any comments about the education topic for the visit.
This is a Free Text field.
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After the dialog box is complete, click OK (otherwise, click Cancel)

If OK was used, the application saves the data and displays it on the Education
Topics Data Entry grid.

If Cancel was used, the application displays the “Continue?” warning stating:
Canceling will lose all unsaved data, Continue? Click Yes to not save and leave
the Patient Education dialog box. Click No and the focus returns to the Patient
Education dialog box.

If Edit was used, after the dialog box is complete, click OK and the fields are
updated. Otherwise, click Cancel.

If the record was saved before the installation date for BHS v4.0 it will continue to
display the CPT field. You can edit an education record if the visit has a signed note.

Delete Patient Education Record
1. Select arecord in the Patient Education Data Entry grid to delete.

2. Click Delete.

3. Atthe “Are You Sure” warning message, click Yes to remove the selected record.
(Otherwise, click No.)

Health Factors

Select the Health Factors option on the Wellness tree structure to display the Health
Factor list boxes: Health Factors History and Health Factors Data Entry.

s Aadd

Do [ Hoath Facter Lelorvety | Gumtiy | Prode | Cororeers
L=l *
Hesth Facton Dats Erdsy

Haslth Facto | LevelrS ety | Ghusntily | Comment |

Figure 4-85: Sample Health Factors list boxes

Health Factors describe a component of the patient’s health and wellness not
documented as an ICD or CPT code or elsewhere. Health factors are not visit specific
and relate to the patient’s overall health status. They appear on the Adult Regular and
Behavioral Health summary report.
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Health Factors influence a person’s health status and response to therapy. Some
important patient education assessments can be considered health factors such as

barriers to learning, learning preferences.

The Health Factors History list box is read-only. Scroll through the data using the

scroll bar.

You can add/edit data in the Health Factors Data Entry list box by using the Add,
Edit, or Delete button.

Add/Edit Health Factor Record
The Add and Edit function use the same fields.

1. Click Add to add a record.

OR

2. Select a record to edit and click Edit.

3. The Health Factors search window displays.

Screen Capture

What to do

Health Factor o =] S|
Health Factor
Search String [ 5 I
Health Factor 1

Most Recently Selected

Heatth Faclor

[ Cotegoy [

CAGE 274

ALCOHOL/DRUG

o OK |& lose |

Use this search window in one of two
ways:

(1) Use the Search String field by
typing the health factor and then
clicking Search. The retrieved health
factors will populate the Health Factor
list box. Select a retrieved record and
click OK to populate the Health Factor
field on the Health Factors dialog box.
(Otherwise, click Close.)

(2) Select an education provider name
in the Most Recently Selected list box
and click OK to populate the Health
Factor field on the Health Factors
dialog box. (Otherwise, click Close.)

Figure 4-86: Sample Health Factor search window
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The Health Factors dialog box is shown below.

J-TEY
Hauslth Factor

Health Factes | FTLLEN L]

Ll S aventy =

Griartly ' DK
Cosnani [ X Cancel

Figure 4-87: Sample Health Factors dialog box
The fields in bold text are required.

4. At the Health Factor field, determine if you want to change the field. The
application populates this field with what was selected on the Health Factors
select window. To change this selection, click the drop-down list to access the
Health Factor search window. Refer to Step 2 above for more information about
this window.

5. Atthe Level/Severity field, select an option from the drop-down list, if
applicable:

Minimal
Moderate
Heavy/Severe

6. At the Quantity field, type the quantity associated with the health factor, if any.

7. At the Comment field, type the text of any comment for clarification about the
documented health factor. This is a Free Text field.

8. After the dialog box is complete, click OK (otherwise, click Cancel).

If OK was used, the application saves your data and displays it on the Health
Factors Data Entry grid.

If Cancel was used, the application displays the Continue? dialog box that states:
Canceling will lose all unsaved data, Continue? Click Yes to not save and leave
the Health Factors dialog box. Click No and the focus returns to the Health
Factors dialog box.

When editing a record, after the dialog box is complete, click OK to change the
selected record (otherwise, click Cancel).

Delete Health Factor Record
1. Select arecord in the Health Factors Data Entry grid to delete.
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2. Click Delete.

3. The application displays the “Are You Sure” warning message; click Yes to
delete the selected record. (Otherwise, click No.)

Screening

Select the Screening option on the Wellness tree structure to display the screening
list boxes: Screening History and Screening Data Entry.

i Add

~ Scieening History ]
Date [ Alcohal | Adcobol Provider | Alcohol Commert | Depres

KT | i)
Seresning Data Entiy
Bleshol | Alcokol Comment | Depression | Depeession Comment
4] | L

Figure 4-88: Sample Screening group boxes

The Screening History list box is read-only. Scroll through the data using the scroll
bar.
e |f the Screening Data Entry list box is empty, then the Add button displays.

e If the Screening Data Entry list box is populated, then the Edit button
displays. You can edit a selected record by clicking the Edit button.

In either case, the Screening dialog box displays.
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o5l Sereening

Screening

Meohol |

~| Provider

Comment

Depression ‘

~| Provider

Comment

POV

| Provider

Comment

Suicide Risk |

~| Provider

Comment

5

5

=]

5

ole =S

o OK

X Cancel

Figure 4-89: Screening dialog box

1. Atthe Alcohol field, select the outcome of the alcohol screening. Use one of the
following:

Negative (patient’s screening does not indicate risky alcohol use)

Positive (patient’s screening indicates risky alcohol use)

Unable to screen (provider unable to conduct the screening)

Patient Refused Screening (patient declined exam or screening)

Referral Needed

2. Atthe Provider field, select the name of the provider for the alcohol screening.
Click the drop-down list and select another one from the Alcohol Provider search
window, if needed.
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Screen Capture What to do

~l0lx Use this search window in one of two
Aleohol Provider .
Search String | 2re I Ways

Acohal Provider (1) Use the Search String field by

typing the last name of the provider and
then clicking Search. The retrieved
providers will populate the Alcohol
Provider list box. Select a retrieved
record and click OK to populate the
Provider field. (Otherwise, click
Close.)

(2) Select a name in the Most Recently
Selected list box and click OK to

Most Recertly Selected populate the Provider field. (Otherwise,
Hcohol Provider .

DEMO.DOCTOR click C|OS€.)

DEMO . PSYCHIATRIST

DEMO.CASE M

v 0K | close :

Figure 4-90: Sample Alcohol Provider search window

3. At the Comment field, type the text of any comment related to the alcohol
screening, using 2—-245 characters.

4. At the Depression field, select the outcome of the depression screening. Use one
of the following:

e Negative (denies symptoms of depression)

e Positive (provides positive answers to depression screening; further evaluation
is warranted)

e Unable to screen (provider unable to conduct the screening)
e Patient Refused Screening (patient declines exam or screening)
o Referral Needed

5. At the Provider field, select the name of the provider for the depression
screening. Click the drop-down list and select another one from the Depression
Provider search window, if needed.
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Screen Capture

What to do

Depression Provider

=loix|

Search String |

D san Provider

Most Recently Selected

Provider

DEMO,DOCTOR
DEMO PSYCHIATRIST
DEMO.CASE M

o OK I iczlose

Use this search window in one of two
ways:

(1) Use the Search String field by
typing the last name of the provider and
then clicking Search. The retrieved
providers will populate the Depression
Provider list box. Select a retrieved
record and click OK to populate the
Provider field. (Otherwise, click
Close.)

(2) Select a name in the Most Recently
Selected list box and click OK to
populate the Provider field. (Otherwise,
click Close.)

Figure 4-91: Sample Depression Provider search window

6. Atthe Comment field, type the text of any comment related to the depression

screening, using 2—-245 characters.

7. Atthe IPV/DV field, select the intimate partner violence/domestic violence

screening. Use one of the following:

e Negative (denies being a current victim of domestic violence)

e Present (admits being a victim of domestic violence)

e Past and Present

e Past (denies being a current victim but discloses being a past victim of
domestic violence)

e Unable to screen (unable to screen patient (partner or verbal child present,
unable to secure an appropriate interpreter, etc.))

e Patient Refused Screening (patient declined exam or screening)

e Referral Needed
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8. At the Provider field, select the name of the provider for the IPVV/DV screening.
Click the drop-down list and select another one from the IPVV/DV Provider
search window, if needed.

Screen Capture

What to do

IPY Provider

=g

Search String |

IPV Provider -

Most Recently Selected

1PV Provider

DEMO,DOCTOR
DEMO.PSYCHIATRIST
DEMO.CASE M

W OK Ii‘z lose :

Use this search window in one of two
ways:

(1) Use the Search String field by
typing the last name of the provider and
then clicking Search. The retrieved
providers will populate the IPV
Provider list box. Select a retrieved
record and click OK to populate the
Provider field. (Otherwise, click
Close.)

(2) Select a name in the Most Recently
Selected list box and click OK to
populate the Provider field. (Otherwise,
click Close.)

Figure 4-92: Sample IPV Provider search window

9. Atthe Comment field, type the text of any comment related to the IPV/DV
screening, using 2—-245 characters. This is a Free Text field.

After the dialog box is complete, click OK (otherwise, click Cancel).

If OK was used, the application saves your data and displays it on the Screening
Data Entry grid.

If Cancel was used, the application displays the Continue? dialog box that states:
Canceling will lose all unsaved data, Continue? Click Yes to not save and leave
the Screening dialog box. Click No and the focus returns to the Screening dialog

box.
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457 Measurements Tab

Use the Measurements tab to view existing measurements as well as add, edit, or
delete V Measurement data for the current patient visit.

POV | Activy | SOAPProgiess Hotes | Rlx bobes/Labs | Welness Muum|m|smsmm]
= Meannsment WVisw

ok Highory
StatngDate | Tuesday  Mewewbe 03,2000 =] EndrgDate [Wednesdsy, Jsrwmy 19,2011 =] g/ Display | £ Gragh |
Diste | laanmament | Deacrphon E‘-'d.le | Psgedar '
T2/20m ALDT ALIDIT 3 DEMODOCTOR
Mesnpsmant Dats Eriny
Maasanrerd [ Desergenn | Wabow | Provider i Add I
AIDT ADDIT = DEMDDOCTOR I
Meazwmement Ty | EE Ve

Provides | =l 4'

ol

Figure 4-93: Sample Measurements tab

Measurement View Group Box

This group box displays the measurements for the current patient in the date range
shown in the Measurement History group box.

Meznsameant View
4 Hptean
StafngDae | Tussday Hovember 03,2010 =] EndngDate  [Wednesdsy, Jausy 192011 =] o/ Display I B G |
Daie [ Measwaement |E‘M F‘-"n_be | Prrder |
mAzzm ALDT ALIDIT = DEMODOCTOR

Figure 4-94: Sample Measurement View group box

Change Date Range

1. Atthe Starting Date field, select a new date. Click the drop-down list to display a
calendar where you select another starting date.

2. At the Ending Date field, select a new date. Click the drop-down list to display a
calendar where you select another ending date.

3. Click Display to refresh the record in group box.

Graph

To better utilize the data collected and viewed through the Measurement View group
box, you can graph a measurement in the grid.
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1. Click Graph.
2. The Measurement Type dialog box displays.

S|
1~ Measurement Type I
|| Type | Description | Count

HT HEIGHT 1

wT WEIGHT 1

THP TEMPERATURE 1

BP BLOOD PRESSURE 1

PHO2 FHO2 5

PHO9 PHO3 5

AUDT AUDIT 1

CRFT CRAFFT 1

_1| |_’|_:

o OK hﬂﬂb@a I
|

Figure 4-95: Sample Measurement Type dialog box

3. Select the measurement type to graph.

4. Click OK to cause the application to (automatically) use the data to display a
graph in MS Excel. (Otherwise, click Close.)

5. The focus moves to the MS Excel application with the data shown. The data
automatically displays in the form of a line graph. You can create a graph of your
choice from the selected data.

Below is a sample line graph.

User Manual Addendum One Patient Visit Data
May 2016

120



Behavioral Health System (AMH)

%] Bookl
A B C D E F G H |
1 Date Systolic Diastolic
2 09/01f2009 150.0 70.0
3 09/18/2008 120.0 80.0
5
6
7
8
B -
10
1 BP - DEMO,AUSTIN WAYNE 192640
- 160.0 -
i3 1400 \
14 S
15 1200 +
16 1000 +
17 £0.0 ._______——-l == ystolic
18 600 1 == Diastalic
13 400 1
o 2000 +
22 00 +
1 05/01/2009 09,/18/2009

Figure 4-96: Sample line graph
You can save the data, if needed.

Measurement Data Entry Group Box

Use this group box to manage the measurements during the visit.

Meansement Dhata Eriny
Mossusment | Descriphon | vabos | Provides b add
50T ALIDT = DEMO COCTOR - I
- |
Measmement Type | EE Walue
Frovides | 13 v |
Kewmd |

Figure 4-97: Sample Measurement Data Entry group box
You can add, edit, or delete measurement data entry records.

Delete Button

1. Select the measurement to delete. Measurements can only be deleted from the
encounter record where they were first recorded.

2. Click Delete.

Version 4.0 Patch 6
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3. Atthe “Are You Sure” confirmation, click Yes to remove the selected
measurement record from the Measurement Data Entry group box. (Otherwise,
click No.)

Add/Edit Button
The Add and Edit function use the same fields.

1. Click Add to activate the measurement fields for data entry. The fields in bold
text are required.

OR

2. Selectarecord to edit and click Edit. The fields are populated with existing data.

3. At the Measurement Type field, select a V Measurement type. Click the drop-
down list to access the Measurement Type search window where you select a

type.

This field is inactive when editing a record.

Screen Capture What to do

=lolx Use this search window in one of two
Search String || eich | '
Nessiromnt Ty (1) Use the Search String field by

typing the measurement type and then
clicking Search. The retrieved
measurement types will populate the
Measurement Type list box. Select a
retrieved record and click OK to
populate the Measurement Type field.
(Otherwise, click Close.)

(2) Select a measurement type in the
Most Recently Selected list box and

Host Recerty Selected ' click OK to populate the Measurement
T ' Type field. (Otherwise, click Close.)

o OK | EE lose

Figure 4-98: Measurement Type select window
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4. At the Value field, type the numeric value of the measurement.

If the value is outside the accepted range, the Warning message displays. Click
OK to dismiss the warning and populate with another valid numeric value.

[warning x|
Measurement Yalue for Type ED is Invalid

Enter EDEMA as ane of the following O, 1+, 24, 3+ or 4+

Figure 4-99: Sample Value outside the acceptable range warning

5. Atthe Provider field, select the provider who entered the measurement data (the
default is the primary provider). Click the drop-down list to access the
Measurement Provider search window to change this field.

Screen Capture What to do

=1o1x| Use this search window in one of two
Search String || ) Searct I Ways
o (1) Use the Search String field by

typing the last name of the provider and
then clicking Search. The retrieved
provider names will populate the
Measurement Provider list box. Select a
retrieved record and click OK to
populate the Provider field. (Otherwise,
click Close.)

(2) Select a name in the Most Recently
Selected list box and click OK to

| Most Recerty Selctd populate the Provider field. (Otherwise,
DEM:J.c-o:Tr;';Il;mder click Close.)
DEMO PSYCHIATRIST
DEMOCASEM

w OK ﬁ:z lose l

Figure 4-100: Sample Measurement Provider search window

6. Click OK on the Measurement Data Entry group box. (Otherwise, click Cancel.).
The OK process causes a new record to display in the grid (showing the
Measurement along with its description, value, and provider).
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Measurements and Patient Education will print on the Full encounter form only
(not on the Suppressed encounter form).

7. If Edit was used, after changing the fields, click OK to change the Value and/or
Provider in the grid. (Otherwise, click Cancel.)

45.8 Intake Tab (GUI)
When you click the Intake tab, the Intake window displays.

=101 x|
ol Add Dridiad Inkske i AE e Ly y ! f - | i Help
Pahent Intske Documents * Unuagred Intakoe
Iindssted Program [ irticd Provides [ Updated [ Update Prowider
m A2t SOCLAL SERVICES DEMODOCTOR
| | ¥
Intake
e
I G L
DEMOPATIEMT LADY 999991 F 050111959 51 *

Figure 4-101: Initial Intake window

Section 12.2 provides more information the Intake (GUI).

459 Suicide Form

When you click the Suicide Form tab, the Suicide Form window displays. Section
11.2 provides more information about the Suicide Form Window (GUI).

45.10 Select PCC Visit Window

You access the PCC Visit window after you have saved and signed a visit and that
visit was entered in the scheduling package with the option to create a visit at check-
in.
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¥ Salect PLE Visit = 0
PEC it L
Do [ Time [ Rpcation [ Proveter [ [ Serece Categery [ Pruary POV
g (3] DIEMAC Tk OIS FTTAL G DOCTOH: BERANICHAL AL TH Al AP
1] | 3
Websar | ot | g ok | ERome
DEMO,PATIENT LADY 599591 F B5/01/1959 51

Figure 4-102: Sample Select PCC Visit window

You can do one of the following: either create a new record or link the entry with the
one created by the scheduling package (a PCC incomplete visit record).

If you don’t think that any displayed visit is the one needed to link to, you can choose
a new one or leave it alone until you have had a chance to check in the patient in the
Scheduling package.

After checking in the patient in the Scheduling package, you can return to the GUI
where you can now click the Refresh button and pull up more visits.

B satect POC Vit

[
i
e

Trm Lozsur: Prceecion i Savvn Cubngony Premary FIR
s iili] 1600 DM Bt mCATAL ALCOWOL AND SUEETA.  AMBLLAT O

1500 D] DA HOPITAL GEREFua ABLILA T Y
i 161" DR IR HOERTT AL B HOATIRA] HELL TH AR T IR

s ach s Hem - = Clous
A | et |y o] RO

Figure 4-103: Select PCC Visit window with more visits

Then you can highlight the entry you just put in, click OK and it will link the two in
PCC.

If you access PCC, this is what you will see:

Patient Name: BETAA,EMILY MAE
Chart #: 129608
Date of Birth: MAR 01, 1968
Sex: F
Visit IEN: 2565343
VISIT FILE
VISIT/ADMIT DATE&TIME: MAR 09, 2010@16:15
DATE VISIT CREATED: MAR 09, 2010
TYPE: IHS
PATIENT NAME: BETAA,EMILY MAE
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LOC. OF ENCOUNTER: DEMO INDIAN HOSPITAL
SERVICE CATEGORY: AMBULATORY

CLINIC: BEHAVIORAL HEALTH
DEPENDENT ENTRY COUNT: 3

DATE LAST MODIFIED: MAR 09, 2010

WALK IN/APPT: WALK IN

HOSPITAL LOCATION: BJB BH

CREATED BY USER: BETA,BETAS

OPTION USED TO CREATE: SD IHS PCC LINK - < - When it has been linked, it will
always show this option

APPT DATE&T IME: MAR 09, 2010@016:15
USER LAST UPDATE: BETA,BETAA
VCN: 47887.3A

OLD/UNUSED UNIQUE VIS: 5059010002565343
DATE/TIME LAST MODIFI: MAR 09, 2010016:57:35

CHART AUDIT STATUS: REVIEWED/COMPLETE
NDW UNIQUE VISIT ID (: 102320002565343
VISIT ID: 3C5N-WWX

PROVIDER
PROVIDER: BETA,BETAA
AFF_.DISC.CODE: 3A513
PRIMARY/SECONDARY : PRIMARY
V FILE IEN: 4873643

POV
POV: F10.24
ICD NARRATIVE: Alcohol dependence with alcohol-induced mood disorder
PROVIDER NARRATIVE: ALCOHOL-INDUCED BIPOLAR AND RELATED DISORDER WITH MODERAT
DATE/TIME ENTERED: NOV 16, 2015@10:43:44
ENTERED BY: BETA,BETAA
DATE/TIME LAST MODIFI: NOV 16, 2015@10:43:44
LAST MODIFIED BY: BETA,BETAA
V FILE IEN: 3211018

ACTIVITY TIME
ACTIVITY TIME: 60
TOTAL TIME: 60
V FILE IEN: 38330

Figure 4-104: Information from PCC

4.6 Browse Visits (GUI)

Use the Browse Visits option on the RPMS Behavioral Health System (GUI) tree
structure to access the Browse Visits dialog box. This dialog box applies to the
current patient.

1. Select Browse Visits on the RPMS Behavioral Health System (GUI) tree
structure.

2. The Browse Visits dialog box displays.
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il

DEMO,DARRELL LEE 117305 M 09/23/1966

- Browese Visit{z] Oplions

BowsevisisBy | ~ |
Husnbes of Records | *l

Begin Dale [Toeede . b o208 =]
End Date [FToea 02,208 %)
i e I =

Figure 4-105: Sample Browse Visits dialog box

3. At the Browse Visits By field, select one of the following:
L (Patient’s Last Visit
N (Patient’s Last N Visits)
D (visits in a Date Range
A (Al of the Patient’s Visits)
P (Visits to One Program)
If you use the A or L option, the other fields will not be active.
If N was used in the Browse Visits By field, the Number of Records field
becomes active.

4. At the Number of Records field, select an option from the drop-down list.
If D was used in the Browse Visits field, the Begin Date and End Date fields
become active.

5. At the Begin Date field, select the beginning date from the drop-down list.

6. Atthe End Date field, select the ending date from the drop-down list.

If P was used in the Browse Visits field, the Program field becomes active.

7. Atthe Program field, select the program from the drop-down list:
M-Mental Health
S-Social Services
O-Other
C-Chemical Dependence

8. Click OK. (Otherwise, click Close.)

If OK was used, the first page of the Browse Visits window displays.
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& Erowse Visits DEMOCORDTHY ROSE 999999 F 10/10/1942 71 =00 ]
o L LT T B -
a
Patient Name: DEMO, DCROTHY RO3E D08: Qex 10, L9442
HEH: 9959293
saasss Lninide Forms on File sedsss
Date of Ret: DEC 06, 20112 Suicidal Behaviox: IDEARTION W/ PLRR AND
IRTENT
Frevious Actempty: ONHXKOWH Method: STABBING/LACERAIION
Date o&f Rsw: SEP 30, 2009 Juicidal Bebaviar: ATITEMPT
Freavious Acvvesptz: 0 Herhod:
T e L T T T
Wisit Date: Jan 1T, F0l4 Provider: ITEIER,SHIRLEY
A ey Tipe: Type of Coatact: OUTPATIENT
= of Encounter: DEMO IKDIAN BOSFITAL
Chief Complaint/Pressanting PFroblem:
POV 8
S
SUSJECTIVESCBJECTIVE:
COHBMENT /HERT AFFPOINTHENT:
Hedicarions Frescribed:
e e
Wisit Dace: Jan 17, 2014 Frovider: TETER, SHIRLEY
Activicy Iyp Type of Contact: OUTPRIIENT
Locatien of Ensountez: DEMO INDIARN HOSPITAL
Chief Complaint/Presenting Problem:
POV 83
SUBSECTINE FCRIECTIVE:
COMRMENT/NEXRL APPOINTMENT:
Medications Frescribed: s
| | "
Cusrent Page bio.s 1 [Tedal Page he.: 1+ {oom Facter: 100% |

Figure 4-106: Sample of data in Browse Window

Section 2.6 provides more information about using the controls on this type of
window.

4.7 View Patient Data

When you expand the View Patient Data option on the tree structure for the RPMS
Behavioral Health System (GUI), you can select any of the sub-options to view
particular patient data: Face Sheet, Health Summary, PCC Medications, PCC
Labs by Visit Date, or PCC Labs by Lab Test.
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[ rPmS Behavioral Health System - DEMD INDIAN HOSPITAL

Patient  Preferences RPMS  Exit  Help  About

[B Clinical Actrties
=1 Views Patient Data
Face Shest
Health Summany
Fatiert Appoiritments
PCC Medications
PCC Labs by Vistt Date
PCC Labs by Lab Test
[#1- Vis# Encounters
Intake
Case Management
#- Trestment Plans
[ Suicade Reporting Forms
Adminiztistive/Communily Activities

=101 x|

Figure 4-107: RPMS Behavioral Health System tree structure for View Patient Data

The data applies to the current patient.

Use the Face Sheet option to view the first page of the Ambulatory Care Record
Brief pop-up window for the current patient. Section 2.6 provides more information

4.7.1  Face Sheet
about this type of window.
4.7.2  Health Summary

Use the Health Summary option to view the selected health summary type report for
the current patient.

The Select Health Summary Type dialog box displays.

_iofx
—Health Summany Type .
| o Ok
[BEHAVIORAL HEALTH] =
Cloge

Figure 4-108: Select Health Summary Type dialog box
1. Atthe field, select the health summary type from the drop-down list.
2. Click OK. (Otherwise, click Close).

If OK was used, a pop-up that shows the first page of the particular type of heath
summary displays.
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4.7.3

: Health Summary DEMODOROTHY ROSE 999993 F 10/10/1942 71

=10] |

-

wemmeese CONFIDENTIAL PRTIENT INFORMATION == T7/29/2014 12:27 FM [37]
sadds DEYWO, DOROTHY ROSE #399553 <AS> [BEHAVIORAL HEALTH SMBIARY) pg 1 s&&sa

----------------------------- DEMOGRAPHIC DRTA =--==-==m==--=-ccmmcoocccmaaan

DEHD, DOROTHY ROSE
CHERDOEEE HATION, OX

DOB: OCT 10,1942 71 YRS FEMALE no bleood type
55N XXXN-XX¥-1111

MOTHER'S MAIDEN HAME: CA 1, CRYSTAL MARCHELLE
(Hy 555-444-3333 (W) 555-222-6666 FATHER'S WRAME: RBBOTT,MARTIR

HORE (1234 ROAD STREET, RNYTOWH, VA, #8599)

LAST OFDATED: DEC 23,2011 ELIGIBILITY: CHS & DIRECT
VETERAN
ROTICE OF PRIVACY PRACTICES REC'D BY PATIENT? YES

DRTE RECEIVED BY PATIENT: Jun 30, 2003
KAZ ACENOWLEDGEMENT SIGHMED? YEX

HEALTH RECORD WUMBERS: 59985%% DEMO INDIAN HOSPITAL
DESIGHATED FROVIDERS —
DESIGHATED PRIMARY CRRE FROVIDER: SMHITH.A
CREE MANAGER:
HENTAL HEALTH: ADRIR,DEWAYNE

BEMRRES:
CDIB W FILE
UFDATE/RD 3RD PARTY/L10=07=85/FC

[(more]
——————————————————————————— IHSURANCE INFORMATION —---——--—==-==mmm——omm e
INSURARCE KUHBEE SUFF COV EL DRTE S5IG DRTE END DRTE
----------------------- ALIERGIES (FROM PROBLEM LIST) ---------—--m—mmmmmmmae
sawss BAOF: PCH, SULER #=ews -
i 3
[Current Page Mo.: 1 Tokal Page Ma.: 1+ Inom Facior: 100%

Figure 4-109: Sample Health Summary pop-up window

If there is more than one page, you must use the “Next Page” and “Last Page” buttons
to move to that page. Otherwise, you can specify the page number to move to. Section
2.6 provides more information about the controls on this window.

Patient Appointments

Use the Patient Appointments option to view the appointments of the current patient
in a particular date range. The Patient Appointments dialog box displays.

H=llE3

¥ Patient Appointments

Eegin Date
Tuesds . EEMENER 20,2000 ™
EndDate
sbﬂdﬁ" . March 27,2011 o

Figure 4-110: Sample Patient Appointments dialog
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The default Begin Date is three months previous and the default End Date is three
months in the future.

You can edit either or both dates.

1. At the Begin Date field, click the drop-down list and select a date from the
calendar. This established the beginning date of the date range.

2. At the End Date field, click the drop-down list and select a date from the
calendar. This established the ending date of the date range.

3. When this dialog box is complete, click OK (otherwise, click Close). If OK was
used, a pop-up displays that shows the first page of the appointments for the
current patient in the particular date range.

The application saves both default dates when you exit the application.

Section 2.6 provides more information about using the controls of this type of
window.

4.7.4  PCC Medications
Use the PCC Medications option to view the PCC medications for the current patient
in a particular date range. The PCC Medications dialog box displays.
= PCC Medications
Bege Dale
Wednesday, IEEES 29, 2008 v| o Ok
End Date
Fidsy . Oclober 29,2010 v
Figure 4-111: Sample PCC Medications dialog box
The default date Start Date is one year previous.
You can edit either or both dates.
1. At the Begin Date field, click the drop-down list and select a date from the
calendar. This established the beginning date of the date range.
2. At the End Date field, click the drop-down list and select a date from the
calendar. This established the ending date of the date range.
3. When this dialog box is complete, click OK (otherwise, click Close).
If OK was used, a pop-up displays that shows the first page of the Medication
Prescribed in the Behavioral Health database within the particular date range.
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4.7.5

4.7.6

PCC Labs by Visit Date

Use the PCC Labs by Visit Date option to view the PCC Labs for a current patient
in a particular visit date range. The application displays the View Labs by Visit Date
dialog box.

f® View Labs by Visit Date

Eegm Date
Tuesdsy | [EMES 28, 2008 v ' OK

EndDate

Thursday . Oclobes 28, 200 b

Figure 4-112: Sample View Labs by Visit Date dialog box
The default Begin Date is one year previous.
You can edit either or both dates.

1. At the Begin Date field, click the drop-down list and select a date from the
calendar. This establishes the beginning date of the date range.

2. At the End Date field, click the drop-down list and select a date from the
calendar. This establishes the ending date of the date range.

3. When this dialog box is complete, click OK (otherwise, click Close).

If OK was used, the first page of the PCC labs by visit date within the particular
date range displays.

This same function is available when entering/changing visit encounter data for
one patient on the Rx Notes/Labs tab.

PCC Labs by Lab Test

Use the PCC Labs by Lab Test option to view the PCC Labs for the current patient
in a particular lab test date range. The application displays the View Labs by Lab
Test dialog box.

[ View Labs by Lab Test

Begn Date
Tuesdsy . (RS 28,2008 v &

End Date

Thursday . Octobes 28, 2000 bt

Figure 4-113: Sample View Labs by Lab Test dialog box

The default Begin Date is one year previous.
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You can edit either or both dates.

1. At the Begin Date field, click the drop-down list and select a date from the
calendar. This establishes the beginning date of the date range.

If you change the Begin Date in View Labs by Lab Test, the application applies
this change to the Begin Date for the View Labs by Visit Date. The application
saves your default Begin Date when you exit the application.

2. Atthe End Date field, click the drop-down list and select a date from the
calendar. This establishes the ending date of the date range.

3. When this dialog box is complete, click OK (otherwise, click Close).

If OK was used, a pop-up displays that shows the first page of the PCC labs by
lab test within the particular date range.

This same function is available when entering/changing visit encounter data for
one patient on the Rx Notes/Labs tab.
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5.0 Group Encounters
This section provides information on how to enter or edit group encounter data for
Roll and Scroll and the RPMS Behavioral Health System (GUI).
5.1 Group Form Data Entry Using Group Definition (Roll and
Scroll)
Use the Group Form Data Entry Using Group Definition (GP) option to enter MH/SS
data from a group form. Use GP when the encounter involves a group of patients.
This process allows you to enter data into each participant’s record without entering
an encounter record for each patient.
1. At the “Select Behavioral Health Data Entry Menu Option” prompt, type GP.
2. At the “Enter Beginning Date” prompt, type the beginning date of the date range
for displaying Group definitions.
3. At the “Enter Ending Date” prompt, type the ending date of the date range for
displaying Group definitions.
The application displays the Group Entry window.
GROUP ENTRY Mar 16, 2009 17:09:31 Page: 1 of 14
Group Entry * - Unsigned Group Note
Date Group Name Activity Prg ClIn Prov TOC POV
1) * 11/01/15 EDIT INTAKE GROUP TRE S MEDIC GAMMAA,R SCH F84.0-AUTISM
2) * 11/01/15 EDIT INTAKE GROUP TRE S MEDIC GAMMAA,R SCH F42.-HOARDI
3) * 10/29/15 INTAKE GROUP GROUP TRE M  TELEB GAMMAA,R SCH T43.205A-ANT
4) 10/29/15 INTAKE GROUP GROUP TRE M  TELEB GAMMAA,R SCH F32.1-MAJOR
5) 10/28/15 Mond DEP FAMILY/GR S  MEDIC GAMMAAA, OUT F32.3-MAJOR
6) 10/25/15 GOAL STATUS GROUP TRE S MEDIC GAMMAA,R SCH F10.259-ALCO
7 10/25/15 Friday DEP group GROUP TRE S MEDIC GAMMAAA, SCH F32.2-MAJOR
+ Enter ?? for more actions >>>
1 Add a New Group 6 Review/Edit Group Visits
2 Display Group Entry 7 Add No Show Visit
3 Duplicate Group 8 Edit Group Definition
4 Delete Group 9 Sign Notes
5 Print Encounter Forms Q Quit
Select Action:+//

Figure 5-1: Sample Group Entry window

The asterisk (*) preceding the Entry Date indicates that the record contains an
unsigned group note.

At the “Select Action” prompt, press Enter to view the next page of data about Group
Entry.

Use the Quit action to dismiss this window.
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Note: You can edit group records only with the group screens, not
on the individual data entry side (PDE, SDE).

5.1.1 Add New Group
Use action 1 (Add a New Group) to add a new group to the list of groups.

1. Atthe “Select Action” prompt, type 1.

2. At the “Enter Date of the Group Activity” prompt, type the date of the new group
activity.

The Group Encounter Documentation window displays.

* GROUP ENCOUNTER DOCUMENTATION * DEMO INDIAN HOSPITAL

NOTE: Please enter all standard information about this group activity.
After you leave this screen a record will be created for each patient.
At that time you can add additional information for each patient.

Add/View/Update Providers (Primary or Secondary) for this Group? Y

Encounter Date: MAR 14, 2009 Arrival Time: 12:00
Program: Community of Service:
Group Name: Clinic:

Activity: Activity Time:
Encounter Location: Type of Contact:

POV or DSM (Primary Group Topic) <press enter>:

Chief Complaint/Presenting Problem:

Any Patient Education Done? N CPT Code(s) <press enter>:
S/0/A/P (Standard Group Note) <press enter>:

Patients <press enter>:

COMMAND: Press <PF1>H for help Insert

Figure 5-2: Sample Group Encounter Documentation window
The underlined fields are required.

3. At the “Add/View/Update Providers (Primary or Secondary) for this Group?”
prompt, type Y (yes) or N (no).

If Y was used, the add function is available. This is the only place to add
providers for the group encounter. The following pop-up displays.

PROVIDER: PRIMARY/SECONDARY :
PROVIDER: PRIMARY/SECONDARY :
PROVIDER: PRIMARY/SECONDARY :

Figure 5-3: Sample Secondary Providers pop-up
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The underlined fields (on the pop-up) are required.

a. Atthe “PROVIDER” prompt, type the provider name.

b. Atthe “PRIMARY/SECONDARY” prompt, type the provider type by using
P for primary or S for secondary. Only one primary provider can be used,
whereas, multiple secondary providers are allowed.

Below are more fields on the Group Encounter Documentation window.

4. At the “Encounter Date” prompt, type the encounter date. The default shows the
date of the new group activity (that was entered before you accessed this
window).

5. Atthe “Arrival Time” prompt, type the arrival time of the group encounter. The
default shows 12:00.

6. At the “Program” prompt, type the program for the group encounter. Use one of
the following:

M (Mental Health)

S (Social Services)

C (Chemical Dependency)
@) (Other)

7. At the “Community of Service” prompt, type the name of community of service
where the encounter took place.

8. At the “Group Name” prompt, type the name of the group encounter, using
between 1 and 30 characters in length.

9. At the “Clinic” prompt, type the clinic (by number or name).
10. At the “Activity” prompt, type the activity of the group encounter.

11. At the “Activity Time” prompt. Type the number of minutes (no decimal digits)
the provider(s) spent on the activity, using any integer between 1 and 9999. Please
note, 0 (zero) is not allowed as a valid entry. The time is divided equally among
each of the group participants.

12. At the “Encounter Location” prompt, type the name of the location for the
encounter.

13. At the “Type of Contact” prompt, type the contact type (the activity setting).

14. At the “POV or DSM (Primary Group Topic)” prompt, press Enter to access the
POV or DSM Diagnosis pop-up.

POV or DSM Diagnosis (Primary Group Topic)

CODE NARRATIVE
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Figure 5-4: Sample pop-up window for POV
a. Atthe “Code” prompt, type an MHSS Problem/DSM IV POV code, using 2—
80 characters.

b. After populating the Code field, the application populates the Narrative for the
particular code (but can be edited). Note: the special characters “or “ cannot be
the first character of the POV narrative.

Below are more fields on the Group Encounter Documentation window.

15. At the “Chief Complaint/Presenting Problem” prompt, type the chief complaint or
presenting problem using 2 to 80 characters. This information describes the major
reason the patient sought services.

16. At the “Any Patient Education Done?” prompt, type Y (yes) or N (no).

If Y was used, the Patient Education for this Group Activity pop-up displays.

*PATIENT EDUCATION for this Group Activity

After entering each topic you will be prompted for more fields

EDUCATION TOPIC:
EDUCATION TOPIC:
EDUCATION TOPIC:
EDUCATION TOPIC:
EDUCATION TOPIC:

Figure 5-5: Sample Patient Education enter/edit screen

a. Atthe “EDUCATION TOPIC” prompt, type the education topic code.
b. After populating this field, the following pop-up displays.

EDUCATION TOPIC: 042.-DISEASE PROCESS

LEVEL OF UNDERSTANDING: GROUP-NO ASSESSMENT
PROVIDER: THETA,SHIRLEY
MINUTES:

COMMENT :

Figure 5-6: Sample pop-up for education data

The underlined fields are required.
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c. Atthe “Level of Understanding” prompt, the application automatically
populates with GROUP-NO ASSESSMENT. You cannot change this field.

d. Atthe “Provider” prompt, the application automatically populates with the
current logon user. This can be changed.

e. At the “Minutes” prompt, type the number of minutes spent on education,
using any integer 1-9999.

f. Atthe “Comment” prompt, type the text of any comment about the education
topic, using 2—-100 characters.

Below are more fields on the Group Encounter Documentation window.
17. At the “CPT Code(s) <press enter>" prompt, press Enter to access another

window where you specify the CPT or HCPCS codes associated with the group
encounter.

CPT Code(s)
CPT CODE:
CPT CODE:
CPT CODE:
CPT CODE:

Figure 5-7: Sample pop-up for CPT Code(s) data

a. Atthe “CPT CODE” prompt, type the CPT code to be used for the group.
Another pop-up window displays.

QUANTITY: 1
MODIFIER:
MODIFIER 2:

Figure 5-8: Sample secondary pop-up window

b. At the “Quantity” prompt, type the quantity associated with the CPT code.
c. Atthe “Modifier” prompt, type the modified associated with the CPT code.

d. At the “Modifier 2” prompt, type the second modified associated with the
CPT code.

After completing the Modifier 2 prompt, the focus returns to the CPT CODE
prompt.

Below are more fields on the Group Encounter Documentation window.

18. At the “S/O/A/P (Standard Group Note) <press enter>" prompt, press Enter to
access another window where you enter the text of a group note.

==[ WRAP ]==[ INSERT ]J========< SUBJECTIVE/OBJECTIVE >=======[ <PF1l>H=Help J====
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< T T T T T T T T T>

Figure 5-9: Window to enter the note

Listed below are the most commonly used RPMS text editor commands:

What is Needed Use These Keys

Delete a line (extra blank or text) PF1(F1) followed by D
Join two lines (broken or too short) PF1(F1) followed by J
Save without exiting PF1(F1) followed by S
Exit and save PF1(F1) followed by E
Quit without saving PF1(F1) followed by Q
Top of text PF1(F1) followed by T

19. At the “Patients <press enter>" prompt, press Enter to access the Patients pop-up:

Please enter all patients who participated in the group.
Remove any patients who were not present

PATIENT:
PATIENT:
PATIENT:
PATIENT:
PATIENT:
PATIENT:
PATIENT:
PATIENT:
PATIENT:
PATIENT:

Figure 5-10: Sample pop-up for Patients
a. Atthe “PATIENT” prompt, type the patient name, HRN, DOB, or Social
Security Number.
b. More than one patient name can be used.
After you save and exit, the application displays the following choices:
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Select one of the following:

Yes, group definition is accurate, continue on to add visits
No, I wish to edit the group definition
1 wish to QUIT and exit

O Z <

Do you wish to continue on to add patient visits for this group: Y//

Figure 5-11: Questions upon exit

e Type Y to continue adding the patient’s individual visit associated with the
group visit. The focus returns to the record for the first patient.

e Type N to edit the group definition.
e Type Q to quit and exit. The focus returns to the Group Entry screen.

After completing the group definition, completing the documentation for the
individual patients, and saving, the application will display an option to sign all
SOAP/Progress Notes or to leave them unsigned.

5.1.2  Edit Group Definition
Use option 8 to edit a selected unsigned group entry record.

If the selected group already has visits created, the application displays the message:
This group already has visits created. You must use the REVIEW/EDIT GROUP
VISITS to modify visits within this group. In this case, the focus returns to the Group
Entry window.

1. Atthe “Select Action” prompt, type 8.
2. Atthe “Select GROUP ENTRY” prompt, select a group to edit.

3. The Group Encounter Documentation window displays.

* GROUP ENCOUNTER DOCUMENTATION * DEMO INDIAN HOSPITAL

NOTE: Please enter all standard information about this group activity.
After you leave this screen a record will be created for each patient.
At that time you can add additional information for each patient.

Add/View/Update Providers (Primary or Secondary) for this Group? Y

Encounter Date: MAY 15,2009@12:00 Arrival Time: 12:00

Program: MENTAL HEALTH Community of Service: ABERDEEN
Group Name: meeting on thur Clinic: EMERGENCY MEDICINE
Activity: 25 Activity Time: 6

Encounter Location: ABERDEEN AO Type of Contact: CONSULTATION

POV or DSM (Primary Group Topic) <press enter>:

Chief Complaint/Presenting Problem:

Any Patient Education Done? N CPT Code(s) <press enter>:
S/0/A/P (Standard Group Note) <press enter>:

Patients <press enter>:
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COMMAND: Press <PF1>H for help Insert

Figure 5-12: Sample Group Encounter Documentation window

Section 5.1.1 provides more information about the fields on this window.

5.1.3 Review/Edit Group Visits

Use action 6 to review/edit the group visits with a particular unsigned group
encounter.

1. Atthe “Select Action” prompt, type 6.
2. Atthe “Select GROUP ENTRY” prompt, type the group entry to review/edit.

If the group has a signed note, the application displays the message: The notes
associated with this group entry have been signed. You can edit other items in this
entry but not the notes. Press Enter to continue.

After populating the Select GROUP ENTRY field, the Enter/Edit Patient Group
Data window displays.

Enter/Edit Patient Group Data Mar 27, 2009 17:33:04 Page: 1 of 1
Group Entry
Patient Name Sex Age DOB HRN Record Added

1) PHIT11,TERRY LYNN F 40 05/10/1968 198794 yes
2) THETA,LOMIE M 23 06/23/1985 115697 yes

Enter ?? for more actions >>>
AE Edit Patient"s Group Visit D Display Patient®s Group Visit
X Delete a Patient"s Group Visit Q Quit

Select Action:+//

Figure 5-13: Sample Enter/Edit Patient Group Data window
Use the Q action to exit the window.

Delete a Patient’s Group Visit (X)
Use the X action to remove a particular patient’s group visit.

1. Atthe “Select Action” prompt, type X.
2. Atthe “Enter PATIENT GROUP ENTRY” prompt, type the group number.
3. The application displays the BH record data.
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4. At the end of the data, the application verifies that you want to delete the
particular patient’s visit. Type Y (yes) or N (no).

Display Patient’s Group Visit (D)

Use the D action to display a particular patient’s group visit.

1. Atthe “Select Action” prompt, type D.

2. The BH Visits Record Display window (view only) displays.

Edit Patient’s Group Visit (AE)

Use the AE option to edit a patient’s group visit.

1. Atthe “Select Action” prompt, type AE.

2. Atthe “Enter PATIENT GROUP ENTRY” prompt, type the group number.
The BEHAVIORAL HEALTH RECORD EDIT windows for the particular patient

displays.
* BEHAVIORIAL HEALTH RECORD EDIT * [press <F1>E to exit]
Encounter Date: NOV 3,2006@12:00 User: THETA,SHIRLEY
Patient Name: TEST,JEREMY ISSAC DOB: 6/15/81 HRN: 104683
Date: NOV 3,2006@12:00 Location of Service: DEMO HOSPITAL
Program: MENTAL HEALTH Outside Location:
Clinic: MENTAL HEALTH Appt/Walk-in: UNSPECIFIED Visit Flag:
Type of Contact: OUTPATIENT Community: RED LAKE
Providers <press enter>: Local Service Site:
Activity: 91 Activity Time: 40 #Served: 1 Interpreter Utilized:
Chief Complaint/Presenting Problem:
SOAP/PROGRESS NOTE: Comment/Next Appointment: Medications Prescribed:
Edit Purpose of Visits?: N Edit Treated Medical Problems? N
Edit CPT Codes? Edit Health Factors? N
Edit Patient Education?: N
Edit Any Screening Exams? N Edit Measurements? N
Placement Disposition: Referred To:
COMMAND: Press <PF1>H for help Insert

Figure 5-14: Sample Behavioral Health Record Edit window

If you cannot change the note, the applicable field on the Behavioral Health Record
Edit window will read: SOAP/PROGRESS NOTE SIGNED/UNEDITABLE. In this
case, as you tab through the fields, the application will skip the Note field.

The underlined fields are required. Section 4.1.3 provides more information about the
prompts on this window.
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5.1.4  Display Group Entry
Use action 2 to display group entry data for a specified group.

1. Atthe “Select Action” prompt, type 2.
2. Atthe “Select GROUP ENTRY” prompt, type the number of the group.

The application displays the Output Browser window showing the group data.

OUTPUT BROWSER Mar 27, 2009 17:46:48 Page: 1 of 1
DATE OF SERVICE: NOV 29, 2010@14:39 PROGRAM: MENTAL HEALTH
GROUP NAME: TESTING LINK 1 POSTING DATE: NOV 29, 2010
LOCATION OF ENCOUNTER: KANAKANAK HOSPITAL
COMMUNITY OF SERVICE: KODIAK ACTIVITY TYPE: 91
TYPE OF CONTACT: OUTPATIENT ACTIVITY TIME: 60
WHO ENTERED RECORD: GAMMMA,RYAN DATE LAST MODIFIED: NOV 29, 2010
CLINIC: MENTAL HEALTH USER LAST UPDATE: GAMMMA,RYAN
SIGNED?: YES ELECTRONIC SIGNATURE BLOCK: Ryan Gamma
DATE/TIME ESIG APPLIED: NOV 29, 2010014:40:50
PROVIDER: GAAMMA,RYAN PRIMARY/SECONDARY: PRIMARY
POV: F33.1

NARRATIVE: MAJOR DEPRESSIVE DISORDER, RECURRENT EPISODE, MODERATE
SUBJECTIVE/OBJECTIVE:
CPT CODE: 90853 QUANTITY: 1
CPT CODE: 90836 QUANTITY: 1
PATIENTS: SMITH,ALPHA JUSTIN
PATIENTS: MOORE,ALPHA JAMES
PATIENTS: WATERS,ALPHA RASHELL
MHSS RECORD: FEB 18, 2014@13:44
MHSS RECORD: FEB 18, 2014@13:44
MHSS RECORD: FEB 18, 2014@13:44

+ Enter ?? for more actions >>>
+ NEXT SCREEN - PREVIOUS SCREEN Q QUIT
Select Action: +//

Figure 5-15: Sample Output Browser window

3. At the “Select Action” prompt, type one of the following:

+  to view the next screen (does not apply to the last screen)
- to view the previous (does not apply to the first screen)
Q to quit the Output Browser screen and the focus returns to the Group Entry.

5.1.5  Print Encounter Forms
Use action 5 to print a specified encounter form for a particular group.

1. Atthe “Select Action” prompt, type 5.
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2. Atthe “Select GROUP ENTRY” prompt, type the group to use.

The application states: Forms will be generated for the following patient visits.
After this message, the application displays the names of the patients in the group.

3. At the “Enter response” prompt, type one of the following:

(Full Encounter Form)
(Suppressed Encounter Form)
(Both a Suppressed & Full)
(2 copies of the Suppressed)
(2 copies of the Full)

m-owwm

A full encounter form (option F) prints all data for a patient encounter
including the S/O/A/P note.

e The suppressed report (option S) does NOT display the following information:
Chief Complaint, SOAP note, measurement data, screenings.

4. At the “Device” prompt, type the device to output the encounter form.

Below is a sample full encounter form report.

FxxxAAxxxx CONFIDENTIAL PATIENT INFORMATIQN *xddkskxx
PCC BEHAVIORAL HEALTH ENCOUNTER RECORD Printed: Oct 01, 2009@17:38:44
***  Computer Generated Group Encounter Record ***
Group Name: Mond DV
Date: Sep 28, 2009 Primary Provider: GAMMA,DENISE
BETAA,BJ

Arrival Time: 10:00
Program: SOCIAL SERVICES

Clinic: MEDICAL SOCIAL SERVICES Appointment Type: UNSPECIFIED
Number Activity/Service
Community: TAHLEQUAH Served: 1 Time: 44 minutes

Time spent In group session: 88
Activity: 14-FAMILY/GROUP TREATMENT-PATIENT PRESENT
Type of Contact: OUTPATIENT

CHIEF COMPLAINT/PRESENTING PROBLEM: test pt ed

S/0/A/P:

GROUP NOTE

This is the first meeting of the Domestic Violence group. Focus of today’s
session was establishing group rules and discussing expectations.

PROVIDER SIGNATURE: /es/ DENISE GAMMA, MSW, LCSW
Signed: Sep 28, 2009 15:07

COMMENT/NEXT APPOINTMENT :

BH POV CODE PURPOSE OF VISIT (POV)
OR DIAGNOSIS [PRIMARY ON FIRST LINE]
F84.0 AUTISM SPECTRUM DISORDER
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F10.24 ALCOHOL-INDUCED BIPOLAR AND

MEDICATIONS PRESCRIBED:

PROCEDURES (CPT):

HR#: WW 209022

NAME: JONES,AARON RAY SSN:

SEX: MALE TRIBE: CHEROKEE NATION OF OKLAHOMA
DOB: Jul 21, 1996

RESIDENCE: MISSOURI UNK

FACILITY: DEMO INDIAN HOSPITAL LOCATION: SELLS CHS ADMIN.
COMMENT/NEXT APPOINTMENT :

BH POV CODE PURPOSE OF VISIT (POV)
OR DIAGNOSIS [PRIMARY ON FIRST LINE]

PROVIDER SIGNATURE:
Jan 15, 2010 BETTTA, LORI
Enter RETURN to continue or "~" to exit:

Figure 5-16: Sample encounter form output

5.1.6  Duplicate Group

Use action 3 to duplicate a particular group encounter. This creates a new group
encounter.

To prevent inclusion of deceased patients in duplicated groups, the application will
search the RPMS Patient Registration files for a Date of Death before displaying the
patient’s name, case number, etc.

Duplicating a group containing signed SOAP/Progress Notes will revert the
SOAP/Progress Notes associated with the new group encounter to the unsigned
status.

Please note: The SOAP/Progress Note for each individual patient is actually the
standard group note plus the individual entry completed on the Patient Data tab.
When a group is duplicated, the standard group note is retained but the individual
note added on the Patient Data tab (as well as any other changes made on that tab) is
not.

1. Atthe “Select Action” prompt, type 3.

2. Atthe “Select GROUP ENTRY” prompt, type the number of the group to
duplicate in order to create a new group.

3. At the “Enter Date for the new group entry” prompt, type the date for the new
group.
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The Group Encounter Documentation window displays.

* GROUP ENCOUNTER DOCUMENTATION * DEMO INDIAN HOSPITAL

NOTE: Please enter all standard information about this group activity.
After you leave this screen a record will be created for each patient.
At that time you can add additional information for each patient.

Add/View/Update Providers (Primary or Secondary) for this Group? Y

Encounter Date: MAR 17,2009 Arrival Time: 12:00

Program: SOCIAL SERVICES Community of Service: TAHLEQUAH
Group Name: MON DV DG Clinic: MEDICAL SOCIAL SERVICES
Activity: 81 Activity Time: 60

Encounter Location: DEMO INDIAN HOSPIT Type of Contact: OUTPATIENT
POV (Primary Group Topic) <press enter>:

Chief Complaint/Presenting Problem:

Any Patient Education Done? N CPT Code(s) <press enter>:
S/0/A/P (Standard Group Note) <press enter>:

Patients <press enter>:

COMMAND: Press <PF1>H for help Insert

Figure 5-17: Sample Group Encounter Documentation window

Section 5.1.1 provides more information about how to complete the Group Encounter
Documentation window.

5.1.7 Add No Show visit

Use action 7 to enter a No Show visit for a client who failed to attend the group
session.

Note: Any patient who is a no show or canceled should be
removed from a duplicated group before the group
documentation is completed.

1. Atthe “Select Action” prompt, type 7.
2. Atthe “Select GROUP ENTRY” prompt, type the number of the group to use.

3. Atthe “Select PATIENT NAME” prompt, type the name of the patient who failed
to attend the group session.

4. Atthe “Enter PRIMARY PROVIDER” prompt, type the primary provider name.

The Behavioral Health Visit Update window displays. Section 4.2.1 provides more
information about using this window.
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5.1.8  Sign Notes
Use action 9 to sign an unsigned SOAP/Progress note for a particular group
encounter. Only the primary provider for the particular record can sign the note.
1. Atthe “Select Action” prompt, type 9.
2. At the “Select Group Entry” prompt, type the number of the record to use.
If you are NOT the primary provider, the application displays the following message.
Press Enter and the focus returns to the Group Entry window.
You are not the primary provider for this group, no electronic
signature will be applied and no PCC link will occur.
The primary provider will need to sign these at a later time.
Press enter to continue....:
Figure 5-18: Message about the primary provider
If there is a record but no visits were created for this group, the application displays
the following message. Press Enter and the focus returns to the Group Entry window.
There were no visits created for this group.
Press enter to continue....:
Figure 5-19: Message about no visits created
If the provider opted out of E-Signature, the application displays the following
information:
No E-Sig Required. Provider opted out of E-Sig
Figure 5-20: Message when provider opted out of E-Signature
If you are the primary provider, the BH Visit Record Display window displays.

BH VISIT RECORD DISPLAY Aug 24, 2009 16:05:04 Page: 1of 4
Patient Name: ALPPHA,CHELSEA MARIE

Chart #: 116431

Date of Birth: FEB 07, 1975

Sex: E

Patient Flag: 9

Flag Narrative: 99

BH RECORD FILE
DATE OF SERVICE: JUL 09, 2009@09:55
PROGRAM: MENTAL HEALTH

LOCATION OF ENCOUNTER: DEMO INDIAN HOSPITAL
COMMUNITY OF SERVICE: TAHLEQUAH

ACTIVITY TYPE: 17

ACTIVITY TYPE NAME: PSYCHOLOGICAL TESTING-PATIENT PRESENT

TYPE OF CONTACT: OUTPATIENT

PATIENT: ALPPHA,CHELSEA MARIE
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PT AGE: 34

CLINIC: MENTAL HEALTH

NUMBER SERVED: 1

+ Enter ?? for more actions

+ Next Screen - Previous Screen Q Quit

Select Action: +//

5.1.9

5.2

Figure 5-21: Sample BH Visit Record Display window

After you quit this window, the application asks: Do you wish to edit this record?
Type Y to edit the record. Type N to not edit the record.

If Y was used, the focus stays on the window.

If N was used, the application prompts: Enter your Current Signature Code. Type Y
(yes) to enter your signature code, otherwise type N (no). Section 2.14.6 provides
more information about signing a note.

Note: No Show notes are not included in this and must be signed
individually.

Delete Group

Use action 4 to remove a particular group encounter record with an unsigned note.

1. Atthe “Select Action” prompt, type 4.
2. Atthe “Select GROUP ENTRY” prompt, type the number of the group to delete.

The application displays the data associated with the group visit.

3. At the “Are you sure you want to remove/delete both the group definition and all
associated individual patient records” prompt, type Y (yes) or N (no).

Please note that the user must hold a specific key in order to delete group
encounters with signed notes. Removing the group definition will also remove the
related individual patient encounter records.

Group Entry Window (GUI)

The following shows where the Group Encounter function is located on the RPMS
Behavioral Health System (GUI) tree structure.
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[® rPr15 Behavioral Health System - DEMO INDIAN HOSP =101 x|

Pabient  Preferences  Exit  Help  About

+]- Wiewd Pabent Dasta
=I- Vis# Encounters
Ore Patent
All Pabeeris
Group Encounteds
Browese Vizks
Intake
Caze Managemant
+ Treatment Plars
#]- Suicade Reporting Forms
Addmrerastrative Commimnity Activibie:

Figure 5-22: Group Encounters location on tree structure

Click the Group Encounters option to access the Group Entry window.
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Figure 5-23: Sample Group Entry window

The following table provides information about the features on the Group Entry

window.

Feature Functionality

Group Entry Date The Group Entry window displays the group encounters in the

Range Group Box date range shown in the Group Entry Date Range group box
(default is one year). The default view is sorted by date (from most
recent). Change the date range by accessing the calendar under
the drop-down list for the date. After changing the date range, click
OK to update the display in the Group Entry group box.

Group Entry List Box This list box shows the records in the particular group entry date
range. The asterisk (*) in the first column indicates that the
particular record contains an unsigned note. When this type of
record is selected, the Sign Note button becomes active.

Add Button Use the Add button to add a new group encounter record on the
Group Data Entry - Add Group Data window.

Edit Button Use the Edit button to change the highlighted group encounter
record on the Group Data Entry - Edit Group Data window.
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Feature

Functionality

View Button

Use the View button (or double-click on a record) to view the
highlighted group encounter record on the Group Data Entry -
View Group Data window. This window has the same fields as the
Add/Edit group data window.

Duplicate Button

Use the Duplicate button to duplicate an existing group encounter
record in order to create a new one. You will need to edit any
information that would be different for the new encounter group.

To prevent inclusion of deceased patients in duplicated groups,
the application will search the RPMS Patient Registration files for a
Date of Death before displaying the patient’s name, case number,
etc.

Duplicating a group containing signed SOAP/Progress Notes
causes the notes to revert to unsigned status (for the
SOAP/Progress Notes associated with the new group encounter).
The duplicated group will duplicate the standard group note only
and not the individual patient group note.

Select an existing group encounter and then click Duplicate. The
application displays the Group Data Entry - Duplicate Group
Data window.

The fields are the same as those on the Group Data Entry - Add

Group Data window. The duplicated group encounter will have a
default date/time as the current date/time.

Delete Button

After selecting the particular record and clicking Delete, the “Are
You Sure” confirmation message displays, asking if you are sure
you want to delete. Click Yes (otherwise, click No). The Yes
process removes the selected group encounter record from the
group box. If Yes was used, the group definition and all individual
patient records will be removed.

Note that Group Encounter records with signed SOAP/Progress
Notes can only be deleted by users that have the AMHZ DELETE
SIGNED NOTE security key.

Print Encounter Button

Select the group encounter record to print and click the Print
Encounter button. It will print one of the following: Full,
Suppressed, Both Full and Suppressed.

The full option prints all data for the group encounter, including the
SOAP note.

The suppressed report does NOT display the following
information: Chief Complaint, SOAP note, measurement data,
screenings.

The application displays the first page of the Print Encounter
Group pop-up window.

Help Button

Use the Help button to access the online help for the Group Entry
window.

Close Button

Use the Close button to dismiss the Group Entry window.

Sign Note Button

Use the Sign Note button to sign a particular “unsigned” group
encounter record (asterisk (*) in the first column).

The following applies to the information about the Sign Note button:
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Click Sign Note button to access the Sign? dialog box where you type your electronic
signature. Section 2.14.5 provides more information.

If the primary provider has opted out of E-Sig will pass to PCC, the application
displays the Message regarding this.

Provider opbed ouwt of € Sig, no E Sig required.

Lo ]

Figure 5-24: Message stating that the provider opted out of E Sig

The Message means that no electronic signature is required for the particular
record. Click OK and you leave the Sign Note process.

5.3 Add/Edit Group Data (GUI)

1. Click the Add button to add a new group data record on the Group Data Entry -
Add Group Data window.

OR

2. Use the Edit button to change the highlighted group encounter record on the
Group Data Entry - Edit Group Data window.

All Patient Education entries created before the installation date for BHS v4.0 will
continue to display the CPT field.

Below is the Group Data Entry - Add Group Data window. (The same fields appear
on the Group Data Entry - Edit Group Data window.)
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¥ Group Data Entry - Add Group Data
Giroup Ercountad Informaton

Primaay Pravides [ GEMODGCTOR [E] Encounter DaterTime [ Mords  Hovembes 28,2011 10524M =]
Proguas [ =| Encounter Location | 3l
Clinic [ [E] Group Hama [
Actiiiet | Gooup Data | Group Education | Paents | Pabent Dala |
Commurily of Servies | |2 Tepe of Contact [ =
Activity [GROUF TREATMENT _;‘IJ Activily Time ]
CPT Codez]
Code [ Masratrve I s Add !
¥ Delate
8 il See | [oes |

Figure 5-25: Group Data Entry - Add Group Data window

The following table provides information about the features on this window.

Feature

Functionality

Group Encounter Information
group box

The fields in this group box display the existing data (cannot

be changed). All editing is completed in the Group Encounter

Information group box or on the Patient Data tab if the group

has already been saved.

o If the group has been signed the other fields can still be
edited (does not apply to the note section).

e If you access an unsigned group data record, you can
edit the note.

Help button

Click this button to access the online help system about this
window.

Save button

Click this button to save the changes and dismiss the
window.

The following applies to the Save process:

e If you added a SOAP/Progress note, the application displays the Sign?
confirmation message that asks if you want to sign the SOAP/Progress note

now.

— Click No to leave the note unsigned.
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— Click Yes and the application will display the Electronic Signature
dialog box displays. Section 2.14.5 provides more information about
electronic signature (GUI).

The following applies to the Close process:

e The Close process displays the Continue? dialog box that asks: Unsaved Data
Will Be Lost, Continue? Click Yes to not save; this dismisses the add group
data window. Click No to remain on the add group data window.

Other features to consider are:
e |If you access an unsigned group data record, you can edit the note.

e The Patient Data tab is the only place you can do any editing after a group has
been saved.

e If you access an unsigned group data record, then you can edit everything on
that tab except the note.

5.3.1  Group Encounter Information Group Box
The add window has the following (active) fields.
Gincuap Ercouniet Informeiion
Primasy Provides [ GEMODOCTOR [2] Encounter Dote/Time [ Mondsy . Hovembes 28 2011 10524M x|
Progiam | j Encoundes Locabion | L-ﬁ
Clinic: | [5] fisoun Hame [
Figure 5-26: Sample Group Encounter Information group box
These fields are not active (and cannot be changed) on the Edit Group Data window.
The fields in bold text are required.
1. Atthe Primary Provider field, select the primary provider for the group
encounter. The default is the current provider.
Change this field by clicking the drop-down list to access the Primary Provider
search/select window. Here you can search for a primary provider name.
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Screen Capture

What to do

oix]

Primary Provider

Search String || > |

Primary Provider

Most Recertly Selected -
Primary Providar
DEMO.DOCTOR
DEMOQ.PSYCHIATRIST
DEMO.CASEM

W OK ciose .

Use this search window in one of two
ways:

(1) Use the Search String field by
typing the provider’s last name and
then clicking Search. The retrieved
names will populate the Primary
Provider list box. Select a name and
click OK to populate the Primary
Provider field. (Otherwise, click
Close.)

(2) Select a name in the Most Recently
Selected list box and click OK to
populate the Primary Provider field.
(Otherwise, click Close.)

Figure 5-27: Sample Primary Provider search/select window

2. At the Encounter Date/Time field, select the encounter date and time. The
default is the current date and time.

Change the date by clicking the drop-down list to access the calendar. You can
select the hour, minutes, and AM/PM. If you make the hour and minutes, for
example, 13:25, the application automatically changes the time to 1:25 PM. In
addition, you can change the time manually.

3. At the Program field, select the program associated with the visit. Click the drop

down list and use one of the following:

Mental Health
Social Services
Other

Chemical Dependency

After selecting a program, the application automatically populates the Clinic and
Encounter Location fields if the defaults were set in the Site Parameters menu.
These fields are inactive on the edit window.
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4. At the Encounter Location field, select the location of the group encounter.
Change this field by clicking the drop-down list to access the Location search
window. Here you can search for a location name.

Screen Capture What to do
=ox Use this search window in one of two
Search Stiing | L Sesrchi | WayS

Location

(1) Use the Search String field by
typing the location and then clicking
Search. The retrieved locations will
populate the Location list box. Select a
location and click OK to populate the
Encounter Location field. (Otherwise,
click Close.)

(2) Select a location in the Most

Mo Recerty Selected Recently Selected list box and click
OK to populate the Encounter Location
field. (Otherwise, click Close.)

o OK Ii"tlm

Figure 5-28: Sample Location search window

5. At the Clinic field, select the clinic context. The response must be a clinic that is
listed in the RPMS Standard Code Book table. Change this field by clicking the
drop-down list to access the Clinic search window. Here you can search for a type
of clinic.
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Screen Capture What to do

=0z Use this search window in one of two
Search Sting | | ways:
Clinic:

(1) Use the Search String field by
typing the clinic and then clicking
Search. The retrieved clinics and their
codes will populate the Clinic list box.
Select a clinic and click OK to populate
the Clinic field. (Otherwise, click

Close.)

(2) Select a clinic in the Most Recently
Mot Racerty Seacted Selected list box and click OK to

populate the Clinic field. (Otherwise,

click Close.)

o OK I-,'Elm :

Figure 5-29: Clinic search window

6. Atthe Group Name field, type the name of the group encounter, using between 1
and 30 characters in length. This is a Free Text field.

5.3.2  Activities Tab

Use the Activities tab to specify the community of service, type of contact, activity,
and activity code. In addition, you can add CPT codes in the lower group box.

The information on this tab is read-only when using the Edit Group Data window.
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Acireties | Gooup Dista | Group Educabion | Pasents | Patient Dats |

Commurily of Seevice | l&] Troeof Comtoct | (=
Activity [anun,:—»qu_.ameur :“.J Activity Time I_
CPT Codels)
Code [ Harmaive [ dosad |
% Diekete

Figure 5-30: Sample Activities tab

Fields

Below are the fields for the Activities tab.

1. Atthe Community of Service field, select the community of service where the
group encounter took place. Change this field by clicking the drop-down list to
access the Community search window. Here you search for the community

name.
Screen Capture What to do
s Use this search window in one of two
Search Stiing | ] | ways:
Community . .
(1) Use the Search String field by
typing the community name and then
clicking Search. The retrieved
community names and their states will
populate the Community list box.
Select a community and click OK to
populate the Community of Service
field. (Otherwise, click Close.)
Mos Recerty Sseces = | (2) Select a community in the Most
M:fcs: §oa L Recently Selected list box and click
- ) OK to populate the Community of
Service field. (Otherwise, click Close.)
o OK Klm :
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Figure 5-31: Sample Community search window

2. Atthe Type of Contact field, select the type of contact (the activity setting) for
the group encounter. Change this field by clicking the drop-down list to access the
Type of Contact window where you select an option.

Screen Capture What to do
=10l | Use this window as follows:
Type of Contact 1
Type of Contact | Code |
ADMRCETE - (_1) Select a type of contact from the
AFTERCARE 12 list.
CHART REVIEW 7
go;i;;{s”‘;g" :g (2) Click OK to populate the “Type of
EMERGENCY ROOM 5 Contact” field. (Otherwise, click
HELD 4 Close.)
HOME 5
INPATIENT 3
INTENSIVE QUTPATIENT 16
JAIL 14
DOUTPATIENT 2
RESIDENTIAL 1
SCHOOL 6
TELE-BEHAVIORAL HEALTH 15
TELEPHONE 8
o OK I ﬁzlm

Figure 5-32: Sample Type of Contact window

3. At the Activity field, select the activity for the group encounter. The default is
Group Treatment. Change this field by clicking the drop-down list to access the
Activity search window. Here you search for an activity name or its code.
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Screen Capture

What to do

I =T
- Activiy
Search String || |
Activty

Most Recently Selected

Code [ Activiy I S

12 ASSESSMENT/EVALUATION-PATI

13 INDIVIDUAL TREATMENT/COUNS

15 INFORMATION AND/ OR REFERRA...

2 CASE MANAGEMENT-PATIENT PR. i
1 INFORMATION AND/OR REFERRA.

3 PROGRAM MANAGEMENT

55 SUPERVISION

71 TRAVEL RELATED TO PATIENT CA

20 FAMILY FACILITATION-PATIENT P... Ll:

o OK E3picse

Use this search window in one of two
ways:

(1) Use the Search String field by
typing the activity name or code and
then clicking Search. The retrieved
activities will populate the Activity list
box. Select an activity and click OK to
populate the Activity field. (Otherwise,
click Close.)

(2) Select a record in the Most Recently
Selected list box and click OK to
populate the Activity field. (Otherwise,
click Close.)

Figure 5-33: Sample Activity search window

4. At the Activity Time field, type the number of minutes spent on the activity for
the group, using any integer between 1 and 9999. Please note, 0 (zero) is not a

valid entry.

CPT Codes Group Box

Use the CPT Code group box to manage the CPT codes associated with the activity

for the group.

Add Button
1. Click Add.

2. The CPT Code search/select window displays.
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HcrTeode =ioix|
CFT Code
Saatch Strrg il I
CFT Code Selected tams
Quarnty ] CPTCede | Desorpton | Quert | Mod 1 | Mod 2
Mecifir 1 |4 ll:ﬂ
Medher2 [<]] ]3]
|
=
- Moss Recarey Selected
] Desenpten |
12051 INTMD WHD REPAIR FACE/MM
51570 REMOVAL OF BLADDER
411%F EETA BLCKR ADMMN WAMN 24 HRS
v o | g |

Figure 5-34: Sample CPT Codes search/select window

3. At the Search String field, type a search string to search for a particular CPT
code. Then click Search. The CPT codes will display in the CPT Code list field.

~CPT Code
Search String |‘5 \J Search |
-CPT Code
CFT Code | Descrption <|| Quantity [
45000 DRAINAGE OF PELWK
45005 DRAINAGE OF RECT/__|| Modifier 1 E :l’ EE
4500F REF TO QUTPT CARL =
45020 DRAINAGE OF RECTREIEEL L
45100 BIOPSY OF RECTUM
45108 REMOVAL OF ANORE > |
£510F PREVCARDREHAE G
45110 REMOVAL OF RECTU % |
45111 PARTIAL REMOVAL C
45112 REMOVAL OF RECTU
45113 PARTIAL PROCTECTH
45114 PARTIAL REMOVAL C
45116 PARTIAL REMOVAL C
45119 REMOVE RECTUM W
4.?120 ﬂEm\fI.RLDF RECTU=
4 L3

Figure 5-35: Sample CPT Code search results

a. Select aretrieved CPT Code.

b. At the Quantity field, type the number of CPT codes to use to help facilitate
billing.
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c. Atthe Modifier field, select the modifier for the CPT code. Click the drop-
down list to access the CPT Modifier search window.

Screen Capture

What to do

CPT Modifier L

CPT Modfier

Search String |

CPT Modifier

=N Use this search window in one of two

ways:

Most Recently Salected

(1) Use the Search String field by
typing the CPT Modifier name and then
clicking Search. The retrieved CPT
Modifier names and their descriptions
will populate the CPT Modifier list
box. Select a CPT modifier and click
OK to save the modifier. (Otherwise,
click Close.)

(2) Select a CPT modifier in the Most

UN

CPT Modfier |

TWO PATIENTS SERVED Recently Selected list box and click
OK to save the modifier. (Otherwise,

click Close.)

W OK | B"Ilose .

Figure 5-36: Sample CPT Modifier search window

4.

After the Quantity and Modifier fields are complete, click the right-pointing
arrow to add the items to the Selected Items list box.

More than one CPT Code can be used in the above process.

Another way to populate the Selected Items list box is to select a CPT code in the
Most Recently Selected list box and then click the right-pointing arrow

Remove a selected CPT code in the Selected Items list box by clicking the left-
pointing arrow.

When the Selected Items list box is complete, click OK to save the data and to
add the data to the CPT Code(s) group box. (Otherwise, click Close.)

Delete Button

1.
2.
3.

Select a CPT code record to delete.
Click Delete.

At the “Are You Sure” confirmation message, click Yes and the selected record
will be removed from the CPT Code(s) group box. (Otherwise, click No).

User Manual Addendum
May 2016

Group Encounters



Behavioral Health System (AMH) Version 4.0 Patch 6

Group Data Tab

Use the Group Data tab to specify secondary providers, POV code, group note, and
CPT codes for the group encounter.

Activiies Group Data | Group Education | Patierts | Patient Data |

Chief Complairt/Presening Problam
|
Secondary Providers
P [ < iz
¥ Delete
Purpose of Wit - POV (Primary Group Topec)
Code | orative o |
el
KO et
Standard Group Mole
b

Figure 5-37: Sample Group Data tab

Note: Only the primary provider can change the data on the
Group Data tab. Whoever is doing the data entry can
change the information on this tab until such time the group
has been saved; nothing on this tab can be edited after the
group is saved — all editing takes place on the Patient Data
tab.

The group box names in bold text are required.

Chief Complaint/Presenting Problem Field

In the field, type the chief complaint or presenting problem using 2 to 80 characters.
This information describes the major reason the patients sought services.

Secondary Providers Group Box

Use the Secondary Providers group box to add or delete secondary providers for the
group encounter.

Secorday Prowden

Frovades ] o hdd
H Dabeie

Figure 5-38: Sample Secondary Providers group box
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Add Button
1. Click Add.

2. The Secondary Provider multiple search/select window displays.

Bsecomdaryprovider =T

Sacondary Prenader
s B

Sacondany Providar Salacied Eams

Most Recently Selected

28

| Sscondary Provider l =
TEST MAAK

CARRR

SMITHCATHY A

BROWN, HAROLD

SMITHKEVIN 5 t

BROWN GERALD R

SMITHCHARLES LON

TETER, SHIRLEY

DEMO DOCTOR =

o OK E lose

Figure 5-39: Sample Secondary Providers search/select window

Use the Secondary Providers multiple search/select window in the following
manner:

a.
b.

At the Search String field, type a few characters of the search criteria.

Click Search and the retrieved the records display in Secondary Provider list
box.

To add one or more selected records from the Secondary Provider list box to
the Selected Items Secondary Provider list box, click the right-pointing
arrow button.

Another way to add records to the Selected Items Secondary Provider list
box is to select one or more records in the Most Recently Selected list box
and click the right-point arrow.

Similarly, you can remove one or more selected records from the Selected
Items Secondary Provider list box by clicking the left-pointing arrow button.
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f.  When the records in the Selected Items Secondary Provider list box is
complete, click OK and the records populate the Secondary Providers group
box. (Otherwise, click Close.)

Delete Button
1. Select a secondary provider record to delete.

2. Click Delete.

3. Atthe “Are you Sure” confirmation message, click Yes to remove the selected
secondary provider. Otherwise, click No.

Purpose of Visit - POV (Primary Group Topic) Group Box

Use this group box to add, edit, or delete POV codes and their narratives associated
with the group encounter. These are POVs for all group members and will display as
such on the Patient Data Tab and the printed encounter record unless edited or deleted
on the Patient Data tab.

At least one POV record is required for a group encounter.

Pupose of Visit - POV [Prmary Group Togpso]
e [ Hamative I

E

< Edit

Figure 5-40: Sample POV group box

You can add, edit, or delete POV records in this group box
Delete Button

1. Selecta POV record to delete.

2. Click Delete.

3. Atthe “Are you Sure” confirmation message, click Yes to remove the selected
POV record. Otherwise, click No.

Add Button
1. Click Add.

2. The POV multiple search/select window displays.
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Figure 5-41: Sample POV multiple select/search window

Use the POV multiple search/select window in the following manner:

3.
4.

At the Search String field, type a few characters of the search criteria.

Click Search and the retrieved the records display in POV list box (the POV and
its narrative).

To add one or more selected records from the POV list box to the Selected Items
list box, click the right-pointing arrow button.

Another way to add records to the Selected Items list box is to select one or more
records in the Most Recently Selected list box and click the right-point arrow.

Similarly, you can remove one or more selected records from the Selected Items
list box by clicking the left-pointing arrow button.

When the records in the Selected Items list box is complete, click OK and the
records populate the Purpose of Visit (POV) group box. (Otherwise, click
Close.)

Edit Button
Use the Edit button to change the Narrative part of a POV record in the group box.

1.

Select a POV record to edit.
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2. Click Edit.
3. The Edit POV dialog box displays.

=1of x|
Edit POV
POV |7
LESUI O UNSELING FOR VICTIM OF SPOUSAL AND PARTNER ABUSE

e

Figure 5-42: Edit POV dialog box

4. At the Narrative field, type the new POV narrative, using 2-80 characters.

Note: The special characters “ or * cannot be the first character of
the POV narrative. The Narrative field is a Free Text field.

5. Click OK to change the narrative of the selected code on the POV group box.
Otherwise, click Close to not change the narrative.

Standard Group Note Field

Use Standard Group Note field to type the text of a group note for the group
encounter. This is a Free Text field.

You must be on the Patient Data tab to do any editing after the group has been
saved.

5.3.4  Group Education Tab

Use the Group Education tab to add, change, or delete education data about the
group encounter.
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Aciivties | Group Daia Group Educabon | Patierts | Patiert Diva |

E ducation
Educabon Tope [ Teme Spert [ Lewel of Undeest | Comrment | o hdd
A B
X Delate
Education Topic [ & Puovides [DEMDDOCIOR 5l
Timo I
Level of Uinderstanding | I=|
Eidd

Figure 5-43: Sample Group Education tab
The information on this tab is read-only when using the Edit Group Data window.

Add/Edit Group Education Record
The Add and Edit functions use the same fields.

All Group Education entries created before the installation date for BHS v4.0 will
continue to display the Goal and CPT fields.

1. Click Add to activate the fields below the education grid.
OR

2. Select a record to edit and click Edit.

3. At the Education Topic field, select the education topic for the group encounter.
Click the drop-down list to access the Education Topic search window. Here you
search for an education code.
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Screen Capture What to do

=0 Use this search window in one of two
Search Stirg | EEEE ways:
Education Topic

(1) Use the Search String field by
typing the education topic and then
clicking Search. The retrieved
education topics will populate the
Education Topic list box. Select a
retrieved record and click OK to
populate the Education Topic field.
(Otherwise, click Close.)

Mot certy Sescted : (2) Select an education topic in the
Ve TeRATURE ' Most Recently Selected list box and

click OK to populate the Education
Topic field. (Otherwise, click Close.)

o OK | |;I'°“ .

Figure 5-44: Sample Education Topic select window

4. Atthe Provider field, select the provider for the group education. Click the drop
down list to access the Education Provider search window. Here you search for
a provider name.
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Screen Capture

What to do

[® Education Provider [ =10] x|
Education Provider
Search String | |
Education Provider

Mast Rlecertly Selected
Education Provider
DEMO.DOCTOR
DEMO PSYCHIATRIST
DEMO.CASE M

o OK ||$ lose I

Use this search window in one of two
ways:

(1) Use the Search String field by
typing the provider’s last name and
then clicking Search. The retrieved
names will populate the Education
Provider list box. Select a retrieved
record and click OK to populate the
Provider field. (Otherwise, click
Close.)

(2) Select a name in the Most Recently
Selected list box and click OK to
populate the Provider field. (Otherwise,
click Close.)

Figure 5-45: Sample Education Provider select window

5.

6.

7.

At the Time field, type the time spent on the education topic, using any integer 1 -
9999. The understood units of measure are minutes.

At the Level of Understanding field, select the level of understanding about the
education topic. The default is Group-No Assessment (the only choice).

At the Comment field, type any comments about the education topic for the
group encounter.

Click Cancel to clear the fields on the Group Education tab.

Click OK when all fields are complete. This adds a record to the Education grid.

Delete Group Education Record

1.
2.
3.

Select a group education record to delete.
Click Delete.

At the “Are You Sure” confirmation message, click Yes to remove the selected
Education record from the group box. (Otherwise, click No.)

Note: The Group Education can be removed only prior to saving
the group. Once the group has been saved, there is currently
no way to remove it in the group format.
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5.3.5

Patients Tab

The Patients tab shows the patients in the group encounter.

Activiie: | Gioup Dists | Gooup Education Palerts | Paent Dats |

i Pabents
[T Patirt toama [Sex  [Age [b08 [ Gt e A
W Drelotn

Figure 5-46: Sample Patients tab

The information on this tab is read-only when using the Edit Group Data window.

You can add or delete patient records on this tab (on the “Add” window).

Add Patient Record

The Add button requires that the POV group box and the Standard Note Group Note
(on the Group Data tab) be populated.

1. Click Add to access the Select Multiple Patients window.

[lsciec mapie Paients =lolx|
Patinrd Lockug Opisons (Last Harva, Frsl- S5H HREN DOBI 220051 Seteched liems
isply Patiart Norme Saw (]
| wﬂ_j TEST CATHY I F l":? MR
Pafiont List TESTDAN [ B AN A
Patiard Hera Tsen [chate = TEST WENDY LEA F 2 10135
TEST AMARDA LTHN R SHEE] TEST BARBARA F a AR 30
TEST RARRARA prrn ) P ]
TEST CATMY M1 28 ]
TEST CEXDLUSION WDl REP L]
TEST DN &
WEST LIME RSP BERESY
TEST NDBPEMTERED ISP ] EI
TEST PATENT U5
TEST PALL ALEERT 1M ) |
TEST SECTIONC W TP SEEEEE,
TEST SEVEN LINE WOLWHASEP | BEAEST
TEST TESSA TO00R
TEST WEND'Y LEA WOLNGEISE 201446
TESTERALBERTVELT TESTERAD  batbdtan2 mwmm |
TESTER JOHN WHNZ T
TESTEAMANERENT GIDEDN TES . M<tiieiZl2 | 9mus
TESTEAMANHELEM MURLEME TE . Me0d1n2 -
TEETERRAAM Wk WA TR oo
o j 1 [ |
| S| pyas|

20 Resond(s} Found

Figure 5-47: Sample Select Multiple Patients dialog box
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o M W DN

Use this dialog box add one or more patients to the Patients tab.

At the Patient Lookup field, type the patient name, HRM, DOB, or SSN.
Click Display.
The retrieved patients display in the Patient List box.

Select one or more patient names from the Patient List group box and click the
right-pointing arrow to add them to the Selected Items list box.

If needed, select a patient name from the Selected Items list box and click the
left-pointing arrow to move the patient name to the Patient List box.

When the Selected Item list box is complete, do one of the following:

e Click OK to have the patient names to populate the Patients group box (on
the Patients tab). This closes the Select Multiple Patients dialog box.

e Click Clear to have all of the patient names removed from the Selected Items
group box and the focus stays on the Select Multiple Patients window.

e Click Close to close Select Multiple Patients window and no patient names
are added to the Patients group box.

Delete Patient Record

1.
2.
3.

Select a patient record to delete.
Click Delete.

At the “Are You Sure” confirmation message, click Yes to remove the selected
patient record from the Patient group box. (Otherwise, click No.)

Note: Leave the clients who no showed or canceled in the group
because it is possible to do the “no show” within the group
definition on the Patient Data tab in the Time In Activity

field.
5.3.6  Patient Data Tab
Use the Patient Data tab to add POV, group note, and comment/next appointment
information for a particular patient in the group encounter.
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Activies | Group Det | Group Educstion | Patents Pmﬂual
Pabenis

Putert Horre [Sex |2 |DOB | Chos -
EBY ROBERT MITCHELL M 15 0231958 182585
FALIST JUMLY JOE L 7 11011588 12547
COCHRAN EDWARD RAYDEAN M 43 072341570 107500
BETA IAMEC & L'} a3 NeAEMAETY ANEA IS :I
Fupors of YVisdl - POV [Mognoss of Problem Coede] |
Code | Mamative |
Edil I:
W Delok |
Standard Group Nole
Comment./Ned Apponiment
CPT Codais)
Code | Naeratrve [ Gumnt | Mod 1 | Med 2 | o Add
ixoss|
Time I Gieowp Visk Fiag ok | Wt

Figure 5-48: Sample Patient Data tab

The following table provides information about the features on this window.

Features Functionality

Patients list field Select a patient by double-clicking the name in the Patients list
box in order to activate the other group boxes.

OK button Click OK after selecting a patient record and changing or adding
new patient data to save the patient data.

Cancel; button Click Cancel to not save the changes and to dismiss the
Patient Data tab.

Patients List Box

The Patients list box shows the patients in the group encounter.

Pty

Fatwrit M [5e«  [age [ooe | Chast I
DEMD, TIMMIE M E] [AEE] 152744

DEMO DOROTHY ROSE F & N ST
DEMOCOLTON MASWELL M (1] 0S8N 377 100672

Figure 5-49: Sample Patients group box

Double-click one of the patient names in order to use the other group boxes and

fields.

After completing the information for the first patient, click OK. The focus returns to
the Patients list box. Then double-click the next patient. After completing the
information for the second patient, click OK. Repeat this process until all of the
patients are complete. Then click Save to save all of the information.
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If you are in ADD mode and you have clicked OK and then try to go to the Group
Data tab, the application displays the Continue warning.

Continue E x|

Editing the Group Data after patients are added will overwrite any indwvidual data you may have added, continue?

Figure 5-50: Warning Message

e Click Yes to overwrite any added individual data. This focus will go to the
Group Data tab.

e Click No to not overwrite any added individual data. The focus will go to the
Patients Data tab.

Purpose of Visit - POV (Diagnosis or Problem Code) Group Box

Use the Purpose of Visit - POV (Diagnosis or Problem Code) group box to add,
edit, or delete a POV for the selected patient. (Be sure to double-click a patient name
before adding/changing the data in this group box.)

Purpose of Wisit - POV ([iagnosis or Problem Code)

Code Hasradive =« |dp Add
265.1 IMPRISONMENT OR OTHER INCARCERATION :

ZESA VICTIM OF CRIME

T/.31XD  SPOUSE DR PARTNER ABUSE, PSYCHOLOGICAL, COM... | |[¥

Figure 5-51: Sample POV group box
This is required data for the group encounter record.
You can add, edit, or delete POV code records.

Delete Button
1. Select a POV record to delete.

2. Click Delete.

3. Atthe “Are You Sure” confirmation message, click Yes to remove the selected
POV record from the POV group box. (Otherwise, click No.)

Add Button
1. Click Add.

2. The POV multiple search/select window displays.
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Figure 5-52: Sample POV multiple select/search window
Use the POV multiple search/select window in the following manner:

a. Atthe Search String field, type a few characters of the search criteria.

b. Click Search and the retrieved the records display in POV list box (the POV
and its narrative).

c. To add one or more selected records from the POV list box to the Selected
Items list box, click the right-pointing arrow button.

d. Similarly, you can remove one or more selected records from the Selected
Items list box by clicking the left-pointing arrow button.

e. Another way to add records to the Selected Items list box is to select one or
more records in the Most Recently Selected list box and click the right-point
arrow.

f.  When the records in the Selected Items list box is complete, click OK and the
records populate the Purpose of Visit (POV) group box. (Otherwise, click
Close.)

Edit Button
1. Selecta POV record to edit.

2. Click Edit to display the Edit POV dialog box.
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RT=IE

Edt POV
POV |F

L I 0 UNSELING FOR VICTIM OF SPOUSAL AND PARTHER ABUS

p” OK Alose

Figure 5-53: Sample Edit POV dialog box

3. At the Narrative field, change the text of the narrative, using 2-80 characters.
Note: the special characters (such as “, *, “) cannot be the first character of the
POV narrative. The Narrative field is a Free Text field.

4. Click OK to change the narrative of the selected code on the POV group box on
the Patients Data tab.

5. Otherwise, click Close to not change the narrative.

Standard Group Note Field

Populate this Free Text field with the text of the Standard Group Note. This
information, for example, could be about how the patient reacted in the group (on the
Patient Data tab).

This is where to individualize the note for the patient in focus. The standard group
note should never reference the individual patient but should have information about
the individual patient’s participation in the group.

e This field is available for text entry by the primary provider of the record (only).
e This field is not available for text entry if the note for the group record is signed.
Comment/Next Appointment Field

Populate this Free Text field with the text of any comments about the next
appointment for the selected patient. This field is available for text entry by the
primary provider of the record (only).

CPT Codes Group Box

Use this group box to manage the CPT codes for the selected patient in the group.

CPT Codels)
Cadn | Harratrvn [Guore [Mod1  [Mod2 | s A
Xosse |
Figure 5-54: CPT Code(s) group box
You can add or delete CPT code records.
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Delete Button

1. Selecta CPT Code record to delete

2. Click Delete.

3. Atthe “Are You Sure?” confirmation, click Yes to remove the selected record
from the CPT Codes group box. (Otherwise, click No).

Add Button
1. Click Add.

2. The CPT Code search/select window displays.
[

CFT Code

Sewchsweg [ ] |

CFT Code

Quaraty i'l
Mocifior 1. |4 IE;
Mediier 2 [4 af :
s
= |
ost Rocently Selecied
CPT Cade | Desenptan |
12051 INTMD 'WND REPAIR FACE/MM
51570 REMOVAL OF BLADDER
4115F BETA BLCKR ADMB W/ 24 HRS

Setecied tems

CPTCode | Dewoription

| Quers | Mod 1

| Mod 2

¥ OK

Figure 5-55: CPT Code search/select window

3. At the Search String field, type a search string to search for a particular CPT
code. The CPT codes will display in the CPT Code field.
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CPT Cade
Search String I=E A Search |

|

~CPT Cade 1

|| CPT Cade [ Descrigtion 2]| Quantity [i

|| 45000 DRAINAGE OF PELVK

|| 4sa0s DRAINAGE OF RECT/_|| Modiier 1 m

|| 4500F REF TOOUTPTCARL | -

| | DRAINAGE OF RECT Sl p

|| 45100 BIOPSY OF RECTUM |

fom oo |

| Lidi Al

| 45110 REMOVALOF RECTU | o |

|| 43111 PARTIAL REMOVALC

|| 45112 REMOVAL OF RECTU |

45113 PARTIAL PROCTECTH

Il 45114 PARTIAL REMOVAL C

I| 45118 PARTIAL REMOVAL C

[| 25118 REMOVE RECTUMW |

|| 45120 REMOVAL OF RECTU x|

1R | !

L

Figure 5-56: Sample CPT Code search results

4. At the Quantity field, type the number of the CPT code to use to help facilitate
billing.

5. At the Modifier field, select the modifier for the CPT code. Click the drop-down
list to access the CPT Modifier search window.

Screen Capture What to do

— Use this search window in one of two
Search String | =] ways:

P Hodber i

(1) Use the Search String field by by
typing the CPT Modifier name and then
clicking Search. The retrieved CPT
Modifier names and their descriptions
will populate the CPT Modifier list
box. Select a CPT modifier and click
OK to save the modifier. (Otherwise,

click Close.)
'u::ms*f ' (2) Select a CPT modifier in the Most
B e amewTs senveD Recently Selected list box and click
OK to save the modifier. (Otherwise,
click Close.)

W OK :Ikne ]

Figure 5-57: Sample CPT Modifier search window
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6. Remove a selected CPT code in the Selected Items list box by clicking the left-
pointing arrow.

7. After the Quantity and Modifier fields are complete, click the right-pointing
arrow to add the items to the Selected Items list box.

8. When the Selected Items list box is complete, click OK to save the data and to
add the data to the CPT Code(s) group box. (Otherwise, click Close.)

Time in Group
Timees I; Ginaup I_

Figure 5-58: Sample Time in Group field

1. Atthe Time in Group field, type the number of minutes in the group encounter
(up to six digits).

2. This is required data for the group encounter record.

Consider the following:

e |f the patient attended the whole group session, no changes need to be made to
the Time Spent in Group field.

e |f the patient was late or left early, the Time Spent in Group field needs to be
changed to reflect the actual time in minutes that the patient was in the group.

e |f the patient didn’t attend at all, type a zero in the Time In Group field and
then click OK. The application will display the No Show message that states:
Changing Time in Group to zero removed this patient’s POV and Note entry.
You will now be prompted for a No Show POV. Click OK. After clicking
OK, to access the POV search/select window. Here you can select one or
more “no show” POVs. Click OK (otherwise, click Cancel). After clicking
OK, the selected POVs will display in the Purpose of Visits — POV group
box on the Patient Data tab (all existing POVs will be replaced by your
selections).

Visit Flag
VistRsg [

Figure 5-59: Visit Flag field
Use the Visit Flag field to specify the visit flag for the group encounter.

1. Atthe Visit Flag field, type any number between 0 and 999 (no decimal digits).

2. This field is for local use in flagging various types of visits. The site will define a
numeric value to indicate the definition of the flag. For example, a 1 might mean
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any visit on which a narcotic was prescribed. You can then, later on, retrieve all
visits with a flag of 1 which will list all visits on which narcotics were prescribed.
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6.0 Case Management

This section provides information about case management in the roll-and-scroll
application, as well as in the RPMS Behavioral Health System (GUI).

6.1 Managing Case Data (Roll and Scroll)

Manage case data on the Patient Data Entry window by selecting the Update Case
Data (CD) action. The application displays the Update BH Patient Case Data screen.

Update BH Patient Case Data Mar 23, 2009 15:27:33 Page: 0 of 0

# PROGRAM OPEN ADMIT CLOSED DISPOSITION PROVIDER

1 MENTAL 12/19/15 12/19/15 THETA,SHIRLEY
Primary Problem: F10.259 ALCOHOL-INDUCED PSYCHOTIC DISORDER WITH MODERATE OR
Next Review:

2  MENTAL  11/13/15 11/30/15 THETA, SHIRLEY
Primary Problem: F42. HOARDING DISORDER
3 MENTAL 3/13/14 3/20/14 6/2/14  MUTUAL AGREEMENT TO  THETA,SHIRLEY
Primary Problem: 11 DRUG WITHDRAWAL SYNDROME
?? for more actions + next screen - prev screen
OoP Open New Case DC Delete Case
ED Edit Case Data Q Quit

Select Item(s):

Figure 6-1: Sample Update BH Patient Case Data screen.

Use the Quit (Q) option to exit the Update BH Patient Case Data screen.

6.1.1 Open New Case (OP)

Use the Open New Case (OP) option to create a new case. If you use the Open New
Case (OP) option, the application displays that it is opening a case for the current
patient.

Below are the prompts.

1. Atthe “Select Item” prompt, type OP.

2. At the “Enter Case Open Date” prompt, type the date to open the case. This is the
first contact for an episode of care. The Update Patient Case Data window
displays.
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e N E D AENRATIENICASENDATANMIES e
Patient Name: ALPHAA,CHELSEA MARIE

nnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnn

CASE OPEN DATE: MAY 23,2009
PROGRAM AFFILIATION: MENTAL HEALTH
PROVIDER NAME:
PRIMARY PROBLEM:

CASE ADMIT DATE:
NEXT CASE REVIEW DATE:

DATE CASE CLOSED:
DISPOSITION:

COMMENT :

COMMAND: Press <PF1>H for help Insert

Figure 6-2: Sample Update Patient Case Data window
The underlined fields are required.

3. At the “Case Open Date” prompt, type the date the case was opened (can be
edited).

4. At the “Program Affiliation” prompt, type the program affiliation, using one of
the following:

M  Mental Health Defaults

S Social Services Defaults

C  Chemical Dependency or Alcohol/Substance Abuse
O  Other

5. At the “Provider Name” prompt, type the name of the provider for the case.
6. At the Primary Problem” prompt, type the primary problem (name or code).

7. At the “Case Admit Date” prompt, type the admit date for the case. This is when a
case management plan was developed and treatment began.

8. At the Next Case Review Date” prompt, type the next date for the case review.

9. At the “Date Case Closed” prompt, type the date the case was closed. This is
when treatment has been discontinued (used when closing a case).

10. At the “Disposition” prompt, type the disposition for the case. This is the reason
for closing a case. This is a required field when there is a date in the Date Case
Closed field.
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6.1.2

6.1.3

6.1.4

11. At the “Comment” prompt, type the text of a comment about the case, using 1—

240 characters.

Edit Case Data (ED)

Use the Edit Case Data (ED) option to change a selected case. Use this option to edit
an open case where you enter the admitted date when a case is admitted or to close
the case when it is closed on the Update Patient Data window.

1.
2.

At the “Select Item(s)” prompt, type ED.

At the “Select BH Patient Case Data” prompt, type the number of the case data to
edit.

The UPDATE PATIENT CASE DATA window displays.

The fields on this window are the same as those when you use the Open New
Case option. Section 6.1.1 provides more information.

Delete Case (DC)

Use the Delete Case (DC) option to remove a specified case from the Update BH
Patient Case Data window.

1.
2.

At the “Select Item(s)” prompt, type DC.

At the “Select BH Patient Case Data” prompt, type the number of the case data to
delete.

At the “Are you sure you want to delete this CASE? “ prompt, type Y (yes) or N
(no.)

Designated Provider/Flag/Personal History (Roll and Scroll)

Use the Ol (Desg Prov/Flag/Pers Hx) option on the Patient Data Entry window to
update patient information.

1.

At the “Select Action” prompt, type Ol.

The Update Patient Information window displays.

Fxxkkkx  UPDATE PATIENT INFORMATION — *kkx
Patient Name: DEMO,DARRELL LEE
[press <F1>E when finished updating record]

DESIGNATED MENTAL HEALTH PROVIDER:
DESIGNATED SOCIAL SERVICES PROVIDER:

DESIGNATED CD A/SA PROVIDER:
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DESIGNATED OTHER PROVIDER:

OTHER PROVIDER NON-RPMS:
OTHER PROVIDER NON-RPMS:

PATIENT FLAG FIELD:
PATIENT FLAG NARRATIVE:

COMMAND:

Press <PF1>H for help Insert

Figure 6-3: Sample Update Patient Information window

The data on this window applies to the current patient.

2.

At the “Designated Mental Health Provider” prompt, type the RPMS provider
name who has accepted designated Mental Health provider status for the patient.

At the “Designated Social Services Provider” prompt, type the PRMS provider
name who has accepted designated Social Services provider status for the patient.

At the “Designated CD A/SA Provider” prompt, type the RPMS provider name
who has accepted designated chemical dependency or alcohol/substance abuse
provider status for the patient.

At the “Designated Other Provider” prompt, type the RPMS provider name who
has accepted the designated other provider status for the patient.

At the “Other Provider Non-RPMS” prompt, type another behavioral health
provider name not listed in RPMS (this could be a local doctor, school teacher,
etc.), using between 2 and 40 characters. This is a Free-Text field.

At the “Patient Flag Field” prompt, type a locally-defined number field used to
identify a specific group of patients (between 0 and 999). For example, 1 could
designate patients with a family history of substance abuse, 2 could be used to
identify patients enrolled in a special social services program, 3 could be used to
identify patients enrolled in a special drug trial. In a program consisting of social
services and mental health components, agreement must be reached on use of the
flags or users might discover that the same flag has been used for multiple
purposes.

At the “Patient Flag Narrative” prompt, type the narrative about the patient flag,
using between 2 to 60 characters.

After you save or exit the Update Patient Information window, the application
displays the Personal History window.
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If the patient has an existing Personal History entry, the application displays this
information (the date and the personal history factor). You can add another personal
history factor, if needed.

Facilities often find personal history factors to be useful in developing reports for
tracking diagnoses associated with personal history.

TWIN
DIABETES

PERSONAL HISTORY FOR DEMO,DOROTHY ROSE

Enter PERSONAL HISTORY:

Figure 6-4: Sample Personal History window

Below are the prompts.

9.

10.

At the “Enter personal history” prompt, type the personal history factor for the
current patient. If you do not want to add another personal history, use a caret ()
at the prompt. Choose from:

ALCOHOL USE

BOARDING SCHOOL
CHILD ABUSE (VICTIM)
DIABETES

FETAL ALCOHOL SYNDROME
GULF WAR VET

PARTNER ABUSE (VICTIM)
SUBSTANCE ABUSE
SUICIDE ATTEMPT
TESTING

TWIN

VIETNAM WAR VET

WWII VET

Chem

co-occurring

After you have completed the personal history entry, the focus returns to the
Patient Data Entry window.

The personal history data entered here appears on the Patient List for Personal Hx
Items report.

6.2 Case Management Window (GUI)
The figure below shows where the Case Management function is located on RPMS
Behavioral Health System (GUI) tree structure.
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[® rPr1s Behavioral Health System - DEMO INDIAN HOSPITAL =10] x|
Patient Preferences RPMS Ext  Help  About

[ Weew Pabert Dala
[#- Visk Encouriers
Intake=

| Case Management |
(4] T

[# Suicade Reportng Forms
AdminististiveCommunity Activilties

Figure 6-5: Case Management option on the RPMS Behavioral Health System (GUI) tree
structure

Use the Case Management option to access the Case Management window for the
current patient.

| Case Management =loix|
< Add Edt | 8 view | 3 Delste | igh oo | B CGosa
r Ciage Managemert Date Fange ]
Stant Drabec I'H-"Ed'-esdq.l, Jaruanp 21, 2003 :j End Date: I Fodep . Jarwsy 21, 2011 ;I Iz OF. I
[~ Cage Stalus
[OpenDate | AdmtDate | ClasedDate | Disposion [ Frogiam [ Provides
mL220mM MEMNTAL HEALTH DEMOD.DOCTOR
1| |* |:
DEMC,PATIENT YEE 263847 M OS{0S]1550 &0 Loaded .:

Figure 6-6: Sample Case Management window

You use the Case Management window to manage the case management records
within a particular date range for the current patient (the name displays in the lower,
left corner of the window).

The following table provides information about the features of this window.
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Feature

Functionality

Case Management Date Range

The date range for the displayed case management
records is shown in the Case Status Date Range group
box.

You can change the date range by accessing the
calendar under the drop-down list for the date. After
changing the date range, click OK to update the display
in the Case Status group box.

Case Status Group Box

The Case Status group box displays the case
management records in the case management data
range.

Add Button

Establish the patient you want to use in the add
process. Click Add to add a new case management
record. You access the Case Management—Add Case
window.

Edit Button

Click Edit to edit a particular case management record.
The application displays the Case Management—Edit
Case window.

View Button

Click View (or double-click on a record) to view the data
in a selected Case Management record. The application
displays the Case Management—View Case window.
The fields are the same as those on the add/edit case
window.

Delete Button

Click Delete to remove a selected Case Status record.
After clicking Delete, the Are You Sure? confirmation
message displays, asking if you are sure you want to
delete. Click Yes to remove the selected case status
record from the group box (otherwise, click No.)

Help Button

Click Help to access the online help system for the
Case Management window.

Close Button

Click Close to close the Case Management window.

6.3 Add/Edit Case Management Data (GUI)

Use this function to add or edit case management data.

1. Click Add and the Case Management-Add Case window displays.

OR

2. To edit a selected record, click Edit. The Case Management-Edit Case window
displays; this window has the same fields as the Case Management-Add Case

window.

3. The following shows the Case Management-Add Case window.
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B Case Management - Add Case ~Gixl
P I =] Comigmilon I E-|
Caza Dpen Ditn [F T] Wt ReviewDan I =
Prurvedes o [ DEMTDOCTON B osecomoome iC =l
Prireasry Fyobiers s L] [ Ej ] ! L_l
Commond
Praduert |rdiatustocn
(Darzigraned Mental Hist Frovde: [ux:unlwa-n.:_ m e Prpvsden Mon FPMS |
Dengnabed Sacu work: Prosder [ E Ot s Mo FIPMS [
D Chesscal Depandrcy Provide | [a]  PolertPis |
o f e FPHE | El Patert Flagtimaiee |
Frtoral Hetiry
Facks b Aaid l
Thasm -
K Dekels

e bk

e | f0e |

DEMOOOROTHY ROSE 50 F IJI0/IME 68

Figure 6-7: Sample Case Management—Add Case window

The following table provides information about the buttons on this window.

Button

Functionality

Save

Use to save the case management information on this window. This process
dismisses the window.

Close

Click this button to display the Continue? dialog box. This dialog box states:
Unsaved Data Will Be Lost, Continue? Click Yes to not save; this dismisses
the add window. Click No and you remain on the add window where you can
continue work on the Add Case window.

Help

Use to access the online help for this window.

6.3.1 Case Status Group Box

Cave Suwa
Foognam

Cave Open Dats
Prrzrocder K

Pty Prohlisss
ot

[ =] Coseidet Dot It =
Ir S| ot v Date [s =]
[ I R P [f =]
[ [£]  Daposten [ &

Figure 6-8: Fields in Case Status group box

The fields in bold text are required.

1. Atthe Program field, select the program ass associated with the new case. Use
one of the following from the drop-down list:

Mental Health
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Social Services
Other
Chemical Dependency

2. Atthe Case Admit Date field, select the case admin date. This is when a case
management plan was developed and treatment began. You can accept the default
date by checking the check box in front of the date. The default is the current date.
Click the drop-down list to access a calendar to change the field.

3. At the Case Open Date field, select the case open date. This is the first contact
for an episode of care. The default is the current date. Click the drop-down list to
access a calendar to change the field.

4. At the Next Review Date field, select the new review date. The default is the
current date. Click the drop-down list to access a calendar to change the field.
You can accept the default date by checking the check box in front of the date.

5. Atthe Provider Name field, select the primary provider for the case (the default
is the current logon user). Click the drop-down list to access the Primary
Provider search/select window.

Screen Capture What to do

a0z Use this search window in one of two
Search String [ 3 ] ways:
Primary Provider

(1) Use the Search String field by
typing the provider’s last name and
then clicking Search. The retrieved
names will populate the Primary
Provider list box. Select a name and
click OK to populate the Provider
Name field. (Otherwise, click Close.)

(2) Select a name in the Most Recently

ot ety S Selected list box and click OK to
e e s populate the Provider Name field.
DEMO.CASEM (Otherwise, click Close.)

W OK X s .

Figure 6-9: Sample Primary Provider search/select window
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6. At the Date Case Closed field, select the date the case was closed. This is when
treatment has been discontinued. The default is the current date. Click the drop-
down list to access a calendar to change the field. You can accept the default date
by checking the check box in front of the date.

7. Atthe Primary Problem field, select the primary problem for the case. Click the
drop-down list to access the POV search window.

Screen Capture

What to do

o PQv
POV

Search String

POV

Most Recently Selected

FOV Namative
F330 MAJOR DEPRESSIVE DISORDER, RECURRE.

FD6.31 DEPRESSIVE DISORDER DUE TO ANOTHER

F06.31 DEPRESSIVE DISORDER DUE TO ANOTHER...

Use this search window in one of two
ways:

(1) Use the Search String field by
typing the POV for the primary
problem for the case and then Search.
The retrieved POVs will populate the
POV list box. Select a retrieved record
and click OK to populate the Primary
Problem field. (Otherwise, click Close.)

(2) Select a record in the Most Recently
Selected list box and click OK to
populate the Primary Problem field.
(Otherwise, click Close.)

Figure 6-10: Primary Problem/POV search window

8. At the Disposition field, select the reason for closing a case. Click the drop-down
list to select an option on the Disposition select window. This is required when
there is a date in the Date Case Closed field.
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Screen Capture What to do

ERTTE laleh Use this search window as follow:
Dispostion [ Code | . . .
ALCOHOL/SUBSTANCE ABUSE FOLLD. _ ASA (1) Select a Disposition option and
IN-PATIENT MENTAL HEALTH TREATM.. | INMHI / . i
IN-PATIENT MENTAL HEALTH TREATM... | INMHV click OK (otherW|se, click Cancel).
MEDICAL TREATMENT (ED OR IN-PATI MT
S R or (2) If OK was used, the selected option
e populates the Disposition field.

¥ OK Ezloae

Figure 6-11: Sample Disposition select window

9. Atthe Comment prompt, type a comment about the case, using 1-240 characters,
in this Free Text field.

6.3.2  Patient Information Group Box

Use the Patient Information group box to supply information about various
providers and other case management information.

Fabmni Inkormador,

Dhemsmgriaond oraal i ealth Provcder I

[repgruesd ol "wind Prgekn |

Osher Provicdes HondtPuel |

Drevinrughend Chevncl Dinpstrucberscy Fiirvadisl |

Patwnd Flag |

Drsagruaiosd Pagrenchon Dt FIPRES |

BEEB

Fatmnd Flag Manatwe 1

Tiesgrasted Prmary Cave Proveades |

Figure 6-12: Fields in the Patient Information group box

Note: These fields should be cleared out whenever the case is
closed; otherwise, the patient will continue to show up on
the provider’s case list. To clear the field, right-click and
select Clear.
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All fields are optional.

1. Atthe Designated Mental Health Provider field, select the RPMS provider
name who has accepted designated mental health provider status for the patient.
Click the drop-down list to access the Designated Mental Health Provider
search window.

Screen Capture What to do

{¥ Designated Mental Health Provider =10] x|

e i Pk Pl Use this search window in one of two
Search Stiing | ] Ways:

S (1) Use the Search String field by
typing the provider’s last name and
then clicking Search. The retrieved
providers will populate the Designated
Mental Health Provider list box. Select
a retrieved record and click OK to
populate the Designated Mental Health
Provider field. (Otherwise, click

Close.)
Most Recently Selected
gsﬁasorcos (2) Select a name in the Most Recently
DEMO CASE N Selected list box and click OK to

populate the Designated Mental Health
Provider field. (Otherwise, click
Close.)

o’ OK I~‘$Im .

Figure 6-13: Sample Designated Mental Health Provider search window

2. At the Other Provider Non-RPMS field, type another Behavioral Health

provider name not listed in RPMS, using between 2-40 characters (free text
field).

3. At the Designated Social Work Provider field, select the RPMS provider who
has accepted designated social work provider status for the patient. Click the
drop-down list to access the Designated Social Work Provider search window.
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Screen Capture What to do

-loix| . . ;
T e e Use this search window in one of two
Search String | . I WayS
Designated Social Work Provider 1

(1) Use the Search String field by
typing the provider’s last name and
then clicking Search. The retrieved
providers will populate the Designated
Social Work Provider list box. Select a
retrieved record and click OK to
populate the Designated Social Work
Provider field. (Otherwise, click

Close.)
Most Recently Selected -
Provider -
CEvosOETOR (2) Select a name in the Most Recently
DEMD CASE M Selected list box and click OK to

populate the Designated Social Work
Provider field. (Otherwise, click
Close.)

o’ OK $ lose

Figure 6-14: Sample Designated Social Work Provider search window

4. At the Other Provider Non-RPMS prompt, type another provider name not listed
in RPMS, using between 2—-40 characters (Free Text field).

5. At the Designated Chemical Dependency Provider field, select the RPMS
provider name who has accepted designated chemical dependency provider status
for the patient. Click the drop-down list to access the Designated Chemical
Dependency Provider search window.
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Screen Capture What to do

Use this search window in one of two
Search String || I WayS

(1) Use the Search String field by
typing the provider’s last name and
then clicking Search. The retrieved
providers will populate the Designated
Chemical Dependency Provider list
box. Select a retrieved record and click
OK to populate the Designated
Chemical Dependency Provider field.
(Otherwise, click Close.)

Most Recertly Selacted -
Provider

Devo oTCHATRST (2) Select a name in the Most Recently
OEMOCASEM. Selected list box and click OK to
populate the Designated Chemical
Dependency Provider field. (Otherwise,

click Close.)

v OK | :}E lose

Figure 6-15: Sample Designated Chemical Dependency Provider search window

6. At the Patient Flag field, type a locally-defined number field used to identify a
specific group of patients (free text field), using 0-999. For example, 1 could
designate patients with a family history of substance abuse, 2 could be used to
identify patients enrolled in a special social services program, 3 could be used to
identify patients enrolled in a special drug trial. In a program consisting of social
services and mental health components, agreement must be reached on use of the
flags or users might discover that the same flag has been used for multiple
purposes.

7. At the Designated Provider Other RPMS field, select the RPMS provider who
has accepted designated other RPMS provider status for the patient. Click the
drop-down list to access the Designated Other RPMS Provider search window.
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6.3.3

Screen Capture What to do

(= : : .
L - Use this search window in one of two
Search Siring | ; I WayS
D Other RPMS Prowider

(1) Use the Search String field by
typing the provider’s last name and
then clicking Search. The retrieved
providers will populate the Designated
Other RPMS Provider list box. Select a
retrieved record and click OK to
populate the Designated Provider Other
RPMS field. (Otherwise, click Close.)

o Py St ' (2) Select a name in the Most Recently
oevoGOETOR Selected list box and click OK to
DEMO CASE W populate the Designated Provider Other

RPMS field. (Otherwise, click Close.)

o OK Ii;E" lose i

Figure 6-16: Sample Designated Provider Other RPMS search window

8. At the Patient Flag Narrative field, type the narrative about the patient flag,
using between 2-60 characters.

9. At the Designated Primary Care Provider prompt, the application displays the
name of the designated primary care provider for the patient (if any). This
information is pulled from the Primary Care Provider application and is view-
only.

Personal History Group Box

Use the Personal History group box to add or delete personal history data about the
current patient.

Penonad Hetoy

[ | s Add

Figure 6-17: Sample Personal History group box

You only need to document personal history once, because it does become a
permanent part of the patient’s medical record. Facilities often find personal history
factors to be useful in developing reports for tracking diagnosis associated with
personal history.
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Add Button
1. Click Add.

2. The Personal History Factors multiple select window where you can add one or
more personal history factors.

il x]
Pesonal Hislory Facton Selocted Rems
Facier | Factor ]

ALCOMOL USE

BOARDING SCHIOL
CHILD ABUISE (VICTIM)
DHABETES

FETAL ALCOHOL SYNDROME
GULF WAR VET

FARTHER ABUSE MCTIM)
SUBSTANCE ABUSE
SUNCIDE ATTEMPT
TESTING

TWiN

VIETHAM WAR VET
WWILVET

ahem

SO

EE

W OK H’E’ lose

Figure 6-18: Sample Personal History Factors multiple select window

Use this multiple select window as follows:

a. To add one or more selected records from the Personal History Factors list
box to the Selected Items Factor list box, click the right-pointing arrow
button.

b. Similarly, you can remove one or more selected records from the Selected
Items Factor list box by clicking the left-pointing arrow button.

c. When the Selected Items Factor list box is complete, click OK and the
records populate the Personal History group box. (Otherwise, click Close.)

Delete Button

1. Select the personal history record to delete.

2. Click Delete.

3. Atthe “Are You Sure?” confirmation message, type Y (yes) or N (no).
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7.0 Administrative/Community Activity

The Administrative/Community Activity option gives assistance to community
organizations, planning groups, and citizens’ efforts to develop solutions for
community problems.

7.1 Add Administrative/Community Activity Record (Roll and
Scroll)

Below is the Update BH Forms window.

Update BH Forms Apr 06, 2009 16:56:47 Page: 1 of 1

# PRV PATIENT NAME HRN AT ACT PROB NARRATIVE
1 BJB ALPHAA,CHELSEA M Ww116431 60 13 97 ADMINISTRATIVE
2 rust ALPHAA,CHELSEA MWW116431 90 42 96 TRAINING NEEDS

?? for more actions

AV  Add Patient Visit PF Print Encounter Form TN Display TIU Note
AC  Add Adm/Comm Activity ID Intake Document AP Appointments

EV  Edit Record HS Health Summary MM Send Mail Message
ol Desg Prov/Flag ES  SOAP/CC Edit Q Quit

DV Display Visit SD  Switch Dates

DE Delete Record EH Edit EHR Record

Select Action: AV//

Figure 7-1: Sample Update BH Forms window
Use the AC option to add administrative/community activity record.
1. Atthe “Select Action” prompt, type AC.

2. At the “Enter Primary Provider” prompt, type the primary provider for the visit.
The default is the current logon user.

The application displays the Behavioral Health Record Update window, with the
following fields automatically populated: Program, Location of Encounter,
Arrival Time, Secondary Providers, Community of Service, # Served, Type of
Contact. These fields are auto-populated based on the defaults set up on the site
parameters menu. If you do not have defaults set up on the site parameters menu
some of these fields might be blank.

* BEHAVIORAL HEALTH VISIT UPDATE * [press <F1>E when visit entry is complete]
Encounter Date: JAN 17,2014@12:00 User: TETER,SHIRLEY
Patient Name: DEMO,DOROTHY ROSE DOB: 10/10/42 HR#: 999999

Arrival Time: 12:00
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Display/Edit Visit Information Y
Chief Complaint/Presenting Problem:
SOAP/Progress Note <press enter>:
PURPOSE OF VISIT (POVS) <enter>:

Any Secondary Providers?: N

Comment/Next Appointment <press enter>:
Any CPT Codes to enter? Y
# Served: 1 Interpreter?

Activity: Activity Time:

N Any Screenings to Record? N
Any Health Factors to enter? N
MEDICATIONS PRESCRIBED <enter>:

Any Patient Education Done?
Any Measurements? N
Display Current Medications? N
Placement Disposition:

Visit Flag: Local Service Site:

Insert

COMMAND: Press <PF1>H for help

Figure 7-2: Sample Behavioral Health Record Update
The underlined fields are required.

3. At the “Program” prompt, type the program associated with the record.

4. At the “Clinic” prompt, type the clinic to be used. The response must be a clinic

that is included in the RPMS clinic code set.
At the “Location of Encounter” prompt, type the location of the encounter.

At the “Arrival Time” prompt, type the arrival time of the encounter (default is
12:00).

At the “Display/Edit Visit Information” prompt, type Y (yes) or N (no).

If Y was used, the Visit Information pop-up displays.

ke = e EaE e =

Visit Information

Program: MENTAL HEALTH Location of Encounter: DEMO INDIAN HOSPITAL

Clinic: MENTAL HEALTH Appointment/Walk In: APPOINTMENT
Type of Contact: OUTPATIENT

Community of Service: SELLS

a. Atthe “Program” prompt, type the program

8. At the “Any Secondary Providers?” prompt, type Y (yes) or N (no) to indicate if
there were any additional BHS providers who were also providing care during this
particular encounter. Use Y to display the Enter/Edit Providers of Service pop-up.
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Fxxxxkxx  ENTER/EDIT PROVIDERS OF SERVICE  *****x**x
Encounter Date: MAR 31,2009@12:00 User: THETA,SHIRLEY
PROVIDER: DEMO,DOCTOR PRIMARY/SECONDARY: PRIMARY
PROVIDER: PRIMARY/SECONDARY :
PROVIDER: PRIMARY/SECONDARY :
PROVIDER: PRIMARY/SECONDARY :
PROVIDER: PRIMARY/SECONDARY :
PROVIDER: PRIMARY/SECONDARY :
COMMAND: Press <PF1>H for help
Insert

Figure 7-3: Sample Enter/Edit Providers of Service pop-up
The underlined fields are required.

a. At the “Provider” prompt, type the provider name.

b. Atthe “PRIMARY/SECONDARY” prompt, type P for primary or S for
secondary.

You can add one or more secondary providers.
The prompts for the Behavioral Health Record Update window continue.

9. At the “Community of Service” prompt, type the community of service where the
encounter took place.

10. At the “Activity Code” prompt, type the activity code associated with the
encounter. Section Appendix A: provides more information about Activity Codes
and Definition.

11. At the “# Served” prompt, type the number of people served in the community
activity, using any integer between 0 and 999.

12. At the “Activity Time” prompt, type the number of minutes spent on the activity,
using any integer between 1 and 9999. Please note, 0 (zero) is not allowed as a
valid entry.

13. At the “Type of Contact” prompt, type the contact type (the activity setting).
14. At the Local Service Site” prompt, type the local service site for the encounter.
15. At the Any Prevention Activities to Record?” prompt, type Y (yes) or N (no).

If Y was used, the Prevention Activities pop-up displays:
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Please enter all Prevention Activities

PREVENTION ACTIVITY:
PREVENTION ACTIVITY:
PREVENTION ACTIVITY:

TARGET :

Figure 7-4: Pop-up for prevention activities

The Target field will be disabled until a Prevention Activity is entered. In
addition, the Target field will be disabled if all of the prevention activities are
deleted.

The underlined fields are required.

a. Atthe “PREVENTION ACTIVITY” prompt, type the code for the prevention
activity. These activities are recorded when recording non-patient activities.
You can enter more than one, if needed.

b. Atthe “TARGET” prompt, type the code of the population the prevention
activity is designed for: A (Adult), Y (Youth), F (Family), M (Mixed Adult &
Youth), S (Staff), E (Elderly Only), W (Women), (Men).

The prompts for the Behavioral Health Record Update window continue.

16. At the “Purpose of Visits (POVS) <press enter>" prompt, press Enter to access
the BH Record Entry—Purpose of Visit Update window.

FxxxxA* BH RECORD ENTRY - PURPOSE OF VISIT UPDATE ******>*

Encounter Date: MAR 31,2009@12:00 User: THETA,SHIRLEY
[press <F1>C to return to main screen]

PROBLEM CODE: NARRAT IVE:

PROBLEM CODE: NARRAT IVE:

PROBLEM CODE: NARRAT IVE:

PROBLEM CODE: NARRAT IVE:

PROBLEM CODE: NARRAT IVE:

PROBLEM CODE: NARRAT IVE:

COMMAND: Press <PF1>H for help
Insert

Figure 7-5: Sample BH Record Entry POV window

The underlined fields are required.

User Manual Addendum Administrative/Community Activity
May 2016

199




Behavioral Health System (AMH) Version 4.0 Patch 6

7.2

a. At the “Problem Code” prompt, type the problem code that can either the

Behavioral Health Purpose of Visit or the more specific DSM 1V diagnostic
code.

b. At the Narrative” prompt type the text of the narrative for the problem code, if
needed.

The prompts for the Behavioral Health Record Update window continue.

17. At the “COMMENT (press enter)” prompt, press Enter to access another window

where you can enter the text of comments about the Administrative/Community
Activity.

Administrative/Community Activity Window (GUI)

Below shows where the Administrative/Community Activities function is located
on RPMS Behavioral Health System (GUI) tree structure.

|® rPMs Behavioral Health System - DEMO INDIAN HOSE =10] %]
Patlert  Preferences RPMS Ext  Help  About

+ - Wewe Pabert Diala
+- Vizd Encounbers
Intake
Case Management
+ Trestment Plars
¥ Suicide Reportng Fonms

Admarushiatne e Commurety Actabies

Figure 7-6: Administrative/Community Activities option on the RPMS Behavioral Health
System (GUI) tree structure

After selecting the Administrative/Community Activities option from the RPMS

Behavioral Health System (GUI) tree structure, the Administrative/Community
Activity window displays.

B A i Doy sy H T
ol s ¥ Delste | o Pt Ercoorter = | iaireip | [ Clone
e st v T omera iy Aoty [ate Flange

Slole | Thoedy  Joewsy 202000 =] EndDee | Fody . ey 202001 2] oF 0K

Adrarust atrer D nmwmandy oty

[ [ Prevesten 1 Lewation of Ercourtm [ T [ttty Cocte [ Pov | Proreuton Hawativn 2]

Az DEMDICTOR CiEM] MDgAR HOZATAL 1% PREVEMTIVE SERCES HEAL T H PROMOT IO DEEALE P el prentoe ek 5y

nA120 DEMDDOCTOR DEMD BiDIK HISATAL - X MECICATIOALMECICATION WE_ VASOULAR DEMERTI WDELLES  ViRSTUHLAR DEMENTIS

122630 DEMGDOCTOR SELLS PELD CLIHC 30 SOVERTURE BASED COURSELING  HEALTH PROMCTION CRSEASE P HEALTH PROLOTH. =]
| ]

e

Figure 7-7: Sample Administrative/Community Activity window

The Administrative/Community Activity window shows the administrative /
community activities records.
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The following table provides information about the features on this window.

Features

Functionality

Administrative/Community
Activity Date Range

This group box shows the date range for the records in
the Administrative/Community Activity group box. You
can change any date in the date range by clicking the
drop-down list and selecting a new date from the
calendar. After the date range has changed, click OK to
display the records in the Administrative/Community
Activity group box.

Administrative/Community
Activity List Box

The records are listed in date order, within the
administrative/community activity date range.

Add Button

Click Add to add a new administrative/community activity
data record. You access the Administrative/Community
Activity Data Entry—Add Administrative/Community Data.

Edit Button

Click Edit to edit a particular new
administrative/community activity record. This function
displays the Administrative/Community Activity Data
Entry—Edit Administrative/Community Data. This window
has the same fields as the Administrative/Community
Activity Data Entry—Add Administrative/Community Data.

View Button

Highlight an administrative/community activity record on
the Administrative/Community Activity window and
click View to browse the data (or double-click on a
record). The Community Activity Data Entry—View
Community Data window displays; this is a view-only
window. The fields are the same as for the data entry
(add/edit) windows. Click Close to dismiss this window.

Delete Button

Click Delete to delete a particular record. The application
confirms the deletion.

Help Button

Click Help to access the online help system for the
Administrative/Community Activity window.

Close Button

Click Close to dismiss the Administrative/Community
Activity window.

Print Encounter Button

Click Print Encounter to print/browse an
administrative/community activity record. Highlight the
record and click Print Encounter. Select one of the
following options: Full, Suppressed, Both Full and
Suppressed. Suppressed means the chief
complaint/presenting problem information is suppressed
for confidentiality.

The application displays the Print Encounter pop-up
window.

7.3 Add/Edit Administrative/Community Activity (GUI)

Click Add (on the Administrative/Community Activity window) to add new
administrative/community activity data. This function displays the
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7.3.1

Administrative/Community Activity Data Entry—Add
Administrative/Community Data window.

Highlight a record (on the Administrative/Community Activity window) and click
Edit to change the administrative/community activity data. This function displays the
Administrative/Community Activity Data Entry—Edit
Administrative/Community Data window. This window has the same fields as the
Administrative/Community Activity Data Entry—Add
Administrative/Community Data.

¥ administrative, Community Activity Data Entry - Add Administrative Community Dota. o (=] 5
Ay st Communiy Enlly
Primaty Provides [ [EMD DOCTOR [2]  Encounter DatesTime [wedmdsy. Jomy 15 2011 100524 =]
Piogram | ;I Encountei Localion [ |_£|
Type of Contact | |3 Community of Sevice | 1=
Activity Time I # Served |1 Flag Field ’ Local Service S |— Lal
Activiy Diots |Nun |
Purpare of Wisit - POV
Code [ Hasrative | 3 Add
Edfit
F D efete
Prevenbon Acteties
Preveriion Actraly [ Code [ oo I
ra |
¥ Delete
Taget [ =
Secondary Providens
Providsl I i Add
W Dot
e Help I il Save l

Figure 7-8: Sample Community Activity Data Entry—Add Community Data window
Click Help to access the online help for this window.

After you have completed the fields on this window, click Save (otherwise, click
Close). The Save function adds a record to the Administrative/Community Activity
window.

Administrative/Community Entry Group Box
Below is the Administrative/Community Entry group box.
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Admineshptree Commarsty Enity

Primaty Fravider [ DEMODOCTOR

Encounter Date/Time | Thuodsy . May 20200 OHOIPM =]

Program |

Encountor Location |

Type of Contact |

Clhinic |

Ackivily Tima B Sorved |0 Flag Field Locsl Ferace Site |'

L
z
[5]  rommunity of Servica |
B

Activily Code |

EE B

Figure 7-9: Sample Community Entry group box

The fields in bold text are required.

1. Atthe Primary Provider field, select the primary provider name for the
administrative/community activity. Click the drop-down list to access the
Primary Provider search/select window where you search for the primary

provider name.

Screen Capture What to do
il Use this search window in one of two

Search String [ = ] ways:

e (1) Use the Search String field by
typing the provider’s last name and
then clicking Search. The retrieved
names will populate the Primary
Provider list box. Select a name and
click OK to populate the Primary
Provider field. (Otherwise, click
Close.)

Mo Recerty Selcied (2) Select a name in the Most Recently

B Selected list box and click OK to

DEMOCASE M populate the Primary Provider field.
(Otherwise, click Close.)

W OK

I&. lose .

Figure 7-10: Primary Provider search window

2. Atthe Encounter Date/Time field, type the date/time. The default is the current
date and time. Change the date by clicking the drop-down list to access the
calendar. You can change the time manually. You can select the hour, minutes,
and AM/PM. If you make the hour and minutes, for example, 13:25, the
application automatically changes the time to 1:25 PM.

3. Atthe Program field, type the program name. This is the program associated
with the administrative/community activity. Use one of the following:
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Mental Health

Social Services

Other

Chemical Dependency

After completing this field for a new record, the application automatically
populates the remaining required fields if defaults were set up in the Site
Parameters.

4. At the Encounter Location field, select the location where the
administrative/community activity took place. Click the drop-down list to access
the Location search window. Here you search for a location name.

Screen Capture What to do
=0x Use this search window in one of two
Search String | 4 Se3 I WayS.

Lecation

(1) Use the Search String field by
typing the location and then clicking
Search. The retrieved locations will
populate the Location list box. Select a
location and click OK to populate the
Encounter Location field. (Otherwise,
click Close.)

(2) Select a name in the Most Recently
Mo Recerty Selectes Selected list box and click OK to
populate the Encounter Location field.
(Otherwise, click Close.)

o’ OK I{’Ilm

Figure 7-11: Sample Location search window

5. Atthe Type of Contact field, select the type of contact (the activity setting) for
the administrative/community activity. Click the drop-down list to access the
Type of Contact select window.
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Screen Capture

What to do

r~ Typa of Contact

= [ =] 5

Type of Contact

| Code

ADMINISTRATIVE
AFTERCARE

CHART REVIEWY
CONSULTATION

DAY PROGRAM
EMERGENCY ROOM
FIELD

HOME

INPATIENT

INTENSIVE QUTPATIENT
JAIL

OUTPATIENT
RESIDENTIAL

SCHOOL
TELE-BEHAVIORAL HEALTH
TELEPHONE

1
12
7
10
13
9
4
5
3
16
14
2
n
B
15
B

o OK

&' Icul

Use this window as follows:

(1) Select a type of contact from the
list.

(2) Click OK to populate the “Type of
Contact” field. (Otherwise, click
Close.)

Figure 7-12: Sample Type of Contract select window

6. Atthe Community of Service prompt, select the community of service where the
encounter took place. Click the drop-down list to access the Community search
window. Here you search for a community name.
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Screen Capture

What to do

ol
Community
Search Sing [ ; |
Community

Most Recently Selected

[ Sate I

MESA ARIZOMNA
BACA NEW MEXICO

o OK ;’xlm .

Use this search window in one of two
ways:

(1) Use the Search String field by
typing the community name and then
clicking Search. The retrieved names
will populate the Community list box.
Select a retrieved record and click OK
to populate the Community of Service
field. (Otherwise, click Close.)

(2) Select a name in the Most Recently
Selected list box and click OK to
populate the Community of Service
field. (Otherwise, click Close.)

Figure 7-13: Sample Community search/select window

7. At the Clinic field, select the clinic associated with the administrative/community
activity. Click the drop-down list to access the Clinic search/select window. Here

you search for the clinic by name or code.
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Screen Capture

What to do

~ojx
Clhirsc:
Search String | B |
Clinic

Mast Recently Selected

o OK I-,'Elm :

Use this search window in one of two
ways:

(1) Use the Search String field by
typing the clinic name or code and then
clicking Search. The retrieved records
will populate the Clinic list box. Select
a retrieved record and click OK to
populate the Clinic field. (Otherwise,
click Close.)

(2) Select a name in the Most Recently
Selected list box and click OK to
populate the Clinic field. (Otherwise,
click Close.)

Figure 7-14: Clinic search/select window

8. At the Activity Code field, select the activity code associated with the
administrative/community activity. Click the drop-down list to access the Activity
search/select window. Here you search for the activity name. Section Appendix
A: provides more information about the Activity Codes and Definitions.
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Screen Capture

What to do

o/
Activity
Search String || ) I
Activty

Most Recertly Selected

Code [ Acwwiy I
13 INDIVIDUAL TREATMENT/COUNS..
2 CASE MANAGEMENT-PATIENT PR.

80 FAMILY TREATMENT

€2 ADVENTURE BASED COUNSELING

o OK I‘E. lose .

Use this search window in one of two
ways:

(1) Use the Search String field by
typing the activity and then clicking
Search. The retrieved records will
populate the Activity list box. Select a
retrieved record and click OK to
populate the Activity Code field.
(Otherwise, click Close.)

(2) Select a record in the Most Recently
Selected” list box and click OK to
populate the Activity Code field.
(Otherwise, click Close.)

Figure 7-15; Sample Activity search/select window

9. Atthe Activity Time field, type the number of minutes spent on the activity,

using any integer between 1 and 9999.

10. At the # Served field, type the number of people served in the
administrative/community activity, using any integer between 0 and 999.

11. At the Flag Field field, type any local flag (0 to 999) used in flagging various
types of visits. The site will define a numeric value to indicate the definition of
the flag. For example, a 1 might mean any visit on which a narcotic was
prescribed. You can then, later on, retrieve all visits with a flag of 1 which will
list all visits on which narcotics were prescribed.

12. At the Local Service Site field, select the local service site associated with the
administrative/community activity, if any. Click the drop-down list to access the

Local Service Site select window.
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7.3.2

Screen Capture

What to do

=loi x|
- Local Service Ste !

Local Service Sie | Abbreviation [

ALBUGUERGIE CITY JAIL AC)

EMERGENCY MH DEPLOYMENT ERMH

FORTRESS OF SOLITUDE FOS

HEADSTART HEAD

SEMIOR CITIZENS CENTER SRC

STARCASTLE REGIONALTXCTR  SCR

THREE POINTS MEDICAL PT

TUCSON HOMELESS SHELTER THS

TUCSON INDIAN CENTER TC

TUCSON RUSTY FUTURES TRS

o OK & lose I

Use this window as follows:

(1) Select a local service site from the
list.

(2) Click OK to populate the “Local
Service Site” field. (Otherwise, click
Close.)

Figure 7-16: Sample Local Service Site select window

Activity Data Tab

Use the Activity Data tab to specify the Purpose of Visit - POV, Prevention

Activities, and Secondary Providers data.
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Activity Diata |me=| |
Purpose of Visa - POV
Coda | Manrative | L Add
Edit
:,.;_||,.:..|,.
=
| Prevertion Ackiy | Code | Otter I —
W Delete
Taget | =]
Seoondan Piovides
Provader | i had
W Drelete

Figure 7-17: Sample Activity Data tab

Purpose of Visit—POV Group Box

The Purpose of Visit - POV group box lists the POVs associated with the

administrative/community activity.

Paspoee ol Vil - POV

Figure 7-18: Sample POV group box

Code | Mairative L add
57 ADMINISTRATIGN
< Ed
#Delate

At least one POV is required for an administration/community activity record. You

can add, change, or delete a record.

Add Button
1. Click Add.

2. The POV search/select window displays. Here you select one or more POVS.
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HEPov 5= ]
POV
swasea [ [ ]
POV Saleciad kams
POV | tarative

[

)
Most Recertly Selected
POV | Harratne

W 0K Egriese

Figure 7-19: Sample POV search/select window
Use this search/select window as follows:

3. At the Search String field, type a few characters of the search criteria.

4. Click Search and the retrieved the records display in POV list box (the POV and
its narrative).

5. To add one or more selected records from the POV list box to the Selected Items
list box, click the right-pointing arrow button.

6. Similarly, you can remove one or more selected records from the Selected Items
list box by clicking the left-pointing arrow button.

7. When the Selected Item list box is complete, click OK and the records populate
the POV group box. (Otherwise, click Close.)

Edit Button
1. Select the POV record to change.

2. Click Edit.
The application displays the Edit POV window.
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RT=IE

Edt POV
POV I

L I 0 UNSELING FOR VICTIM OF SPOUSAL AND PARTHER ABUS

p” OK Alose

Figure 7-20: Edit POV window

a. At the Narrative field, type new POV narrative in the Narrative text box using
2-80 characters.

Note: The special characters “ or * cannot be the first character of
the POV narrative. This is a Free Text field.

b. Click OK to change the narrative of the selected record. (Otherwise, click
Close.)

Delete Button
1. Select arecord to delete.

2. Click Delete.

3. Atthe “Are You Sure?” confirmation message displays, click Yes to remove the
selected group encounter record from the POV group box. (Otherwise, click No.)

Prevention Activities Group Box

The Prevention Activities group box lists the prevention activities associated with
the administrative/community activity.

Pegrvprition Actevitins
P veribomn Activiy [ Code [ Ot |
2 A
W Delete
Target [ =]

Figure 7-21: Sample Prevention Activities group box

The Target field will be disabled until a Prevention Activity is entered. In addition,
the Target field will be disabled if all of the prevention activities are deleted.

You can add/delete a prevention activity and/or specify the target group.

1. Atthe Target field, select the population for which the prevention activity is
designed. The selected option applies to all of the prevention activities.

Adult
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Youth

Family

Mixed (Adult & Youth)
Staff

Elderly Only

Women

Men

Add Button
1. Click Add.

2. The Prevention Activity multiple select window displays. Here you select one or

more prevention activities.

[Brreventionactaty =(3ix]
~ Prevertion Actiy Seected tems

Frevention Actity [ Code [ [ Prevention Actrty | Code |

[MOT TO BE LISED) 10

ARCAL-ANOMN 28

AFTERCARE SERVICES 23

AIDSHIV 19

ALCOHOLTRUG EDUCATION 2

ALTERMATE ACTIVITIES 7

COMMTTEE/BOJARDS 15

DOMESTIC WVIOLENCE L

DULDWI SESSION 2

EDUCATIONAL INFORMATION %

FAS 11

FITHESS/LIFESTYLE 5 %

INJURY CONTROL 3

NEWSLETTER/BILLBOARD/PAS/POSTER ] —L]

OTHER 2

PARENMTING 1

FREPARATION 16

FUBLIC AWARENESS 22

REFERRALTCOMMUNITY OUTREACH 24

SELF-AWARENESSVALUES E]

SMOKING TOBACD 12

TRADITIOMAL ACTIATIES [

TRADITIONAL HEALING Fi

TRANSPORTATION 18

YOUTH PREVENTION 25

ook | e |

Figure 7-22: Prevention Activity multiple select window

Use this multiple select window as follows:
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a. To add one or more selected records from the Prevention Activity list box to
the Selected Items Prevention Activity list box, click the right-pointing
arrow button.

b. Similarly, you can remove one or more selected records from the Selected
Items Prevention Activity list box by clicking the left-pointing arrow button.

c. When the Selected Items Prevent Activity list box is complete, click OK and
the records populate the Prevention Activity group box. (Otherwise, click
Close.)

d. If you select OTHER (Code 20) on the Prevention Activity search/select
window, the application displays the Other window.

Homer =10] x|
oo

B

Figure 7-23: Other window

e. At the Other field, type the text of the other prevention activity associated
with this record (limited to 80 characters).

f. Click OK and the text populates the Other cell on the grid.

If you dismiss the Other window (with no data), the Other cell on the grid
will be blank.

Delete Button
1. Select the prevention activity record to delete.
2. Click Delete.

3. Atthe “Are You Sure?” confirmation message displays, click Yes to remove the
selected prevention activity record from the group box. (Otherwise, click No.)

Secondary Providers Group Box

The Secondary Providers group box lists the secondary providers associated with
the administrative/community activity.

Snconday Pasvdets
Prorvides b Al i
% Deene |
Figure 7-24: Sample Secondary Providers group box
You can add or delete a record.
Add Process
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1. Click Add to access the Secondary Providers search/select window. Here you
can select one or more secondary provider names.
SR T-TE

Sacondary Prenader
s | B

Secordary Provider Selecied Rems

Gl

Most Recently Selecied

Smeoratary Briider ] -
TEST MARK

CARR.R

SMITHECATHY A

BROWN HARDLD

SMITHKEVIN 5 -
EROWMN GERALD R

SMITHCHARLES LON

TETER, SHERLEY

DEMO DOCTOR LI

o OX ‘;Ilou

Figure 7-25: Secondary Providers search/select window

Use the Secondary Providers multiple search/select window in the following
manner:

At the Search String field, type a few characters of the search criteria.

b. Click Search and the retrieved the records display in Secondary Provider list
box.

c. To add one or more selected records from the Secondary Provider list box to
the Selected Items Secondary Provider list box, click the right-pointing
arrow button.

d. Another way to add records to the Selected Items Secondary Provider list
box is to select one or more records in the Most Recently Selected list box
and click the right-point arrow.

e. Similarly, you can remove one or more selected records from the Selected
Items Secondary Provider list box by clicking the left-pointing arrow button.

f.  When the Selected Items Secondary Provider list box is complete, click OK
and the records populate the Secondary Providers group box. (Otherwise,
click Close.)
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Delete Process

1. Select the secondary provider record to remove.

2. Click Delete.

3. Atthe “Are You Sure?” confirmation message displays, click Yes to remove the

selected secondary provider record from the group box. (Otherwise, click No.)

7.3.3  Notes Tab
Use the Notes field to enter any notes about the administrative/community activity.

Actiy Dioes. Metrs |
Hotes

Figure 7-26: Sample Notes field

This is a Free Text box.
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8.0 Encounter and Treatment Plan Sharing (Roll
and Scroll)

After the entry of a Visit or a Treatment plan, you will have the option to share it with
a colleague through MailMan. In order to do this, you must be properly set up
through Site Parameters as a provider who can share information.

Make sure that the provider being sent the plan should actually be using this function.

After the entry of a Visit or Treatment plan, you will be asked the question shown in
Figure 8-1):

Do you want to share this visit information with other providers? N//

Figure 8-1: Question after entry of a visit or treatment plan

By answering the question with a Yes, you will be stepped through the process of
sending the information via a MailMan message, as shown in Figure 8-2:

Send to: NUUUU,BILL WBM
Send to:
Message will be sent to: THETA,BILL

Do you want to attach a note to this mail message? N// YES
Enter the text of your note.

NOTE APPENDED TO MAIL MSG:
No existing text
Edit? NO//Y
- Here the provider can append a note to his/her colleague.

Ready to send mail message?? Y// ES
Send Full or Suppressed Form: (F/S): S// f FULL - The answer to this question
will determine which type of encounter form will be send in the message.

Sending Mailman message to distribution list
Message Sent
Press enter to continue....:

Figure 8-2: Sending a treatment plan through MailMan
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9.0

9.1

Problem List

This section addresses the Problem List management for Roll and Scroll and the GUI.

BH Patient’s Problem List (Roll and Scroll)
The PPL option appears on the Patient Data Entry and Update BH Forms windows.

Use the PPL option to manage the patient’s problem list.

1. Atthe “Select Action” prompt, type PPL

2. The application displays the following information:

Problem List updates must be attached to a visit. If you are updating the
Problem List in the context of a patient visit select the appropriate existing
visit and then update the Problem List. If you are updating the Problem List
outside of the context of a patient visit, first create a chart review visit
and then update the Problem List.

Select record to associate the Problem List update to: (1-5):

Figure 9-1: Message displayed by the application

3. Atthe “Enter ENCOUNTER DATE” prompt, type the encounter date for the
problem list.

The application displays the patient’s problem list.

BH Problem List Update Aug 23, 2011 14:05:45 Page: 1 of 1

BH Problem List Updated On: Aug 22, 2011 By: SIGMA,DARLA

D

AP
EP
DE
AC
1P

DX: F42. Status: ACTIVE Last Modified: 10/22/2015
DSM Narrative: OBSESSIVE-COMPULSIVE DISORDER
Provider Narrative: HOARDING DISORDER
Date of Onset: 10/10/2015 Facility: DEMO INDIAN HOSPITAL
Notes:
STP Note #1 Added: 10/7/2015
Narrative: Treat physical illness from time to time

Enter ?? for more actions >>>
Add BH Problem DD Detail Display LR Problem List Reviewed
Edit BH Problem NO  Add Note HS Health Summary
Delete BH Problem MN  Edit Note FA  Face Sheet
Activate BH Problem RN Remove Note PC PCC Prob List Display

Inactivate BH Prob NP No Active BH Problems Q Quit

Select Action: +//

Figure 9-2: Sample BH Problem List update window

User Manual Addendum Problem List
May 2016

218



Behavioral Health System (AMH) Version 4.0 Patch 6

At the “Select Action” prompt, type Q to exit this window.

9.1.1 Add BH Problem (AP)

Use the AP action to add a new BH problem for the current patient’s visit.

1.

At the Select Action” prompt, type AP.

The application displays information about the POV diagnosis assigned to the
patient in the past 90 days.

At the “Choose a Diagnosis” prompt, type one of the diagnoses.

At the “Enter Diagnosis to Add to the Problem List” prompt, type the active
diagnosis code to add to the problem list.

The application displays the Provider Narrative for the particular problem (can be
changed).

At the “STATUS” prompt, type one of the following: A (active), or I (Inactive).

At the “DATE OF ONSET” prompt, type the date of onset, when the problem was
first diagnosed. (This can be left blank.)

At the “Add TREATMENT Note?” prompt, type Y (yes) to add a treatment or N
(no).

If N was used, the focus moves to the “Enter the Date the Problem List was
Updated by the Provider” prompt.

If Y was used, the following prompts will display:

a. Atthe “PROVIDER NARRATIVE” prompt, type the text of the narrative for
the treatment note.

b. Atthe “AUTHOR” prompt, press Enter to use the default name or type a new
one.

c. Atthe “LONG/SHORT TERM TREATMENT” prompt, type 1 for Short
Term or 2 for Long Term. This refers to the treatment described in the
Treatment note.

After completing the last prompt, the focus returns to the “Add TREATMENT
Note?”” prompt.

At the “Enter the Date the Problem List was Updated by the Provider” prompt,
press Enter to use the current date or type a new one.
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8.

At the “Enter the individual that updated the Problem List” prompt, type the name
of the individual who updated the BH Problem List (the default will be provider
listed on the visit to which the problem list item is associated).

e If you are transcribing an update from a BHS provider, then enter the name of
the provider.

e If you are a data entry/coder correcting the Problem List (for instance,
correcting the DSM code) then enter your own name.

9.1.2 Edit BH Problem (EP)
Use the EP action to edit a specified BH problem.

1.
2.
3.

At the Select Action” prompt, type EP.
At the “Select Problem” prompt type the number of the problem to edit.

At the “Diagnosis” prompt, the current diagnosis displays. This can be changed, if
needed.

At the “Provider narrative <text of narrative>" prompt, the text of the narrative
displays. This can be changed, if needed.

At the “DATE OF ONSET” prompt, type the date of onset, when the problem was
first diagnosed. (This can be left blank.)

At the “STATUS” prompt, the current status displays. This can be changed using
A (active), or I (Inactive).

At the “Enter the Date the Problem List was Updated by the Provider” prompt,
press Enter to use the current date or type a new one.

At the “Enter the individual that updated the Problem List” prompt, type the name
of the individual who updated the BH Problem List (the default will be provider
listed on the visit to which the problem list item is associated).

e If you are transcribing an update from a BHS provider, then enter the name of
the provider.

e If you are a data entry/coder correcting the Problem List (for instance,
correcting the DSM code) then enter your own name.

9.1.3 Delete BH Problem (DE)
Use the DE action to delete a specified BH problem.

1.

At the “Select Action” prompt, type DE.
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2. At the “Select Action” prompt, type the action to execute, either 1 (Delete BH
Problem) or 2 (Detail Display). Use 1 in this case.

3. At the “Select Problem” prompt, type the number of the problem to delete. The
information about the particular problem displays:

Deleting the following BH Problem from DUCK DEMO"s BH Problem List.

PROBLEM CODE: 9.1 PATIENT NAME: DEMO,DUCK
DATE LAST MODIFIED: SEP 07, 2011@14:07:46
PROVIDER NARRATIVE: PRE-SENILE CONDITION
FACILITY: DEMO INDIAN HOSPITAL NMBR: 3
DATE ENTERED: SEP 07, 2011@13:54:16 STATUS: ACTIVE
USER LAST UPDATE: THETA,SHIRLEY

Please Note: You are NOT permitted to delete a BH Problem without
entering a reason for the deletion.

Figure 9-3: Example of information displayed about the problem code

4. At the “Are you sure you want to delete this BH Problem?” prompt, type either Y
(yes) or N (no).

If N was used, the focus will return to the BH Problem List Update window.

If Y was used, the following information will display:

Deleting Treatment Plan...

Treatment Plan for DEMO,DOROTHY ROSE DELETED.
Press enter to continue....:

Figure 9-4: Further information

Press Enter and the focus returns to the Updated Patient Treatment Plan window.

9.1.4  Activate BH Problem (AC)

Use the AC action to change the status of a selected inactive BH problem to be active.
1. Atthe “Select Action” prompt, type AC.
2. At the “Select Problem” prompt, type the number of the problem to activate.

e |f the particular problem is already active, the application will display the
following message:

That problem is already ACTIVE!!
Press return to continue

Figure 9-5: Message displayed when the problem is already active
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After pressing Enter, the focus returns to the BH Problem List Update
window.

e |f the particular problem is not active, the prompts continue:

3. At the “Enter the Date the Problem List was Updated by the Provider” prompt,
press Enter to use the default date or type a new one.

4. At the “Enter the individual that updated the Problem List” prompt, type the name
of the individual who updated the BH Problem List.

e If you are transcribing an update from a BHS provider, then enter the name of
the provider.

e If you are a data entry/coder correcting the Problem List (for instance,
correcting the DSM code) then enter your own name.

9.1.5 Inactivate BH Problem (IP)
Use the IP action to cause the status of a particular active BH problem to be inactive.

1. At the “Select Action” prompt, type IP.
2. At the “Select Problem” prompt, type the number of the problem to inactivate.

e If the particular problem is already inactive, the application will display the
following message:

That problem is already INACTIVE!!
Press return to continue....:

Figure 9-6: Message displayed when the problem is already inactive

After pressing Enter, the focus returns to the BH Problem List Update window.

e If the particular problem is not inactive, the prompts continue:

3. At the “Enter the Date the Problem List was Updated by the Provider” prompt,
press Enter to use the default date or type a new one.

4. At the “Enter the individual that updated the Problem List” prompt, type the name
of the individual who updated the Problem List.

e If you are transcribing an update from a BHS provider, then enter the name of
the provider.

e If you are a data entry/coder correcting the Problem List (for instance,
correcting the DSM code) then enter your own name.
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9.1.6  Detail Display (DD)
Use the DD action to display detail information about a selected BH problem.

1.
2.

At the “Select Action” prompt, type DD.
At the “Select Problem” prompt, type the number of the problem to use.

The Behavioral Health Problem List information displays on the Output Browser
screen.

OUTPUT BROWSER Dec 05, 2011 11:53:53 Page: 1 of 1
Behavioral Health Problem Display

PROBLEM CODE: F42.

PATIENT NAME: DEMO,DOROTHY ROSE
DATE LAST MODIFIED: DEC 07, 2015
PROVIDER NARRATIVE: HOARDING DISORDER
FACILITY: DEMO INDIAN HOSPITAL
NMBR: 1

DATE ENTERED: DEC 07, 2015

STATUS: ACTIVE

USER LAST UPDATE DEMO,DOCTOR

Notes:

1) Date Added: 12/07/2015 Author: THETA,SHIRLEY
Note Narrative: PT PRESENTS BX ASSOCIATED WITH HOARDING

Figure 9-7: Sample Problem Detall

9.1.7 Add Note (NO)
Use the NO action to add a note to a selected BH problem.

1.
2.

3.

4.

At the “Select Action” prompt, type NO.
At the “Select Action” prompt, type one of the following:

1. Add Note
2. No Active BH Problems

Use 1 in this case.
The application displays information about the patient’s BH problem list.

At the “Add a new Problem Note for this Problem?” prompt, type Y to add a note.
(Otherwise, type N.)

If Y was used, the following prompt displays:

At the “NARRATIVE” prompt, type the text of the narrative of the note.
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At the “AUTHOR” prompt, press Enter to use the default name or type a new
one.

At the “LONG/SHORT TERM TREATMENT” prompt, type one of the
following: 1 (for short) or 2 (for long).

The application will re-display the information about the problem and information
about the notes.

Adding a Note to the following problem on DOROTHY ROSE DEMO®"s BH Problem List.

PROBLEM CODE: F42.

PATIENT NAME: DEMO,DOROTHY ROSE
DATE LAST MODIFIED: DEC 07, 2015
PROVIDER NARRATIVE: HOARDING DISORDER
FACILITY: DEMO INDIAN HOSPITAL
NMBR: 1

DATE ENTERED: DEC 07, 2015

STATUS: ACTIVE

USER LAST UPDATE DEMO,DOCTOR

Notes:

1) Date Added: 12/07/2015 Author: THETA,SHIRLEY
Note Narrative: PT PRESENTS BX ASSOCIATED WITH HOARDING

Figure 9-8: Example of information about the problem and information about the notes

7.

8.

9.

At the “Add a new Problem Note for this Problem?”” prompt, type Y (for yes) or
N (for no).

If Y was used, the prompts will repeat, starting with NARRATIVE.
If N was used, the prompts will continue.

At the “Enter the Date the Problem List was Updated by the Provider” prompt,
press Enter to use the default date or type another one.

At the “Enter the individual that updated the Problem List” prompt, type the name
of the individual who updated the BH Problem List.

e If you are transcribing an update from a BHS provider, then enter the name of
the provider.

e If you are a data entry/coder correcting the Problem List (for instance,
correcting the DSM code) then enter your own name.

9.1.8 Edit Note (MN)
Use the MN action to edit the text of a selected note.

1.

At the “Select Action” prompt, type MN.
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At the “Select Problem” prompt, type the number of the problem having the note
to be edited.

The application displays information about the selected problem and information
about any existing notes.

At the “Edit which one” prompt, type the number of the note to edit.

At the “NARRATIVE: <text of the problem>// - Replace” prompt, type in the
Replace field with the replacement text for the narrative.

At the “LONG/SHORT TERM TREATMENT” prompt, type one of the
following: 1 (for short) or 2 (for long).

At the “Enter the Date the Problem List was Updated by the Provider” prompt,
press Enter to use the default date or type another one.

At the “Enter the individual that updated the Problem List” prompt, type the name
of the individual who updated the BH Problem List.

e If you are transcribing an update from a BHS provider, then enter the name of
the provider.

e If you are a data entry/coder correcting the Problem List (for instance,
correcting the DSM code) then enter your own name.

9.1.9 Remove Note (RN)

Use the RN action to delete a selected note.

1.
2.

At the “Select Action” prompt, type RN.

At the “Select Problem” prompt, type the number of the problem having the note
to be removed.

The application displays information about the selected problem and information
about any existing notes.

At the “Remove which one” prompt, type the number of the note to remove.

At the “Are you sure you want to delete this NOTE?” prompt, type Y (yes) or N
(no).

If N was used, the focus will return to the BH Problem List Updated window.
If Y was used, the prompts will continue.

At the “Enter the Date the Problem List was Updated by the Provider” prompt,
press Enter to use the default date or type another date.
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6. At the “Enter the individual that updated the Problem List” prompt, type the name

of the individual who updated the Problem L.ist.

e If you are transcribing an update from a BHS provider, then enter the name of
the provider.

e If you are a data entry/coder correcting the BH Problem List (for instance,
correcting the DSM code) then enter your own name.

9.1.10 No Active BH Problems (NP)

Use the NP action to specify the date when a particular provider indicated that the
patient had no active BH problems. This action requires that there are no ACTIVE
problems on the patient’s BH problem list (otherwise, the application will display an
error message).

9.1.11

1.
2.

At the “Select Action” prompt, type NP.

At the “Did the Provider indicate that the patient has No Active BH Problems”
prompt, type Y (yes) or N (no).

If N was used, the focus will return to the BH Problem List Update window.
If Y was used, the prompts will continue:

At the “Enter the Date the Provider documented ‘No Active BH Problems’”
prompt, press Enter to use the default date or type another one.

At the “Enter the PROVIDER who documented ‘No Active BH Problems’”
prompt, type the provider name who documented that there are no active BH
problems.

Problem List Reviewed (LR)

Use the LR action to indicate who and when the current patient’s BH Problem List
was reviewed.

1.
2.

3.

At the “Select Action” prompt, type LR.

At the “Did the Provider indicate that he/she reviewed the Problem List?” prompt,
type Y (yes) or N (no).

If N was used, the application will display “No Action Taken” and the focus will
return to the BH Problem List Update window.

If Y was used, the prompts continue.

At the “Enter the Date the Provider Reviewed the Problem List” prompt, press
Enter to use the default date or type a new one.
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4. At the “Enter the PROVIDER who Reviewed the Problem List” prompt, type the
name of the provider who reviewed the BH Problem List.

9.1.12 PCC Problem List Display (PC)
Use the PC action to display the PCC problem list.

1. Atthe “Select Action” prompt, type PC.

The application displays the message:

You are now leaving the Behavioral Health Problem List and will be taken
into the PCC Problem List for updating.

Do you wish to continue? Y//

Figure 9-9: Information displayed by the application

If N was used at the last prompt, focus will return to the BH Problem List Update
window.

If Y was used, the PCC Problem List Display window displays.

PCC Problem List Display Sep 07, 2011 15:46:04 Page: 1 of 3

Problem List Reviewed On: Dec 02, 2015 By: DEMO,DOCTOR
Problem List Updated On: Dec 02, 2015 By: THETA,WENDY

Problem ID: TST1 DX: ZZzZ.999 Status: EPISODIC Onset: 7/23/13
Provider Narrative: Sore throat symptom | sore throat
SNOMED CONCEPT ID: 267102003
Severity: 246112005

2) Problem ID: TST2 DX: M25.50 Status: CHRONIC Onset:
Provider Narrative: Joint pain | chronic joint pain of left middle fi
SNOMED CONCEPT ID: 57676002
Severity: 246112005

3) Problem ID: TST3 DX: M25.50 Status: EPISODIC Onset:
Provider Narrative: Joint pain |
+ Enter ?? for more actions >>>

DD Display a PCC Prob A Quit
Select Action: +//

Figure 9-10: Example of Problem List Update screen

Quit
At the “Select Action” prompt, type Q to quit the update screen.
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Display a PCC Prob
1. Atthe “Select Action” prompt, type DD.

2. At the “Select Problem” prompt, type the number of the problem to use.

The application displays the PPC Prob information on the Output Browser.

DIAGNOSIS: M25.50 PATIENT NAME: DEMO,ALISTER LANE

DATE LAST MODIFIED: AUG 01, 2013®@12:33:23
PROVIDER NARRATIVE: Joint pain | chronic joint pain of left middle finger, fir

st joint FACILITY: 2013 DEMO HOSPITAL
NMBR: 2 DATE ENTERED: AUG 01, 2013
STATUS: CHRONIC USER LAST MODIFIED: DEMO,CATHERINE A
ENTERED BY: DEMO,CATHERINE A RECORDING PROVIDER: DEMO,CATHERINE A
SEVERITY: 246112005 ENTERED BY: MOORE,CATHERINE A

DATE/TIME ENTERED: AUG 01, 2013@12:33:23
SEVERITY PREFERRED TERM (c): Severity
SNOMED CT CONCEPT CODE: 57676002 SNOMED CT DESIGNATION CODE: 95910010

SNOMED CONCEPT PREFERRED TERM (c): Joint pain

Enter ?? for more actions >>>
+ NEXT SCREEN - PREVIOUS SCREEN Q QUIT
Select Action: +//

Figure 9-11: Sample information about the selected PCC problem
At the “Select Action” do one of the following:

e Type + to display the next screen (does not apply to the last screen)
e Type —to display the previous screen (does not apply to the first screen)

e Type Q to quit the screen.

9.2 Problem List (GUI)

This section addresses how to manage the problems for the selected patient on the
Visit window for one patient.

After selecting a record and clicking the Problem button, select one of the following
options:

e BH Problem List
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9.2.1

e PCC Problem List

Behavior Health Problem List Window

After selecting the BH Problem List option, the Behavioral Health Problem List
window displays.

52 Behuviorsl Heshh Probiem List =
ﬁ Problerd = | | | Mote = '.:f Detinl Driplay )ﬁ Mo Actwe Problems 1] Problem Lt Reaswed g_ll?‘f{ Fiobdermn Lot Dripley | g Halp
BH Problam List Updated On: Mow 22. 2015 By: DEMO LISA M RN
Problem List
ik 4 = F Lag Modfed  DSM Marsivs Provpaer Maraive Dote of Orast  Fackty
Fizd ACTVE 1W22MS  MAIDR DEPRESSIVE DISORDER. SINGLE EFISODE WLAI0R: DEPRESSIVE DISORDER, SINGLE EMSODE I 2013 DERO |
Fld 14 ACTHE WS ODCAINE ABUSE 'WITH COCAINEANDUCED MOOD DS DOCAME ABUSE WITH COCAINEANDUCED: MOOD 15 2003 DEMRO
1]
Poobilees Lint Dista Grlry
Dhisgronms E
Horralewr |
Diate U pod aled
Person Who Updated | DEMO/LISAM AN &
| T e ¥ Cancel
DEMOLOUTS 138475 M MIEN1EE I7 Sarved

Figure 9-12: Sample Behavioral Health Problem List window

The current patient’s problems display in the Problem List grid, including any
associated notes. The note displays on the row below the problem.

The following table provides information about the features on this window.

Feature

Functionality

Help button

Click this button to access the online help for this window.

Close button

Click Close to leave the window.

Cancel button

will be taken.

Click this button to remain on the window and no action (like Add Problem)

Add/Edit Problem
The Add and Edit function use the same fields.

User Manual Addendum

May 2016

229

Problem List




Behavioral Health System (AMH) Version 4.0 Patch 6

1. Select Problems | Add Problem to access the fields in the Problem List Data
Entry group box.

2. Select an existing problem and then select Problems | Edit Problem. All of the
fields in the Problem List Data Entry group box are populated with existing
data.

Paobes Lk [ sty vty
Disgnasn | L:j & etve O v | DaeaOrest [T =]
Harstva |

I Ak Fioke'?

ihsbe Ugutabend B Mordey . Jwwsy 30202 =]

Pavian Wha Updated [::‘-:l-.ll.'l.'.':l-.-'-h "II
Figure 9-13: Sample Problem List Data Entry group box
The fields in bold are required.

1. At the Diagnosis field, click the drop-down list to access the POV select window.
Here you select a POV to populate the Diagnosis and Narrative fields.

Screen Capture What to do
o POF SN Use this search window in one of two
s,, g ways:

(1) Use the Search String field by
typing the search criteria for the POV
and then clicking Search. The retrieved
POVs will populate the POV list box.
Select a retrieved record and click OK
to populate the Diagnosis and Narrative
fields. (Otherwise, click Close.)

(2) Select a record in the “Most
Recently Selected list box and click

POV e OK to populate the Diagnosis and
TR T T Narrative fields. (Otherwise, click
:l ROER DUE TO CIOSE.)

g O [l =

Figure 9-14: Sample POV select window
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2. At the Active/lnactive radio button field, indicate if the selected diagnosis is
Active or Inactive by selecting the appropriate radio button (Active is the default
for a new problem).

3. At the Date of Onset field, select the Date of Onset which is the date when the
problem was first diagnosed. For a new problem, the default is today’s date.

e To have no Date of Onset, uncheck the checkbox.

e To change the Date of Onset, click the drop-down list to access a calendar.
The checkbox will remain checked.

4. At the Narrative field, determine the diagnosis to use. This field is populated
when you choose a diagnosis (can be changed). Type a new narrative in the Free
Text field, if needed.

5. Atthe Add Note? field, select the Add Note field to display the Note group box.

Author | DEMO_PSYCHIATRIST =0 € Long Tem & Shoit Tem

Figure 9-15: Note group box

After the Note group box displays, you can uncheck the Note field to close the group
box, if needed.

a. At the Note field, type the text of the note, usually information about the
treatment.

b. At the Author field, type the name of the author of the note. The application
populates this field with the current logon user. To change the name, click the
drop-down list to access the Primary Provider select window. Here you can
select another name.

User Manual Addendum Problem List
May 2016

231



Behavioral Health System (AMH) Version 4.0 Patch 6

Screen Capture What to do

e — Use this search window in one of two
Search String || ] Sear I WayS

Primary Provider

(1) Use the Search String field by
typing the primary provider’s last name
and then clicking Search. The retrieved
names will populate the Primary
Provider list box. Select a retrieved
record and click OK to populate the
Author field. (Otherwise, click Close.)

(2) Select a primary provider name in

ot P S ] the Most Recently Selected list box and
w0, 00cToR click OK to populate the Author field.

WISDOMWENDY

(Otherwise, click Close.)

o OK \IEIW;

Figure 9-16: Primary Provider select window

c. Atthe Long Term/Short Term field, select either the Long Term or Short
Term radio button, referring to the treatment described in the note.

6. At the Date Updated field, the application displays today’s date (the default). To
change the date, click the drop-down list to access the calendar where you can
select another date.

7. At the Person Who Updated field, the application displays the default provider
(who is the provider of the visit to which the Problem List item is associated). To
change the name, click the drop-down list to access the Primary Provider select
window. Here you select another primary provider.
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Screen Capture What to do
laix Use this search window in one of two
Sﬂrch&nnqﬂ 2 Sea I WayS
o (1) Use the Search String field by
typing the provider’s last name and
then clicking Search. The retrieved
names will populate the Primary
Provider list box. Select a retrieved
record and click OK to populate the
Person Who Updated field. (Otherwise,
click Close.)
= | (2) Select a name in the Most Recently
ﬁ'_w'_gﬁgf_;mo"; Selected list box and click OK to
populate the Person Who Updated field.
(Otherwise, click Close.)
o OK »;"Elwe

Figure 9-17: Primary Provider select window

8. If Add was used, after the Problem List Data Entry group box is complete, click
Save to add the “new” problem to the Problem List grid. (Otherwise, click
Cancel).

9. If Edit was used, after the Problem List Data Entry group box is complete, click
Save to change the selected record on the Problem List grid. (Otherwise, click
Cancel).

Delete Problem

1. Select an existing problem in the Problem List grid.
2. Select Problems | Delete Problem.

3. The Problem List Reason for Delete dialog box displays.

& Problem List Reason for Delete _ 0
5 Probl f 1 O
Reazan I j # o

Figure 9-18: Problem List Reason for Delete dialog box

4. Click the drop-down list for the Reason field (required) and select an option.
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DUPLICATE
ENTERED IN ERROR
OTHER

a. If you select OTHER, the dialog box changes.

Problem List Reason for Delete ;IEIEI

RO THER - ' OK
Other I .ﬂElDLl

Figure 9-19: Problem List Reason for Delete when using OTHER

5.

b. In this case, at the Other field, type the reason to delete the problem
(required).

After the Problem List Reason for Delete dialog box is complete, click OK
(otherwise, click Close).
After clicking OK, the application activates the Date Updated and Person Who
Updated fields.

Date Updated |7 wednesday, August 31,2011 =l

Perzon Who Updated I DEMO.DOCTOR

Figure 9-20: Active Date Updated and Person Who Updated fields

6.

7.

At the Date Updated field, select the update date. The default is today’s date. To
change the date, click the drop-down list to access the calendar and select another
date.

At the Person Who Updated field, select the provider who updated the
information. The default is the provider of the visit to which the Problem List
item is associated. The Primary Provider select window displays.

User Manual Addendum Problem List

May 2016

234



Behavioral Health System (AMH) Version 4.0 Patch 6

Screen Capture What to do

e — Use this search window in one of two
Search String | : ] ways:

Primary Provider

(1) Use the Search String field by
typing the provider’s last name and
then clicking Search. The retrieved
names will populate the Primary
Provider list box. Select a retrieved
record and click OK to populate the
Person Who Updated field. (Otherwise,

click Close.)
ot P S (2) Select a name in the Most Recently
[ewo.00cToR Selected list box and click OK to

WISDOMWENDY

populate the Person Who Updated field.
(Otherwise, click Close.)

o OK :'Elwe

Figure 9-21: Primary Provider select window

8. After the active fields are complete, click Save to remove the problem from the
Problem List grid. (Otherwise, click Cancel.)

Activate/lnactivate Problem

1. Select an existing problem in the Problem List grid.
2. Select Problems | Activate (or Inactivate).

3. The Date Updated and Person Who Updated fields display.

Date Updated |7 wednesday, August 31, 2011 |

Person Who Updated | DEMO.DOCTOR

Figure 9-22: Sample active fields for Inactivate (or Activate) process

4. At the Date Updated field, select the update date. The default is today’s date. To
change the date, click the drop-down list to access the calendar and select another
date. The Activate action only works if the Date Updated is checked.

5. At the Person Who Updated field, select the person who updated the problem
list. To change the name, click the drop-down list to access the Primary
Provider select window and select a name.
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Screen Capture

What to do

Primary Provider

=10j x|

Search String

Prinary Provider

Most Recertly Selected

Primary Provider

DEMO.DOCTOR
WISDOMWENDY

o’ OK

»z lose

Use this search window in one of two
ways:

(1) Use the Search String field by
typing the provider’s last name and
then clicking Search. The retrieved
names will populate the Primary
Provider list box. Select a retrieved
record and click OK to populate the
Person Who Updated field. (Otherwise,
click Close.)

(2) Select a name in the Most Recently
Selected list box and click OK to
populate the Person Who Updated field.
(Otherwise, click Close.)

Figure 9-23: Primary Provider select window

6. After the active fields are complete, click Save to change the Status of the
selected record on the Problem List grid. (Otherwise, click Cancel.)

Add/Edit Note

The Add Note and Edit Note functions use the same fields.

1. Select an existing problem in the Problem List grid. Select Notes | Add Note

OR

2. Select an existing note in the Problem List grid. Select Notes | Edit Note. The
fields become populated with existing data.

The following shows the fields in the lower group box.

Dhabe U] [F Foday e 102

Pavnen Wha Updated | WEACAFTTA
Muste

n =

3

Authes | GARCIA AN

5|

I~ Long Teem

& Shot T

Figure 9-24: Active fields for adding a note
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3. At the Date Updated field, select the update date. The default is today’s date. To
change the date, click the drop-down list to access the calendar and select another
date. The Add Note action only works if the Date Updated is checked.

4. At the Person Who Updated field, select the person who updated the problem
list. To change the name, click the drop-down list to access the Primary
Provider select window and select a name.

Screen Capture

What to do

Primary Provider

=10/ x|

Search String ||

Prmary Prowider

Most Recently Selected
Primary Provider
DEMO,DOCTOR

WISDOM WENDY

o’ OK ~$Im .

Use this search window in one of two
ways:

(1) Use the Search String field by
typing the provider’s last name and
then clicking Search. The retrieved
names will populate the Primary
Provider list box. Select a retrieved
record and click OK to populate the
Person Who Updated field. (Otherwise,
click Close.)

(2) Select a name in the Most Recently
Selected list box and click OK to
populate the Person Who Updated field.
(Otherwise, click Close.)

Figure 9-25: Primary Provider select window

5. At the Note field, type the text of the note (Free Text field), usually information

about the treatment.

6. At the Author field, select the author of the note. To change the name, click the
drop-down list to access the Primary Provider select window.
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Screen Capture What to do

e — Use this search window in one of two
Search String || ] Sear I WayS

Primary Provider

(1) Use the Search String field by
typing the provider’s last name and
then clicking Search. The retrieved
names will populate the Primary
Provider list box. Select a retrieved
record and click OK to populate the
Person Who Updated field. (Otherwise,

click Close.)
ot P S i (2) Select a name in the Most Recently
ﬁ":?—?z Selected list box and click OK to
populate the Author field. (Otherwise,
click Close.)

o OK \IEIW;

Figure 9-26: Primary Provider select window

7. Atthe Long Term/Short Term field, select either the Long Term or Short Term
radio button, referring to the treatment described in the note.

8. After the lower group box is complete, click Save and the note will be added to
the particular problem in the Problem List grid. (Otherwise, click Cancel.)

After saving, the application gives the note a note number, displays when the note
was added, and displays the note narrative.

If Edit was used, after the Note group box is complete, click Save (otherwise,
click Cancel). After clicking Save, the particular note will be changed (on the
Problem List grid).

Remove Note
1. Select an existing note in the Problem List grid.
2. Select Notes | Remove Note.

3. The Date Updated and Person Who Updated fields become active.
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Date Updated

|E_Wednesday, August 31, 2011

=l

Person Who Updated I DEMO.DOCTOR

Figure 9-27: Active Date Updated and Person Who Updated fields

4. At the Date Updated field, select the update date. The default is today’s date. To
change the date, click the drop-down list to access the calendar. The Remove
Note action only works if the Date Updated is checked.

5. At the Person Who Updated field, select the person who updated the
information. Click the drop-down list to access the Primary Provider select
window. Select the name of the person who updated the Problem List.

Screen Capture

What to do

o=
Primary Provider
Search String || ) I
Primary Prowvider

Most Recently Selected

Primary Provider

DEMO.DOCTOR
WISDOMWENDY

o’ OK ~'$Im .

Use this search window in one of two
ways:

(1) Use the Search String field by
typing the provider’s last name and
then clicking Search. The retrieved
names will populate the Primary
Provider list box. Select a retrieved
record and click OK to populate the
Person Who Updated field. (Otherwise,
click Close.)

(2) Select a name in the Most Recently
Selected list box and click OK to
populate the Person Who Updated field.
(Otherwise, click Close.)

Figure 9-28: Primary Provider select window

6. After the active fields are complete, click Save (otherwise, click Cancel). If Save
was used, the prompts continue.

7. Atthe “Are you sure” confirmation message, click Yes to remove the note will be
removed from the Problem List grid. (Otherwise, click No.)

Detail Display

1. Select a problem in the Problem List grid.

2. Click the Detail Display button.
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3. The BH Problem List Detail pop-up for the particular patient displays.

v HH Problem Lit Detsd DEMSD,LOUTS 138405 M OM/25/E088 I7 N
= | B -

E: FI2. 4 FRATIENT HAME: DEMO,LOULS
ED: NOV 22, 2015
TIVE: HAJOR DEPRESSIVE DISORADER. SINGLE EFISODE, IN PARTIAL

MO HOS P TTAL MERs 0
EMO HOSPITAL NMBR:

USER LAST UPDATE: DEMO.LISA M RN

Hotes:

| Cument Page Ma- 1 Tiotal Page Me.: 1 Zoom Factor: 120%

Figure 9-29: Sample BH Problem List Detail for a patient

Section 2.6 provides more information about using the controls on the pop-up
window.

No Active Problems

Use the No Active Problems button to indicate that the patient has No Active BH
Problems. The application determines if the patient has active BH problems.

1. After clicking this button and if there are active problems, the application displays
the following message: There are ACTIVE Problems on this patient’s BH
problem list. You cannot use this action item. Click OK to dismiss the message
and the focus returns to the Behavioral Health Problem List window.

2. After clicking this button and there are no active problems, the application asks
the following: Did the Provider indicate that the patient has No Active BH
Problem? Click Yes (otherwise, click No).

If Yes was used, the Date Documented and Provider Who Documented fields
become active.
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Date Documented IF Monday . January 30,2012 ;I

Provider Who Ducumenq DEMO.CASE M

Figure 9-30: Sample Date Documented and Provider Who Documented fields

3. At the Date Documented field, select the date the provider documented that the
patient has no active problems. The default is today’s date. To change the date,
click the drop-down list to access the calendar. The No Active Problems action
only works if the Date Documented is checked.

4. At the Person Who Documented field, select the person who documented that
the patient has no active problems. To change the name, click the drop-down list
to access the Primary Provider select window and select a name.

Screen Capture What to do

~lolxd Use this search window in one of two
Search String || ) I WayS
Primary Provider

(1) Use the Search String field by
typing the provider’s last name and
then clicking Search. The retrieved
names will populate the Primary
Provider list box. Select a retrieved
record and click OK to populate the
Person Who Documented field.
(Otherwise, click Close.)

o s - (2) Select a name in the Most Recently
[ GEMo GocToR Selected list box and click OK to

WISDOMWENDY

populate the Person Who Documented
field. (Otherwise, click Close.)

o’ OK ~'$Im .

Figure 9-31: Primary Provider select window
5. After the active fields are complete, click Save (otherwise, click Cancel).

6. After clicking Save, the text below the action buttons will display information
such as No Active BH Problem Documented on Dec 01, 2011 by
DEMO,DOCTOR. Other text below the action buttons will display information
such as: BH Problem List Reviewed on Dec 01, 2011 by DEMO,DOCTOR.
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Problem List Reviewed

1. Click the Problem List Reviewed button to indicate that the current patient’s

problem list was reviewed.

2. The Date Reviewed and Provider Who Reviewed fields become active.

Date Reviewed IF Monday .

January 30, 2012

=

Provider Who Heviewedl DEMOPSYCHIATRIST

4

Figure 9-32: Sample Problem List Reviewed and Provider Who Reviewed fields

3. At the Date Reviewed field, select the date the provider reviewed the problem
list. The default is today’s date. To change the date, click the drop-down list to
access the calendar and select another date. The Problem List Reviewed action
only works if the Date Reviewed is checked.

4. At the Person Who Reviewed field, select the person who reviewed the problem
list. To change the name, click the drop-down list to access the Primary
Provider select window and select a name.

Screen Capture

What to do

~lalx]
Primary Provider
Search String || ) I
Primary Prowvider

Most Recently Selected
Primary Provider
DEMO.DOCTOR

WISDOMWENDY

o’ OK ~'$Im .

Use this search window in one of two
ways:

(1) Use the Search String field by
typing the provider’s last name and
then clicking Search. The retrieved
names will populate the Primary
Provider list box. Select a retrieved
record and click OK to populate the
Person Who Reviewed field.
(Otherwise, click Close.)

(2) Select a name in the Most Recently
Selected list box and click OK to
populate the Person Who Reviewed
field. (Otherwise, click Close.)

Figure 9-33: Primary Provider select window

5. After the active fields are complete, click Save (otherwise, click Cancel).
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9.2.2

After clicking Save, the text below the action buttons (on the Behavioral Health
Problem List window) will display information such as: BH Problem List

Reviewed on December 1, 2011 by DEMO,DOCTOR.

PCC Problem List Display

Click the PCC Problem List Display button to move to the PCC Problem List

window.

PCC Problem List Window

1. After selecting the PPC Problem List option (on the Visit window), the PCC

Problem List window displays.

w2 PLE Froblom Lt
o Damad Detpliy g BH Frobdsrn: Lot Ujslate i Heip
Problem Lint Updsied O Sep 15, 7008 By A0 AN
Froblars L
- i Modiind ~ Provader Hassies Diata of Ot~ gty

DEMOVCTOR 13733 M 1A% 1

MAMAGED WITH DEET AND MEDACATION WELIEIY 29010 DEMD MOEPITAL
4 70 UPISOOC CA1A0E T USES RESCUN INMALER, A% REIDHD CAMLINTY 2013 DEMD MOSPITAL

]

Figure 9-34: Sample PCC Problem List window

2. The current patient’s PCC problems display in the Problem List grid, including
any associated notes. The notes display on the row below the problem.

3. Click Close to leave the window.
4. Click Help to access the online help for this window.

Detail Display
1. Select a problem in the Problem List grid.

2. Click the Detail Display button.

3. The PCC Problem List Detail pop-up for the particular patient displays.
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PIAGHCSIS: 2258 PATIENT HANE: DERG, BOROTHY ROSE
DATE LAST HODIFIED: DEC 02, ZO1181%:36220
FRWICER HARRATIVE: BENIGH HEQ MERY 3T3 BEC
FACILITY: DERO INDIAN HOSPITAL HEBR: 10
DATE ENTERED: DEC OF, 2003831:16:30 STATUS: ACTIVE
BATE OF OWSET: DEC 02, 011
DEER LAST HOFIFIED: TETER,SHIRLEY CLAZBIFICATION: 613&
[Eument Pagn a1 [Total P b= 1 [Zoom Facter: 100%

Figure 9-35: Sample PCC Problem List Detail pop-up window

Section 2.6 provides more information about using the controls on the pop-up
window.

BH Problem List Update

1. Click the BH Problem List Update button to move to the Behavioral Health
Problem List window.

2. Section 9.2.1 provides more information about this window.
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10.0 Treatment Plans

You use the Treatment Plans feature to add or update treatment plans in Roll and
Scroll and in the RPMS Behavioral Health System (GUI).

10.1 Patient Treatment Plans (Roll and Scroll)

Use the Update BH Patient Treatment Plans (TPU) option on the Data Entry Menu to
access the Patient Treatment Plans menu.

EAAEEXEAAXEAAXAAXAAAXAAXAAXAAAAAXAAAAAXAAAXAAAXAAAXAXAAXX

*x IHS Behavioral Health System *x
** Patient Treatment Plans **

nnnnnnnnnnnnnnnnnnnnnnn

Version 4.0 (Patch 6)

DEMO INDIAN HOSPITAL

upP (Add, Edit, Delete) a Treatment Plan
DTP Display/Print a Treatment Plan
REV Print List of Treatment Plans Needing Reviewed

RES Print List of Treatment Plans Needing Resolved
ATP Print List of All Treatment Plans on File
NOTP Patients w/Case Open but no Treatment Plan

Select Update BH Patient Treatment Plans Option:

Figure 10-1: Options on the Patient Treatment Plans menu

10.1.1 Add, Edit, Delete a Treatment Plan (UP)

Use the UP (Add, Edit, Delete a Treatment Plan) to access the Update Patient
Treatment Plan window for a particular patient.

1. Atthe “Select Update BH Patient Treatment Plans Option, type UP.
2. Atthe “Select PATIENT NAME” prompt, type the name of the patient.

3. The Update Patient Treatment Plan window displays.

Update Patient Treatment Plan Apr 13, 2009 17:11:07 Page: 1 of 9
Patient Name: ALPHAA,CHELSEA MARIE DOB: FEB 07, 1975 Sex: F
TREATMENT PLANS CURRENTLY ON FILE
1) Program: SOCIAL SERVICES Responsible Provider: GAMMAA,RYAN
Date Established: MAR 27, 2009 Next Review Date: APR 01, 2009
Status: Date Resolved:

Problem: eating

2) Program: MENTAL HEALTH Responsible Provider: GAMMAA,RYAN

Date Established: MAR 24, 2009 Next Review Date: APR 15, 2009
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Status: Date Resolved:
Problem: testing functionality of editing tp

3) Program: MENTAL HEALTH Responsible Provider: BETAAAA,BJ
Date Established: MAR 24, 2009 Next Review Date: JUN 22, 2009
Status: Date Resolved:

Problem: TESTING BASED ON RYAN®S FINDINGS
Enter ?? for more actions

Add Treatment Plan RV Enter TP Review BV Browse Visits
Edit a Plan DS Disp/Print Plan SP Share a TP
Delete Tx Plan HS Health Summary Q Quit

Select Action: AD//

Figure 10-2: Sample Update Patient Treatment Plan window

Use the Quit action to dismiss the Update Patient Treatment Plan window.

Add Treatment Plan (AD)

Use the AD action to add a new treatment plan for the current patient. The prompts
are the same as when you edit a plan. The Edit a Plan section below provides more
information about the prompts.

Edit a Plan (ED)

Use the ED action to change a selected treatment plan for the current patient.

1. Atthe “Select Action” prompt, type ED.

2. At the “Enter Date Established” prompt, type the date the treatment plan was
established (you cannot change).

3. At the “Program” prompt, type the program for the treatment plan. Use one of the
following: M (Mental Health), S (Social Services), C (Chemical Dependency), O
(Other).

4. At the “Designated Provider” prompt, type the name of the designated provider
for the treatment plan. The default is the current logon user.

5. At the “Case Admit Date” prompt, type the date the case was admitted.

6. Atthe “PROBLEM LIST” prompt, type the text of the problem, using up to 240
characters. The text should list and briefly describe multiple problems.

7. Atthe “DIAGNOSIS - No existing text — Edit? NO//” prompt, type Y (yes) to
edit the text (otherwise, type N (no). If Y was used, the application displays the
following where you can type the text of the diagnosis:

::[ WRAP ]::[ INSERT ] < DIAGNOSIS >::::::::::::[ <PF1>H:He|p ]::::
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< T T T T T T T T >

Figure 10-3: Window to add the text of the diagnosis

Listed below are the most commonly used RPMS text editor commands:

What is Needed Use These Keys

Delete a line (extra blank or text) PF1(F1) followed by D
Join two lines (broken or too short) PF1(F1) followed by J
Save without exiting PF1(F1) followed by S
Exit and save PF1(F1) followed by E
Quit without saving PF1(F1) followed by Q
Top of text PF1(F1) followed by T

8. At the “Treatment Plan Narrative (Problems/Goals/Objectives/Methods) — No
existing text — Edit? NO//” prompt, type Y (yes) to edit the text (otherwise, type N
(no).” If Y was used, the application displays the following where you can type
the text of the treatment plan:

==[ WRAP ]1==[ INSERT ] < DIAGNOSIS >============[ <PF1>H=Help ]====

< T T T T T T T T >

Figure 10 3: Window to add information about the treatment plan

Listed below are the most commonly used RPMS text editor commands:
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What is Needed

Use These Keys

Delete a line (extra blank or text)

PF1(F1) followed by D

Join two lines (broken or too short)

PF1(F1) followed by J

Save without exiting

PF1(F1) followed by S

Exit and save

PF1(F1) followed by E

Quit without saving

PF1(F1) followed by Q

Top of text

PF1(F1) followed by T

9. At the “Anticipated Completion Date” prompt, type the date the treatment plan is

anticipated to be completed.

10. At the “Review Date” prompt, type the date of the review.

11. At the “Concurring Supervisor” prompt, type the name of the concurring

supervisor for the treatment plan.

12. At the “Date Concurred” prompt, type the date the concurring supervisor agreed
to the treatment plan. Once a date is specified at this prompt, you cannot change
it. The prompt displays only if you specified a concurring supervisor.

13. At the “Participants in the development of this plan” prompt, if there is a
participant in the development of this plan, the application displays the name. If
not, the “None recorded” message displays.

The application allows you to do one of the following at this prompt: A - Add a
Participant or N - NO Changes. If N was used, the next prompt “Date Closed”

displays.

If A was used, the following prompts display:

a. At the “Enter the Participant Name” prompt, type the name of the participant.

b. At the “Enter the Relationship to the Client” prompt, type the relationship of

the participant to the patient.

The application then lists the participants in the development of the plan.

Below is an example:

Participants in the development of this plan:

1) Alma Beta cousin
Select one of the following:
Add a Participant

Delete a Participant
No Change

Z0m>»

Which action:

Edit an Existing Participant

Figure 10-4: Sample of participants in the development of this plan
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c. At the “Which action” prompt, use one of the following:

e Use the A option to add a participant. The prompts are the same as those
shown above.

e Use the E option to edit a particular existing participant. After you indicate
the participant name, the prompts are the same as the add option.

e Use the D option to delete a particular existing participant. The application
asks to specify the one you want to delete. There is no confirmation about
the deletion.

e Use the N option to continue onto the next prompt.
14. At the “Date Closed” prompt, type the date the treatment plan is to be closed.

Delete Tx Plan (DE)
Use the DE action to delete a particular treatment plan.
1. Atthe “Select Action” prompt, type DE.

2. At the “Select BH Treatment Plan” prompt, type the number of the treatment plan
to remove.

3. At the “Are you sure you want to DELETE this Treatment Plan?” prompt, type Y
(yes) to remove the particular treatment plan from the Update Patient Treatment
Plan window. (Otherwise, type N (no).)

Enter TP Review (RV)

Use the RV action to access the Treatment Plan Update window of a specified
treatment plan (for the current patient).

1. Atthe “Select Action” prompt, type RV.

2. At the “Select BH Treatment Plan” prompt, type the number of the treatment plan
to review.

3. Note: the application could display the following message:

NOTE: It is recommended you close out treatment plans using DSM-I1V
diagnoses and create a new treatment plan using DSM-5 diagnoses.

Press enter to continue....:

Press Enter to continue.

The Treatment Plan Update window displays. This window has the following
prompts.

User Manual Addendum Treatment Plans
May 2016

249




Behavioral Health System (AMH) Version 4.0 Patch 6

4. Atthe “Select REVIEW DATE” prompt, press Enter to accept the displayed
review date (you can change). If you do not enter a date here, you exit the RV
process.

5. At the “Review Provider” prompt, type the name of the review provider.

6. At the “Review Supervisor” prompt, type the name of the review supervisor, if
any.

7. At the “Progress Summary” prompt, type the text of the progress summary
displays (if any).

8. At the “Edit?” prompt, type Y (yes) or N (no) to indicate if you want to edit the
text of the progress summary. If Y was used, you access another window to edit

the text.
==[ WRAP ]==[ INSERT ] < DIAGNOSIS >============[ <PF1>H=Help J====
< T T T T T T T T 1S

Figure 10 3: Window to add information about the treatment plan

Listed below are the most commonly used RPMS text editor commands:

What is Needed Use These Keys

Delete a line (extra blank or text) PF1(F1) followed by D
Join two lines (broken or too short) PF1(F1) followed by J
Save without exiting PF1(F1) followed by S
Exit and save PF1(F1) followed by E
Quit without saving PF1(F1) followed by Q
Top of text PF1(F1) followed by T

9. Atthe “Select TX REVIEW PARTICIPANT NAME” prompt, type a new
treatment review participant name, if needed.

10. At the “Relationship to Client” prompt, type the relationship to the client. This
prompt does not display unless you added a name in the previous prompt.
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11. At the “Next Review Date” prompt, type the next review date displays (you can
change).

Disp/Print Plan (DS)
Use the DS action to display/print a specified treatment plan for the current patient.
1. Atthe “Select Action” prompt, type DS.

2. At the “Select BH Treatment Plan” prompt, type the number of the treatment plan
to browse/print.

3. At the “What would do like to print” prompt, type T (Treatment Plan Only), R
(Treatment Plan REVIEWS Only), or B (both Treatment Plan and Reviews).

4. At the “Do you wish to” prompt, type P (print output on paper) or B (browse
output on screen).

The browse option outputs on the Output Browser window.

FrxFAAAXxX CONFIDENTIAL PATIENT INFORMATIQN ootk

T o o o o S R S S R S e S S R S S R S S S S S e S R R S R e S R S S R S S S S R S S S S R S e S S S R e S S e

* *
* TREATMENT PLAN Printed: Oct 27, 2009@09:49:14 *
* Name: ALPHAA,CHELSEA MARIE Page 1 *
* DEMO INDIAN HOSPITAL DOB: 2/7/75 Sex: F Chart #: WW116431 *
* *
Date Established: Oct 01, 2009

Admit Date:

Anticipated Completion Date:

Date Close: Oct 01, 2009

Provider: GAMMA , DENISE

Supervisor: <not recorded>

Date Concurred:
Review Date:
Participants in Plan Creation:
Blair sister
DIAGNOSIS:

PROBLEM LIST

TREATMENT PLAN (Problems/Goals/Objectives/Methods)

Client"s Signature Designated Provider®s Signature
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Supervisor®s Signature Physician®s Signature
Other Other
Other Other
+  NEXT SCREEN - PREVIOUS SCREEN Q QUIT

Select Action: +//

Figure 10-5: Sample display of treatment plan

Health Summary (HS)

Use the HS action to display/print a particular health summary for the current patient.

1. Atthe “Select Action” prompt, type HS.

2. Atthe “Select HEALTH SUMMARY TYPE NAME” prompt, type the health
summary type to use.

The application displays the Health Summary for the current patient on the Output
Browser window.

Browse Visits (BV)

Use the BV action to browse the behavioral health visits for the current patient.

1. Atthe “Select Action” prompt, type DS.

2. At the “Browse which subset of visits for [patient name]” prompt, type one of the
following: L (patient’s last visit), N (patient’s last n visits), D (visits in a date
range), A (All of this patient’s visits), or P (visits to one program). If you use N,
D, or P, other prompts will display.

a. If N was used, type the number of visits at the “How many visits should be
displayed: (1-99)” prompt.
b. If D was used, type the date range of the visits.

e At the “Enter beginning Date of Visit” prompt, type the beginning date of
the date range.

e At the “Ending Date of Visit” prompt, type the ending date of the date
range.

c. If P was used, type the program at the “Visits to Which Program” prompt.

User Manual Addendum Treatment Plans
May 2016

252




Behavioral Health System (AMH) Version 4.0 Patch 6

The BROWSE PATIENT’S VISITS window displays. The one below is for all

Visits.
BROWSE PATIENT"S VISITS Apr 13, 2016 17:51:51 Page: 1 of 395
Patient Name: CHIII,KIMBERLY YVETTE DOB: Nov 23, 1966

HRN: 114108

*xxx%kx Suicide Forms on File ******

Date of Act: OCT 10, 2008 Suicidal Behavior:

Previous Attempts: Method:

Date of Act: MAR 24, 2008 Suicidal Behavior: IDEATION W/ PLAN AND 1
Previous Attempts: UNKNOWN Method: HANGING

Visit Date: Nov 28, 2015@10:00 Provider: GAMMAAA,DENISE

Activity Type: FAMILY/GROUP TREATMENT-PATIE Type of Contact: OUTPATIENT
Location of Encounter: SAN XAVIER
Chief Complaint/Presenting Problem: test pt ed
POV*s:
F33.0 MAJOR DEPRESSIVE DISORDER, RECURRENT EPISODE, MILD

SUBJECTIVE/OBJECTIVE:
testing
editing SOAP

COMMENT/NEXT APPOINTMENT:

Medications Prescribed:

+ Enter ?? for more actions

+ Next Screen - Previous Screen Q Quit
Select Action:+//

Figure 10-6: Sample patient’s behavioral health visits window

Share a TP (SP)

You need to have shared permission in order to use this option. (Use the Site
parameters on the Manager utilities (Share Records); your name would need to be
added to that list.)

10.1.2 Display/Print a Treatment Plan (DTP)

Use the DTP option (on the Patient Treatment Plans menu) to display/print the
treatment plan for a specified patient.

1. Atthe “Select Update BH Patient Treatment Plans Option, type DTP.
2. Atthe “Select PATIENT NAME” prompt, type the name of the patient to use.

If you use a patient with no treatment plan, the application will display a message
to that effect.
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If the patient has at least one treatment plan, the application will display the
Display/Print Treatment Plan window.

Display/Print Treatment Plan Apr 07, 2009 17:12:08 Page: 1 of 2
Patient Name: DUCK,DONALD R DOB: JUN 07, 1978 Sex: M
TREATMENT PLANS CURRENTLY ON FILE

1) Program: SOCIAL SERVICES Responsible Provider: GAMMAA,RYAN
Date Established: APR 02, 2009 Next Review Date: APR 12, 2009
Status: Date Resolved:

Problem: testing functionality

2) Program: MENTAL HEALTH Responsible Provider: GAMMAA,RYAN
Date Established: APR 02, 2009 Next Review Date: APR 02, 2009
Status: Date Resolved:

Problem:

3) Program: MENTAL HEALTH Responsible Provider: GAMMAA,RYAN
Date Established: APR 02, 2009 Next Review Date: APR 02, 2009
Status: Date Resolved:

Problem:

+ Enter ?? for more actions

DS Disp/Print Plan PS Previous Screen PL Print List

HS Health Summary DN Down a Line SL  Search List

NS Next Screen UP Up a Line Q Quit

Select Action: DS//

Figure 10-7: Sample Display/Print Treatment Plan window

The following actions are related to view functions on this window:

Functionality

Use to display the next screen of information (does not work
apply to the last screen).

Action
NS (Next Screen)

PS (Previous Screen) Use to display the previous screen of information (does not

work apply to the first screen).

DN (Down a Line) Use to display the next line of information following the one at
the bottom of the current screen (does not apply to the last

screen).

UP (Up a Line) Use to display the line previous line of information before the
top of the current screen (does not work apply to the first

screen).

Use to dismiss the window.

Q (Quit)

Display/Print Plan (DS)

Use the DS action to browse/print a particular treatment plan. See Disp/Print Plan
(DS) for more information about the display/print plan action.
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Health Summary (HS)

Use the HS action to display a particular type of health summary for the current
patient.

1. Atthe “Select Action” prompt, type HS.

2. Atthe “Select HEALTH SUMMARY TYPE NAME” prompt, type the health
summary type to use.

The application displays the Health Summary for the current patient on the Output
Browser window.

Print List (PL)

Use the PL action to display/print the treatment plans for the current patient.

1. Atthe “Select Action” prompt, type PL.

2. At the “Device” prompt, type the device to output the list of treatment plans.

The application displays the Display/Print Treatment Plan for the current patient.

Display/Print Treatment Plan Apr 07, 2009 17:51:24 Page: 1 of 2
Patient Name: DELTA,EDWIN RAY DOB: JUN 07, 1978 Sex: M
TREATMENT PLANS CURRENTLY ON FILE

1) Program: SOCIAL SERVICES Responsible Provider: GAMMAA,RYAN
Date Established: APR 02, 2009 Next Review Date: APR 12, 2009
Status: Date Resolved:

Problem: testing functionality

2) Program: MENTAL HEALTH Responsible Provider: GAMMAA,RYAN
Date Established: APR 02, 2009 Next Review Date: APR 02, 2009
Status: Date Resolved:

Problem:

3) Program: MENTAL HEALTH Responsible Provider: GAMMAA,RYAN
Date Established: APR 02, 2009 Next Review Date: APR 02, 2009
Status: Date Resolved:

Problem:

Enter RETURN to continue or "~" to exit:

Figure 10-8: Sample Display/Print Treatment Plan window

Search List (SL)

Use the SL action to search for a particular text string in the text of the treatment
plans

1. Atthe “Select Action” prompt, type SL.
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2.

3.

At the “Search for” prompt, type the text string to search for in the treatment plan.

If the application finds the first occurrence of the text string, it highlights it and
the prompts continue.

At the “Stop Here?” prompt, type Y (yes) or N (no).
If N was used, the focus leaves the search sequence.

If Y was used, the application will search for the next occurrence of the text
string. If it finds it, the application will highlight it. If it does not find it, it
displays the message: Text not found. Do you want to start at the beginning of the
list? Type Y (yes) or N (no).

10.1.3 Print List of Treatment Plans Needing Reviewed (REV)

Use the REV option to print a list of treatment plans in a particular date range that
need to be reviewed.

A w o

At the “Select Update BH Patient Treatment Plans Option, type REV.
At the “Enter Beginning Date” prompt, type the beginning date of the date range.
At the “Enter Ending Date” prompt, type the ending date of the date range.

At the “Run the Report for which Program” prompt, type which program to use:
O (One Program) or A (All Programs).

If O was used, type the number of the program to use at the “Which Program”
prompt.

At the “List Treatment Plans for” prompt, type one of the following: O (One
Provider) or A (All Providers).

If O was used, type the name of the provider at the “Which Responsible Provider”
prompt.

At the “Demo Patient Inclusion/Exclusion” prompt, type one of the following: I
(include all patients), E (exclude DEMO patients), O (include only DEMO
patients).

At the “Device” prompt, type the device to output the list.

Below is a sample Listing of Treatment Plans Due to be Reviewed.

FxxxFIAAAX* CONFIDENTIAL PATIENT INFORMATION ootk

XX Page 1
DEMO INDIAN HOSPITAL
LISTING OF TREATMENT PLANS DUE TO BE REVIEWED
Date Range: APR 07, 2008 to APR 07, 2009
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PATIENT NAME DOB CHART # DATE REVIEW DATE  ANTICIPATED
ESTABL ISHED COMPLETION
DATE

ALPHA,ALICE ROCHELLE 6/25/97 183497 Dec 01, 2005 Feb 23, 2009 Feb 23, 2009
Program: MENTAL HEALTH Responsible Provider: BETAAA,BJ

ALPHAA,CHELSEA MARIE 2/7/75 116431 Mar 21, 2006 Sep 30, 2008
Program: CHEMICAL DEPENDENCY Responsible Provider: GAMMAA,DENISE

ALPHAA,GLEN DALE 11/10/81 108704 Dec 10, 2007 May 06, 2008 Dec 10, 2008
Program: MENTAL HEALTH Responsible Provider: BETAAA,BJ

Enter RETURN to continue or "~" to exit:

Figure 10-9: Sample output treatment plans due to be reviewed

10.1.4 Print List of Treatment Plans Needing Resolved (RES)

Use the RES option to print a list of treatment plans in a particular date range that
need to be resolved.

1. Atthe “Select Update BH Patient Treatment Plans Option, type RES.

The prompts are the same as those for the Print List of Treatment Plans Needing
Reviewed (REV). Section 10.1.3 provides more information.

Below is a sample Listing of Treatment Plans Due to be Resolved.

FhxxgxAxxx CONFIDENTIAL PATIENT INFORMATION ****xskskkx
XX Page 1
DEMO INDIAN HOSPITAL
LISTING OF TREATMENT PLANS DUE TO BE RESOLVED
Date Range: APR 07, 2008 to APR 07, 2009

PATIENT NAME DOB CHART # DATE REVIEW DATE  ANTICIPATED
ESTABL ISHED COMPLETION
DATE

ALPHA,ALICE ROCHELLE  6/25/97 183497 Dec 01, 2005 Feb 23, 2009 Feb 23, 2009

Program: MENTAL HEALTH Responsible Provider: BETAA,BJ

ALPHAA,CHELSEA MARIE 2/7/75 116431 Jun 27, 2007 Jul 02, 2008
Program: MENTAL HEALTH Responsible Provider: BETAA,BJ

ALPHAA,GLEN DALE 11/10/81 108704 Dec 10, 2007 May 06, 2008 Dec 10, 2008
Program: MENTAL HEALTH Responsible Provider: BETAA,BJ

ALPHAA,CHELSEA MARIE 2/7/75 116431 Mar 03, 2008 Mar 18, 2008 Apr 07, 2008
Program: MENTAL HEALTH Responsible Provider: GAMMAA,DENISE

Enter RETURN to continue or "~" to exit:

Figure 10-10: Sample output of treatment plans due to be resolved
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10.1.5 Print List of All Treatment Plans on File (ATP)

Use the ATP option to print/browse a list of all patients who have a treatment plan on
file (in a specified date range). This date range is the one during which the treatment
plan was established.

1.
2.

8.

At the “Select Update BH Patient Treatment Plans Option, type ATP.

At the “Enter BEGINNING Date” prompt, type the beginning date of the date
range.

At the “Enter ENDING Date” prompt, type the ending date of the date range.

At the “Run the Report for which PROGRAM” prompt, type which program to
use: O (One Program) or A (All Programs).

If O was used, type the number of the program to use at the “Which Program”
prompt.

At the “List treatment plans for” prompt, type O (one provider) or A (all
providers).

If O was used, type the name of the provider at the “Which Provider” prompt.

At the “Sort list by” prompt, type P (Responsible Provider), N (Patient Name), or
D (Date Established).

At the “Demo Patient Inclusion/Exclusion” prompt, type one of the following: I
(include all patients), E (exclude DEMO patients), O (include only DEMO
patients).

At the “Device” prompt, type the device to output the list.

The application displays the Listing of Treatment Plans window.

XX

PATIENT NAME

ALPHAA, CHELSEA MARIE
Program: MENTAL HEALTH
ALPHAA,CHELSEA MARIE
Program: MENTAL HEALTH
ALPHAA,CHELSEA MARIE
Program: MENTAL HEALTH

FhxxAxkxxkx  CONFIDENTIAL PATIENT INFORMATION  F*****xkxk
Page 1
DEMO INDIAN HOSPITAL
LISTING OF TREATMENT PLANS
Date Established: JAN 13, 2009 to APR 13, 2009
DOB CHART # DATE REVIEW DATE ANTICIPATED
ESTABL ISHED COMPLETION
DATE
2/7/75 116431 Feb 25, 2009 May 26, 2009 Feb 25, 2010
Responsible Provider: BETAAAA,BJ
2/7/75 116431 Mar 09, 2009 Jun 07, 2009 Mar 09, 2010
Responsible Provider: BETAAAA,BJ
2/7/75 116431 Mar 24, 2009 Jun 22, 2009 Mar 24, 2010
Responsible Provider: BETAAAA,BJ
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ALPHAA,GLEN DALE 11/10/81 108704 Apr 06, 2009 Jul 05, 2009 Apr 06, 2010
Program: MENTAL HEALTH Responsible Provider: BETAAAA,BJ
ALPHAA,CHELSEA MARIE 2/7/75 116431 Mar 24, 2009
Program: MENTAL HEALTH Responsible Provider: BETAAAA,LORI

Enter RETURN to continue or "~" to exit:

Figure 10-11: Sample list of treatment plans

10.1.6 Patients w/Case Open but No Treatment Plan (NOTP)

Use the NOTP option to produce a report that lists all patients who have a case open
date, no case closed date, and no treatment plan in place in a specified date range.
This date range is during which the case was opened.

1. Atthe “Select Update BH Patient Treatment Plans Option, type NOTP.

2. Atthe “Enter BEGINNING Date” prompt, type the beginning date of the date
range.

3. Atthe “Enter ENDING Date” prompt, type the ending date of the date range.

4. At the “List cases opened by” prompt, type O (one program) or A (all programs).
This allows you to limit the report output to cases opened by one or all Programs.

If O was used, type the name of the program at the “Review Cases opened by
which Program” prompt.

5. At the “List cases opened by” prompt, type O (one provider) or A (all providers).
This allows you to limit the report output to cases opened by one or all Providers.

If O was used, type the name of the provider at the “Which Provider” prompt.

6. At the “Sort list by” prompt, type P (Responsible Provider), N (Patient Name), or
C (Case Open Date).

7. At the “Demo Patient Inclusion/Exclusion” prompt, type one of the following: |
(include all patients), E (exclude DEMO patients), O (include only DEMO
patients).

8. At the “Do you wish to” prompt, type P (Print output) or B (Browse output on
screen).

The LISTING OF CASES OPENED WITH NO TREATMENT PLAN IN PLACE
report displays.

Case Open Dates: SEP 08, 2010 to DEC 07, 2010

PATIENT NAME HRN CASE OPEN PROGRAM PROV IDER LAST VISIT
DATE
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THETAA, ROLAND 258852 10/01/10 MENTAL HEA 12/07/10
BETAAAA ,MONTY 741147 11/03/10 MENTAL HEA 12/07/10
DEMO,DOROTHY ROSE 999999 12/07/10 MENTAL HEA 07/08/10
BETA,ROBERT JACOB 207365 11/22/10 CHEMICAL D CHII1,JESSICA 12/07/10

Figure 10-12: Sample Listing of Cases with No Treatment Plan in Place report

10.2 Treatment Plan Window (GUI)

The RPMS Behavioral Health System (GUI) application provides ways to manage
treatment plans for one patient

Below shows where the treatment plan functions are located.

™ rPMs Behavioral Health System - DEMO INDIAN H =10 x|
Patient  Prefersnces Exit  Help  About
#- Wiew Pabient Data
+]- Wiz Encourters
Inkake
Case Management
=1 Trestment Flans

O e Paberd

Al F Sl
+| Suncade Hepoifng Foims
Admnestratres/Commirdy Actrvibes

Figure 10-13: Location of Treatment Plan functions on tree structure

One way to access the Treatment Plan window is to use the One Patient option.
You access the Treatment Plan window for the current patient.
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[Brreamentrion =loj x|
dsndd | e ew | X Delete | (o Prie Troatment Flan - | &t | EJClose

1~ Treatment Plan Date Flange -

StatDaber | Sumdsy . Jaruay 14,2007 x| EndDate: | Fidsy . Jaousy 212001 =) o DK

1~ Trestmennt Plan

(] Draem E senblizhed | Problem | Provided | Mest Fieviews Diste
05/02/2010 MENTAL HEALTH ezt DEMODOCTOR

DEMO,DOROTHY ROSE 999999 F 101071942 &8 Loaded .

Figure 10-14: Sample Treatment Plan group box for current patient

Another way to access the Treatment Plan window is to use the All Patients. You
access the Treatment Plan window for all patients.

(@ rreameePtan [ |
e Ackd J d L = e el | Y Clone
Tt Plan [ata Firgs

famiDoe | Thooiy  Jonay 220 7| o [ Swad | ey 2o @] [ |

T Fun
figie Eitabisbed | Pt = 5
HARAAE0 CEMO PATIENT LAY wwrean ¥ (RN IS MEMTAL HEALTH Gl tepaied ol hes hpoute tad the haed I s DESS0GOC 10H
SAC00 DEMODOROTHYROSE  Sosa F IWIDAMY  MEMTALHEALTH teat DEMO DOCTOR
20 LEOOTTMESTY Diwh 131668 F “SENUITI.  SOCAL SEEACES DEMO PRYTHIATRIST
DETRAN0E SBAEY LALOR SCOTT 1(6EA " 11 ASTT | MENTAL HEALTH DEMD ﬁﬁmrm:-lﬂ
a | "

Lussded

Figure 10-15: Sample Treatment Plan window for all patients

The following table provides information about the features of both windows.

Feature Functionality
Treatment Plan Window for The default Start Date is one year previous.
One Patient

If you change the Start Date for the Treatment Plan window
for One Patient, this change stays in effect in future sessions
of the GUI application for the Treatment Plan window (until
you change it again).

Treatment Plan Window for
All Patients

The default Start Date is one year previous.

If you change the Start Date for the Treatment Plan window
for All Patients, this change stays in effect until you exit the
application. When you login the next time, the Start Date
reverts to one year previous.

Treatment Plan Group Box

This group box shows the records within the Treatment Plan
Date Range. They are in date order.
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Feature Functionality

Add Button Establish the patient to use in the add process. Use the Add
button to add a new treatment plan record on the Treatment
Plan - Add Treatment Plan window.

Edit Button Use the Edit button to edit a particular treatment plan record
on the Treatment Plan - Edit Treatment Plan window.

View Button Highlight a treatment plan record and click View (or double-
click on the plan) to view the Treatment Plan - View
Treatment Plan window (view only). The fields are the same
as those on the add/edit treatment plan dialog box.

Help Button Use the Help button to access the online help system for the

Treatment Plan window.

Close Button

Use the Close button to dismiss the Treatment Plan window.

Delete Button

Use the Delete button to delete a particular treatment plan
record. The application confirms the deletion.

Print Treatment Plan Button

Use the Print Treatment Plan button to print a particular
Treatment Plan record.

The Print Treatment Plan button has three choices: (1)
Treatment Plan Only, (2) Review Data Only, and (3)
Treatment Plan and Review Data.

Highlight a record and choose one of the Print Treatment
Plan options. The application determines which of the options
are active.

The following applies to the Print Treatment Plan button:

If you use Review Data Only (2) or Treatment Plan and Review Data (3) and if there
is one or more reviews, the application displays the Treatment Plan Reviews dialog

box.
Ol x|
Tresairnenl Plan Flevews
| Flaviess Disbe | Rervaerss Provides [ Frorviews S s [ Mot Review |
o W] CEMODOCTOR D
B oz DEMODOCTOR PR
[ LS >

Figure 10-16: Sample Treatment Plan Reviews dialog box

Check each Treatment Plan Review record to use and click OK. Otherwise, click
Close to exit the print routine.

The following shows the first page of the Treatment Plan pop-up window.
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=10} =

.
TREATHMENT PLAN
Hame: DEHD, DUCE
DEMO INDIAN BOSPITRL

wesmnsenes CONFIDERTIAL PATIENT INFORHATIOQN ==wweswmess
&
Printed: Deac 27, 2013912:17:21 L
Page 1 =
DO3: 455775 Sex: H Chart #: WW3IEZI1l® w

L T

Date Establisheds
Rdmit Dare:

Anticipated Complecion Date:

Dace Clossd:
Frovidex:
Supervisor:

Date Concurred:
Review Date:

DIAGROSIS

PROBLEM LIST

IREATMENT PLAN (Froblems/Goals/Objectives/Methods)

Dec 27, 2013

TETER, SHIRLEY

<rot recordedy

Dec 31, 2013

Clisnk"'s Sighature

Deaignated Provider's Signature

Supervisor's Signature

Fhysician®s Signature

ocher

ocher

ocher

Ocher =

[Tevtal Page Mo,z 2

|Zooe Fackor: 100% |l

Figure 10-17: Sample Treatment Plan pop-up window

Section 2.6 provides more information about using the controls on this type of

window.

10.3

Add/Edit Treatment Plan Record (GUI)

Click the Add button on the Treatment Plan window to display the Treatment Plan

- Add Treatment Plan window.

Click the Edit button on the Treatment Plan window to display the Treatment Plan

-Edit Treatment Plan window.
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Both windows have the same fields. The following shows the Add Treatment Plan

window.

¥ Treatment Plan - Add Treatment Plan o [ =] 4

Treatment Plan Inforrration

Dols Established | Tussdy . Jiy 75,2004

L1

Pt Furvrse Diatie Ir =

Program [

Diate CompletediCloned || ] =l

Coss Admt Date  |[

pocoued [ =

Deslonated

Provider | TETER sHIRLEY

Concurming
Supervisor [

[Diages= | Pan | Plan Review |

Bl B L L

Diatie Concured Ir =l

Probiem List
|

Ciagnoss

wi Help I

DEHC, DOROTHY ROSE #95%99 F 10/10/1942 71

Figure 10-18: Sample Add Treatment Plan window

The following table provides information about the buttons on this window.

Button

Functionality

Help button

Use to access the online help system for the window.

Save button

Use to save the data on the window. The Save function adds/edits the
treatment plan record on the Treatment Plan window.

Close button

Use to display the Continue? dialog box that states: Unsaved Data Will
Be Lost, Continue? Click Yes to not save; this dismisses the add
window. Click No and the focus remains on the add/edit treatment plan
window.

10.3.1 Treatment Plan Information Group Box

Use the Treatment Plan Information group box to manage the basic information
about the treatment plan.
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Figure 10-19: Sample Treatment Plan Information group box

The fields in bold text are required.

1.

At the Date Established field, select the date the treatment plan was established.
The default for a new record is the current date. Click the drop-down list to access
the calendar to change this date.

At the Next Review Date field, select the date the treatment plan is expected to be
reviewed. Click the drop-down list to access the calendar to change this date.
Note that if a Date Completed/Closed is populated, this field will be inactive.

At the Program field, select the program used in the treatment plan. Click the
drop-down list to select one of the following: Mental Health, Social Services,
Other, or Chemical Dependency.

At the Date Completed/Closed field, select the date the treatment plan was
completed or closed. Click the drop-down list to access the calendar to change
this date.

At the Case Admit Date field, select the date the patient was admitted into care.
Click the drop-down list to access the calendar to change this date.

At the Anticipated Completion Date field, select the anticipated completion date
for the treatment plan. Click the drop-down list to access the calendar to change
this date.

At the Designated Provider field, select the name of the designated provider for
the treatment plan. Click the drop-down list to access the Designated Provider
search dialog box where you search for the name of the designated provider.
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Screen Capture

What to do

Designated Provider

Designated Provider

=10j x|

Search String

Designated Providar

Most Recertly Selected

Designated Provider

DEMO.DOCTOR
DEMO PSYCHIATRIST
DEMO.CASE M

o OK

1 lose .

Use this search window in one of two
ways:

(1) Use the Search String field by
typing the designated provider’s last
name and then clicking Search. The
retrieved providers will populate the
Designated Provider list box. Select a
retrieved record and click OK to
populate the Designated Provider field.
(Otherwise, click Close.)

(2) Select name in the Most Recently
Selected list box and click OK to
populate the Provider field. (Otherwise,
click Close.)

Figure 10-20: Sample Designated Provider search window

8. At the Concurring Supervisor field, select the name of the concurring supervisor
for the treatment plan. Click the drop-down list to access the Concurring
Supervisor search dialog box where you search for the name of the supervisor.
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Screen Capture

What to do

=
Concurming Supenvisor
Search String | . I
Concuming Supenvisor 1

Most Recertly Selected

DEMO.DOCTOR
DEMO PSYCHIATRIST
DEMO.CASE M

W' OK i»i\m .

Use this search window in one of two
ways:

(1) Use the Search String field by
typing concurring supervisor’s last
name and then clicking Search. The
retrieved names will populate the
Concurring Supervisor list box. Select a
retrieved record and click OK to
populate the Concurring Supervisor
field. (Otherwise, click Close.)

(2) Select a name in the Most Recently
Selected list box and click OK to
populate the Concurring Supervisor
field. (Otherwise, click Close.)

Figure 10-21: Sample Concurring Supervisor search window

9. Atthe Date Concurred field, select the date that the concurring supervisor
agreed to the treatment plan. This date cannot be before the Date Established.
Click the drop-down list to access the calendar to change this date.

10.3.2 Diagnosis Tab

Use the Diagnosis tab to add diagnosis information. This includes the text of the
diagnosis for the particular treatment plan (in the Diagnosis field) and the text of the

problem list (in the Problem List field).
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Problem List

|
Diagnosis

Figure 10-22: Diagnosis tab

Both fields are Free Text fields.

10.3.3 Plan Tab

Use the Plan tab to add participants to the plan as well as describing the Problems /
Goals / Objectives / Methods of the plan.

Particpants

———

Froblems. Tl Ohectrves. Methods

[

Figure 10-23: Sample Plan tab

Participants Group Box

Use the Participants group box to manage the participants in the treatment plan.
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Delete Button
Use the Delete button to delete a selected participant record.

1. Select the participant record to delete.
2. Click Delete.
3. The application confirms the deletion. Type Y (yes) or N (no).

Add/Edit Button
The Add and Edit buttons use the same fields.

1. Click Add to add a record.
OR

2. Select a record to edit and click Edit.

The Treatment Plan Participants dialog box displays.

=10
Faiticipaniy
Pamcpart | Redatscrubap
Pasticipant | § I
Relationship 1o Patient | it |
i | =
¥ OK W Ol '.-‘atbc! |

Figure 10-24: Sample Treatment Plan Participants dialog box

3. At the Participant field, type the participant name. This is a Free Text field.

4. At the Relationship to Patient field, type the participant’s relationship to the
patient of the treatment plan. This is a Free Text field.

5. After completing the Participant and Relations fields, do one of the following:

a. Click the right-pointing arrow to add the information to the Participants list
box. More than one participant/relationship record can be added to the
Participants list box.

b. Click Clear to remove the data in the Participant and Relationship to
Patient fields.
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6. Remove a highlighted record in the Participants list box by clicking the left-
pointing arrow.

7. If Add was used, click OK to save the data. The data in the Participants list box
will populate the Participants group box on the Plan Review tab of the add/edit
treatment plan window. (Otherwise, click Close.)

8. If Edit was used, click OK to save the data. The data in the Participants list box
will be updated.

Problems/Goals/Objectives/Methods

Populate this field with the text of the problems, goals, objective, or methods for the
treatment plan. This is a Free Text field.

10.3.4 Plan Review Tab
Use the Plan Review tab to document the plan review of the treatment plan.
e acd
Teml:m | R Prowider | Fvew Supervsor | Pt R |
Review Dale [ ' ] Mot Review Date | =]
Reviow Provider [ nEMG,.CASE M | 5] Review Superisor [ &
Participants
Fatopart [ Retshonshe | L
o
Xoeer |
Progress Summany
| X Cancel |
Figure 10-25: Sample Plan Review tab
When a record is selected in the grid for the plan review, you can do the following:
e Complete the fields for the plan review (below the grid)
e Complete the participants in the plan review (in the Participants group box)
e Complete the Progress Summary for the plan review (in the Progress
Summary field)
After you have completed the fields and group boxes, click OK to save the plan
review record. (Otherwise, click Cancel.)
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Review Group Box

Use the top group box to document the review date, the review provider, and review
supervisor, and next review date for the treatment plan.

Delete Button
Use the Delete button to delete a selected plan review record.

1. Select the plan review record to delete.
2. Click Delete.

3. At the “Are you sure” confirmation message, type Y (yes) to delete the record.
(Otherwise, type N (no).

Edit Button

Use the Edit button to change a selected plan review record.

1. Select the plan review record to change.
1. Click Edit.

2. The fields for the selected plan become active. These fields are reviewed below
(under Add button).

Add Button

Use to add a new review record. Populate the fields below the review grid as well as
the Participants group box, and the Progress Summary field to complete the add
process.

The fields for Review in bold text are required.

1. Click Add. The fields below the review grid become active.

2. At the Review Date field, select the date of the review. The default is the current
date for a new record. Click the drop-down list to access the calendar to change
the date.

3. At the Next Review Date field, select the date of the next review. The default is
the current date for a new record. Click the drop-down list to access the calendar
to change the date. Please note that changing the Next Review date here will also
change the Next Review date on the Treatment Plan Information group box.

4. Atthe Review Provider field, select the provider who is doing the review (the
default is the current user). Click the drop-down list to access the Reviewing
Provider search/select window where you search for the provider name.
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Screen Capture

What to do

Most Recertly Selected

Reviewing Provider
DEMO.DOCTOR

DEMO PSYCHIATRIST
DEMO.CASEM

=10 x|
Reviewing Provider

Search String | ) Search |
Reviewing Provider |

o 0K Ii-z lose

Use this search/select window in one of
two ways:

(1) Use the Search String field by
typing the reviewing provider’s last
name and then clicking Search. The
retrieved names will populate the
Reviewing Provider list box. Select a
retrieved record and click OK to
populate the Review Provider field.
(Otherwise, click Close.)

(2) Select in the Most Recently
Selected list box and click OK to
populate the Review Provider field.
(Otherwise, click Close.)

Figure 10-26: Sample Reviewing Provider search/select window

5. At the Review Supervisor field, select the review supervisor for the treatment
plan. Click the drop-down list to access the Reviewing Supervisor search/select
window where you search for the supervisor name.
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Screen Capture What to do

=2 Use this search/select window in one of
Reviewing Supervisor
Search Sting | il two ways:

— (1) Use the Search String field by

typing the reviewing supervisor’s last
name clicking Search. The retrieved
names will populate the Reviewing
Supervisor list box. Select a retrieved
record and click OK to populate the
Review Supervisor field. (Otherwise,

click Close.)
Mot Recanty Slcted - (2) Select a name in the Most Recently
DB DoCToR Selected list box and click OK to

WISDOM WENDY

populate the Review Supervisor field.
(Otherwise, click Close.)

@ OK I"Elose

Figure 10-27: Sample Reviewing Supervisor search/select window
Participants Group Box (Plan Review)

Use the Participants group box to display the participants in the plan review.

Add/Edit Button
The Add and Edit buttons used the same fields.

1. Click Add to access the Treatment Plan Participants dialog box.

OR

2. Select a participant record to edit. Click Edit to access the Treatment Plan
Participants dialog box.
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=lolx
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o OF o O -.-’ium |

Figure 10-28: Treatment Plan Participants dialog box

3.
4.

At the Participant field, type the participant name. This is a Free Text field.

At the Relationship to Patient field, type the participant’s relationship to the
patient of the treatment plan. This is a Free Text field.

After completing the Participant and Relations fields, do one of the following:

a. Click the right-pointing arrow to add the information to the Participants list
box. More than one participant/relationship record can be added to the
Participants list box.

b. Click Clear to remove the data in the Participant and Relationship to
Patient fields.

Remove a highlighted record in the Participants list box, click the left-pointing
arrow.

If Add was used, click OK to save the data. The data in the Participants list box
will populate the Participants group box on the Plan Review tab of the add/edit
treatment plan window. (Otherwise, click Close.)

If Edit was used, click OK to save the data. The data in the Participants list box
will be updated.

Delete Button
Use the Delete button to delete a selected Participants record.

1. Select a participant record to delete.
2. Click Delete.
3. On the “Are You Sure” confirmation message, click Yes to delete the record
(otherwise, click No).
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Progress Summary

Use the Progress Summary field to add the text of the progress of the plan review.
This is a Free Text field.
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11.0 Suicide Forms

You can manage suicide forms in Roll and Scroll as well as in the RPMS Behavioral
Health System (GUI).

Please note: all of the fields are mandatory but not enforced. This means if you do not
populate all of the fields, you can still save, but that suicide form will be considered
Incomplete. If you do complete all of the fields, the suicide form will be considered
Complete.

11.1  Suicide Reporting Forms (Roll and Scroll)

You use the SF (Suicide Reporting Forms - Update/Print) option on the IHS
Behavioral Health System Data Entry Menu to manage suicide forms in Roll and
Scroll.

The Add/Update Suicide Forms option on the Other Information window also
accesses the suicide reporting forms.

After using the SF option, Figure 11-1 shows the two options:

SFD Review Suicide Reporting Forms by Date
SFP Update Suicide Reporting Form for a Patient

Select Suicide Reporting Forms - Update/Print Option:

Figure 11-1: Options available for managing suicide forms

11.1.1 Update Suicide Reporting Form for a Patient (SFP)
Use the SFP option to update the suicide report for a specified patient.
Below are the prompts.

1. At the “Select Patient Name” prompt, type the name of the patient to use.

2. The View/Update Suicide Form window for the selected patient displays.

View/Update Suicide Form Apr 14, 2009 15:41:17 Page: 1 of 9
Suicide Forms on File for: ALPHAA,CHELSEA MARIE

HRN: 116431 FEMALE DOB: Feb 07, 1975

Tribe: TOHONO O"ODHAM NATION OF  Community: TATRIA TOAK

1) Local Case #: Computer Case #: 505901090420060000034642
Date of Act: SEP 04, 2006 Provider: GAMMAAA,DENISE
Suicidal Behavior: ATTEMPT
Method: HANGING OTHER

2) Local Case #: Computer Case #: 505901122420060000048688
Date of Act: DEC 24, 2006 Provider: GAMMAAAA,JAMES N
Suicidal Behavior: IDEATION WITH PLAN AND INTENT
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Method:
[Incomplete Form]

3) Local Case #: Computer Case #: 505901013120070000048688
Date of Act: JAN 31, 2007 Provider: BETAAA,LINZA

Suicidal Behavior: IDEATION WITH PLAN AND INTENT
Method: OVERDOSE

4) Local Case #: Computer Case #: 505901022220070000034642

+ ?? for more actions + next screen - prev screen

AF  Add a Suicide Form BV Browse Visits for this Patient

EF Edit a Suicide Form HS Health Summary for this Patient
DF Display a Suicide Form Q Quit

XF Delete a Suicide Form
Select Item(s): Next Screen//

Figure 11-2: Sample View/Update Suicide Form window for the current patient

If any of the suicide forms are incomplete, the message “[Incomplete Form]” will
display as the last line under the particular case.

Use the Quit action to dismiss this window.

Add/Edit Suicide Form

The add and edit functions use the same update form.

Add a Suicide Form (AF)
Use the AF action to add a suicide form for the current patient.

Below are the prompts.

1. Atthe “Select Item(s)” prompt, type AF.

2. At the “Provider Completing the form” prompt, type the name of the provider
who is completing the form.

3. At the “Enter the Date of the Suicide Act” prompt, type the date of the suicide act.

4. The application displays the Updating IHS Suicide Form window. (See “Edit a
Suicide Form” below for more information about this window.)

Edit a Suicide Form (EF)
Use the EF action to change a selected suicide form.

1. Atthe “Select Item(s)” prompt, type EF.

2. At the “Select Suicide Reporting Form List” prompt, type the number of the
suicide form to change.

3. The application displays the Updating IHS Suicide Form window.
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***  UPDATING IHS SUICIDE FORM *** F1 E to exit ***

Patient: ALPHAA,CHELSEA MARIE FEMALE HRN: 116431
DOB: Feb 07, 1975 Community Res: TATRIA TOAK
Tribe: TOHONO O"ODHAM NATION OF ARIZONA
Computer Generated Case #: 5059011224200600000486

Provider: LAMBDA,JAMES N Initials: Discipline:

1. Local Case #: Provider: THETAAA,JAMES

7. Employment Status:

8. Date of Act: DEC 24,2006 11. Community where act Occurred:

12. Relationship Status: SINGLE 13. Education: COLLEGE GRAD

14. Suicidal Behavior: IDEATION W/ PLAN AND INTENT

15. Method (press enter): 16. Previous Attempts: 2

17. Substance Use Involved: 18. Location of Act: HOME OR VICINI

19. Contributing Factors (press enter):
20. Disposition: IN-PATIENT MENTAL HEALTH TREATMENT (VOLUNTARY)
21. Other Relevant Information:

COMMAND: Press <PF1>H for help Insert

Figure 11-3: Sample Updating IHS Suicide Form window

The underlined fields are required.

4. Atthe “Local Case #” prompt, type a local case number generated by the site (use

1-20 characters).

5. At the “Provider” prompt, type the name of the provider reporting this suicide

case (the provider completing the form).

6. At the “Employment Status” prompt, type the employment status of the patient.

Use one of the following: P (part-time), F (full-time), S (self-employed), UE
(unemployed), R (retired), ST (student), SE (student and employed), UNK
(unknown).

7. At the “Date of Act” prompt, type the date of the suicide act. The default is the

current date (can be changed).

8. At the “*Community where act Occurred” prompt, type the name of the
community where the suicide act occurred.

9. At the “Relationship Status” prompt, type the relationship status. Use one of the

following: 1 (single), 2 (married), 3 (divorced/separated), 4 (widowed), 5
(cohabiting/common law), 6 (same sex partnership), 9 (unknown).

10. At the “Education” prompt, type the level of patient’s education. Use one of the

following:

1 - Less than 12 years
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2 - High School Graduate/GED

3 - Some College/Technical School
4 - Collage Graduate

5 - Post Graduate

6 — Unknown

If you use the “less than 12 years” option, the application asks for the following
information:

a. Atthe “If less than 12 years, highest grad completed” prompt, type any whole
number between 0 and 11.

The following fields are on the Updating IHS Suicide Form window.

11. At the “Suicidal Behavior” prompt, type the suicidal behavior for the suicide act.
Use one of the following:

1 — Ideation W/ Plan and Intent

2 - Attempt

3 — Completed Suicide

6 — Att’d Suicide w/ Att’d Homicide

7 - Att’d Suicide w/ Compl Homicide
8 - Compl Suicide w/ Att’d Homicide
9 - Compl Suicide w/ Compl Homicide

12. At the “Method (press Enter)” prompt, press Enter to access the following pop-up.

*** If you need help type ?, not ?? ***
METHOD:
METHOD:
METHOD:

Figure 11-4: Sample fields on the pop-up

a. At the “Method” prompt, type a suicide method. More than one can be used.

1- GUNSHOT

2 - HANGING

3-MOTOR VEHICLE

4 - JUMPING

5- STABBING/LACERATION
6 - CARBON MONOXIDE

7 - OVERDOSE

U - UNKNOWN

If you use Other in the Method field, the application asks the following
information:

b. At the “Please describe the “OTHER” Method” prompt, type the text of the
other method using between 1 and 40 characters.
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The following fields are on the Updating IHS Suicide Form window.

13. At the “Previous Attempts” prompt, type the number/character of previous suicide
attempts. Use one of the following:

0 0
1 1
2 2
3 3 or more
U  Unknown

14. At the “Substance Use Involved” prompt, type the substance use involved in the
suicide act. Use one of the following: 1 (none), 2 (alcohol and other drugs), U
(unknown).

If you use 2, the application displays the list of drug choices type.

For a list of drug choices type ??

SUBSTANCE DRUG USED:
SUBSTANCE DRUG USED:
SUBSTANCE DRUG USED:

Figure 11-5: Sample of list of drug choices used
a. Atthe “SUBSTANCE DRUG USED” prompt, type the substance drug used.
More than one can be used.

b. If you use OTHER at the SUBSTANCE DRUG USED prompt, the
application asks for the following information: Drug if other. Type the name
of the drug using 1 and 40 characters.

The following fields are on the Updating IHS Suicide Form window.

15. At the “Location of Act” prompt, type the location of the act.

If you use Other in the Location of Act field, the application asks the following
information:

e At the Location of Act If Other” prompt, type the location of the act using
between 1 and 80 characters.

16. At the “Contributing Factors (press Enter)” prompt, press Enter to access the
Contributing Factors pop-up.

Enter all Contributing Factors. To see a list of choices type ??

FACTOR:
FACTOR:
FACTOR:

Figure 11-6: Fields on the pop-up

User Manual Addendum Suicide Forms
May 2016

280




Behavioral Health System (AMH) Version 4.0 Patch 6

a. At the “Factor” prompt, type the contributing factor. More than one can be
used.

You cannot enter UNKNOWN if other legitimate values have already been
entered. If you want to enter UNKNOWN you must first delete (using the '@")
all other entries (the application confirms the deletion).

If you use OTHER at the FACTOR prompt, the application asks the following
information:

b. At the “Enter a brief description of the “Other” Contributing Factor” prompt,
type a brief description using between 1 and 40 characters.
The following fields are on the Updating IHS Suicide Form window.

17. At the “Disposition” prompt, type the disposition of the suicide act.

If you use OTHER at the Disposition prompt, the application asks the following
information:

e At the “Disposition If Other” prompt, type the disposition using between 1
and 80 characters.
The following fields are on the Updating IHS Suicide Form window.
18. At the “Other Relevant Information” prompt, press Enter to access another

window where you populate the field with text of the other relevant information
about the suicide act.

==[ WRAP ]==[ INSERT ]========< SUBJECTIVE/OBJECTIVE >=======[ <PF1>H=Help ]====

< T T T T T T T T >

Figure 11-7: screen to enter other relevant information

Listed below are the most commonly used RPMS text editor commands:
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What is Needed Use These Keys

Delete a line (extra blank or text) PF1(F1) followed by D
Join two lines (broken or too short) PF1(F1) followed by J
Save without exiting PF1(F1) followed by S
Exit and save PF1(F1) followed by E
Quit without saving PF1(F1) followed by Q
Top of text PF1(F1) followed by T

After you leave the suicide form and if there are any missing data, the application lists
what is missing and lists what actions you can take:

Select one of the following:

E Edit and Complete the Form
D Delete the Incomplete Form
L Leave the Incomplete Form as is and Finish it Later

What do you want to do: E//

Figure 11-8: List of actions you can take

Use E to return to the form where you can edit and complete it.
Use D to delete the form (there is no confirmation).

Use L to leave the form incomplete (as is) and finish it later.
Display a Suicide Form (DF)

Use the DF action to display a specified suicide form.

1. Atthe “Select Item(s)” prompt, type DF.

2. At the “Select Suicide Reporting Form List” prompt, type the suicide form to
display.

3. At the “Do you wish to” prompt, type one of the following: P (print output) or B
(browse output on screen)

The form displays where you can browse the Suicide Reporting Form on the screen.

*xkkaxxkkk CONFIDENTIAL PATIENT INFORMATION [ST] Apr 14, 2009 ***xxkkixx
Suicide Reporting Form Date Printed: Apr 14, 2009

1.

2. PROVIDER INITIALS: RWL 3. PROVIDER DISCIPLINE: NUTRITION TECHNIC
4. SEX: FEMALE 5. DOB: FEB 07, 1975 6. AGE: 31

7.

8. DATE OF ACT: DEC 24, 2006

9
1

6- COMMUNITY OF RESIDENCE: TATRIA TOAK

Case #: 505901122420060000048688 Local Case #:

EMPLOYMENT STATUS:

TRIBE: TOHONO O"ODHAM NATION OF ARIZONA
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11. COMMUNITY WHERE ACT OCCURRED:
12. RELATIONSHIP STATUS: SINGLE
13. EDUCATION:

14. SUICIDAL BEHAVIOR:

15. METHOD: OVERDOSE
DRUGS W/OVERDOSE:
ALCOHOL

16. PREVIOUS ATTEMPTS:

17. SUBSTANCE USE INVOLVED:
18. LOCATION OF ACT:

19. CONTRIBUTING FACTORS:
HISTORY OF SUBSTANCE ABUSE/DEPENDENCE

20. DISPOSITION:

Other Relevant Information: (OPTIONAL)

DATE LAST MODIFIED: DEC 08, 2010
USER LAST UPDATED: THETA,SHIRLEY
EDIT HISTORY:
May 15, 2009 12:01:24 pm THETA,SHIRLEY
+ Enter ?? for more actions >>>
+ NEXT SCREEN - PREVIOUS SCREEN Q QUIT
Select Action: +//

Figure 11-9: Sample Output Browser window for suicide act

Delete a Suicide Form (XF)
Use the XF action to remove a selected suicide form record.
1. Atthe “Select Item(s)” prompt, type XF.

2. At the “Select Suicide Reporting Form List” prompt, type the suicide form to
remove.

3. At the “Are you sure you want to delete this suicide form?” prompt, type Y (yes)
to delete the suicide form or N (no).

Browse Visits for this Patient (BV)
Use the BV action to browse the BH visits for the current patient.
1. Atthe “Select Item(s)” prompt, type BV.

2. At the “Browse which subset of visits for <patient name>" prompt, type one of
the following: L (patient’s last visit), N (patient’s last n visits), D (visits in a date
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range), A (All of this patient’s visits), or P (visits to one program). If N, D, or P
are used, other prompts will display.

a. If N was used, type the number of visits at the “How many visits should be
displays: (1-99)” prompt.

b. If D was used, type the beginning date of visit and ending date of visit at the
“Enter Beginning Date of Visit” and “Enter Ending Date of Visit” prompts.

c. If P was used, type the program to use at the “Visits to Which Program”
prompt.

The BROWSE PATIENT’S VISITS window displays.

BROWSE PATIENT*®S VISITS Mar 05, 2014 10:18:31 Page: 1 of 2
Patient Name: DEMO,DARRELL LEE DOB: Sep 23, 1986
HRN: 117305

*xxxxx Suicide Forms on File ******x

Date of Act: MAY 15, 2009 Suicidal Behavior:
Previous Attempts: Method: OVERDOSE
Visit Date: Feb 22, 2014@13:33 Provider: TETER,SHIRLEY

Activity Type: INDIVIDUAL TREATMENT/COUNSEL Type of Contact: OUTPATIENT
Location of Encounter: DEMO INDIAN HOSPITAL
Chief Complaint/Presenting Problem:

POV*©s:
F42. HOARDING DISORDER
SUBJECTIVE/OBJECTIVE:

COMMENT/NEXT APPOINTMENT:

Medications Prescribed

A A A A A A A A A A A A A A A A A A A A A A A A A A A A A A A A A A A A A A A A A A A A A AAAAAAAAAAAAAAAAAAAAAAAAARAA AR dddK
+ Enter ?? for more actions

+ Next Screen - Previous Screen Q Quit

Select Action:+//

Figure 11-10: Sample Browse Patient’s Visits window
At the Select Action prompt, do one of the following:

e Type + to view the next screen (does not apply to the last screen)

e Type —to view the previous screen (does not apply to the first screen)
e Type Q to quit.

Health Summary for this Patient (HS)

Use the HS to display/print a particular health summary for the current patient.

1. Atthe “Select Item(s)” prompt, type HS.
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2. The health summary for this patient displays on the Output Browser window.

OUTPUT BROWSER Aug 04, 2014 11:15:54 Page: 1 of 24
PCC Health Summary for DEMO,DOROTHY ROSE

FxxxAkxx CONFIDENTIAL PATIENT INFORMATION -- 8/4/2014 11:15 AM  [ST] ********
**x** DEMO,DOROTHY ROSE #999999 <A> (BEHAVIORAL HEALTH SUMMARY) pg 1 ****x*

----------------------------- DEMOGRAPHIC DATA ——————m——mmmmmmmmmmmme oo

DEMO,DOROTHY ROSE DOB: OCT 10,1942 71 YRS FEMALE no blood type
CHEROKEE NATION, OK SSN: XXX-XX-1111

MOTHER®S MAIDEN NAME: CARMAN,CRYSTAL MARCHELLE
(H) 555-444-3333 (W) 555-222-6666 FATHER®"S NAME: ABBOTT,MARTIN

MOAB (1234 ROAD STREET,ANYTOWN,VA,99999)

LAST UPDATED: DEC 23,2011 ELIGIBILITY: CHS & DIRECT
VETERAN

NOTICE OF PRIVACY PRACTICES REC"D BY PATIENT? YES
DATE RECEIVED BY PATIENT: Jun 30, 2003
+ Enter ?? for more actions >>>
+ NEXT SCREEN - PREVIOUS SCREEN Q QUIT
Select Action: +//

Figure 11-11: Sample Health Summary report for current patient
At the Select Action prompt, do one of the following:
e Type + to view the next screen (does not apply to the last screen)

e Type —to view the previous screen (does not apply to the first screen)

e Type Q to quit.

11.1.2 Review Suicide Forms by Date (SFD)
Use the SFD option to review the suicide forms in a particular date range.

1. Atthe “Select Item(s)” prompt, type SFD.
2. Atthe “Select PATIENT NAME” prompt, type the name of the patient to use.

The Review Suicide Reporting Forms window displays.

View/Update Suicide Form Aug 04, 2014 11:23:13 Page: 1 of 1
Suicide Forms on File for: DEMO,DOROTHY ROSE

HRN: 999999 FEMALE DOB: Oct 10, 1942

Tribe: CHEROKEE NATION, OK Community: MOAB

1) Local Case #: Computer Case #: 505901120620120000060849
Date of Act: DEC 06, 2012 Provider: WISDOM,WENDY
Suicidal Behavior: IDEATION WITH PLAN AND INTENT
Method: STABBING/LACERATION
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2) Local Case #:

Date of Act: SEP 30, 2009 Provider: TETER,SHIRLEY
Suicidal Behavior: ATTEMPT
Method:

[Incomplete Form]

?? for more actions + next screen - prev screen
AF Add a Suicide Form BV Browse Visits for this Patient
EF Edit a Suicide Form HS Health Summary for this Patient
DF Display a Suicide Form Q Quit

XF Delete a Suicide Form
Select Item(s): Quit//

Computer Case #: 505901093020090000060849

Figure 11-12: Sample Review Suicide Report Forms window

11.2

The phrase “[Incomplete Form]” at the end of the suicide form record represents the

Incomplete Suicide Reporting Form.

Section 11.1.1 provides more information about the add/edit/delete functions on this

window.

Suicide Form Window (GUI)

The suicide form options are located under the Suicide Reporting Forms category on
the tree structure for the RPMS Behavioral Health System (GUI) application.

RPMS Behavioral Health System - DEMO INDIS -10] x|

Patient  Preferences RPMS  Exit  Help  About

[+ Wiew Patient Data
[+ Wizit Encounters

Intake

Caze Management
[+ Treatment Plans
=) Suicide Reporting Forms
Orne Patient
All Patients
Administrative/Community Activities

DEMO,DOROTHY ROSE 999229 F 10/10/1942 69

Figure 11-13: Location of Suicide Forms on the tree structure

One way to access the Suicide Form window is to select the One Patient option.
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Note You can access this window if you click the Suicide Form
tab on the Visit Data Entry — Add/Edit window.

The application displays the Suicide Form window for One Patient. If you access
the Suicide Form for one patient window and there is no current patient, you will be
asked to select one.

[ Wsucderorm =10l =
b Add Eilt 2 Dot iF & Help | B cose
Suscice Foam [hate Range
Stat Dt | Sundsy , Janusey 14,2000 ¥ EndDate | Mondsy |, Jarwsy 24,2011 =] W DK 1 - Irscomplete
Suscides Foim
| Date | LecalCage ® | Papracies | Sascacial Biharvue |
I 112D DEMD.DOCTOR
1 S DEMD CASE M
| DI ATTEMPT
DEMO, DOROTHY ROSE 999999 F I0/10/142 68 Loaded -

Figure 11-14: Suicide Form window for one patient

Another way to access the Suicide Form window is to select the All Patients option.
The application displays the Suicide Form window for All Patients.

[[suicideform =loixj
s add ey | ’ i e | Cose
Suscids Fomn Diate Florge
o0 Dotee - [Wiednesdny, Februay 1002010 =) ErdDate | Thursdey , Febreey 10,2011 =] W DN | 1+ Iraenglety Fom
Sipcade Fom
| Date | Patient | Chast [ [rCOB | LocaiCase ® | Prowices | Suicidal Behavier
I 112En0 DEMODOROTHY ROSE e F [ DEWD DOCTOR i
1 A0 DEMD BOROTHY ROSE kool F TR DEMRD CESEM -
il | ¥
Loaded -

Figure 11-15: Sample Suicide Form window for all patients
Both windows function in the same way.

The following table provides information about the features of these windows.

Feature Functionality
Suicide Form Window The default Start Date is one year previous.
for One Patient If you change the Start Date for the Suicide Form window for One

Patient, this change stays in effect in future sessions of the GUI
application for the Treatment Plan window (until you change it again).
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Feature

Functionality

Suicide Form Window
for All Patients

The default Start Date is one year previous.

If you change the Start Date for the Suicide Form window for All
Patients, this change stays in effect until you exit the application.
When you login the next time, the Start Date reverts to one year
previous.

Please note: If you change the Start Date for the Suicide Form
window for One Patient, this change stays in effect in future sessions
of the GUI application for the Visit window for One Patient, the
Suicide Form window for One Patient, and the Treatment Plan
window for One Patient windows.

Similarly, if you change the Start Date for the Suicide Form window
for All Patients, this change stays in effect in future sessions of the
GUI application for the Visit window for All Patients, the Suicide Form
window for All Patients, and the Treatment Plan window for All
Patients windows.

Suicide Form Group Box

This group box displays the suicide form records in the date range.
The records are listed by date. The “I” in the first column of the grid
indicates the suicide form is incomplete.

Add Button

Establish the patient you want to use in the add process. Use this
button to add a new suicide form record. You access the Visit Data
Entry - Add Suicide Entry dialog box.

Edit Button

Use this button to edit the highlighted suicide form for the current
patient on the Visit Data Entry - Edit Suicide Entry dialog box. The
Edit button will be inactive if the patient does not have any previous
visits (applies to the suicide form for the current patient).

View Button

Use this button (or double-click on a form) to browse the highlighted
suicide form record. The application displays the Suicide Form Data
Entry - View Suicide Form window. This is a view-only window has
the same fields as the add/edit suicide form window.

Delete Button

Use this button to remove the highlighted suicide form record. On the
“Are You Sure” confirmation message, click Yes to remove the
selected suicide record (otherwise, click No).

Help Button

Use this button to access the online help for the Suicide Forms
window.

Close Button

Use this button close the Suicide Form window.

Print Button

Use this button to output the highlighted suicide form record. After
clicking Print, the application displays the first page of the Suicide
Reporting Form pop-up window.

The following applies to the Print button:
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¥ Suicide Form DEMO DOROTHY ROSL 999959 T 101001542 &8

£ ) o A -

Suioide RPeporting Form

« PROVIDER INITIALS: 3T
« BEX: FEHRALE

+ EEPLOTHENT STATOS:

« DATE OF ACT: BEF 25, Z010

Tl ErL
T -

. BELATIONSHIP STATUS:

B

¥, EDUCATION:

-
-

- BUICTDAL EBEHRVEIGR:
13. EETHOD:

16. FREVIOUE ATTEAFT3I

17. BUBSTANCE USE INVOLVEM

18, LOCATION OF ACT:

19. CONTRIBUTING FACTORE

20, DISPOSITION:

1. Case W: S05001092520100000080849

TRIBE: CHERGKEE MATION, OF
- COMNMUNMITY OF RESIDENCE: ROLB
« COARUMITY WHERE ACT QCCURRER:

Ocher Relevant Inforsation!

veEw COMFIDENTIAL PATIENT INFORRATION [2T) Kay 02, 2020 wreeEeEmes

Date Printed: BMNow OF, I010

Lezal Case B2

3. FROVIDER DISCIFLINE: FHTSICIAN
5. BB OOT 10, 0942

6. RGEp &3

[CFTIORALY

Ok Page Ma.: 1

Tokasl Fage Neo.: |

Lo Faschor: 100

Figure 11-16: Sample Suicide Reporting Form

This window contains the following:

e Data from the Suicide Form

e Patient data, such as sex, DOB, Age

e Edit History, such as date last modified, user last update, and each update
including date & time + person who modified

Section 2.6 provides more information about using the controls on this type of

window.

11.3

Add/Edit Suicide Form (GUI)

1. Click Add to add a new suicide record. The Suicide Form Data Entry — Add

Suicide Form displays.

OR

2. Select a record to change and click Edit. The Suicide Form Data Entry - Edit

Suicide Form displays.

Below are the fields on the Suicide Form Data Entry - Add Suicide Form window.
(The same fields display on the Suicide Form Data Entry - Edit Suicide Form

window.)
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Figure 11-17: Sample Suicide Form Data Entry - Add Suicide Form window

All fields except the Local Case Number and the Narrative are required in order to
save. If you try to save and have not completed the fields, the application displays the
Required information message.

%

@B, Al of the fields on the Suicide Report Form, except Local Case
'.\ /.-' Mumber and Marrative, are required to complete a form, Would
= vyou like to save the form as it is and complete it later?

Figure 11-18: Required information message
e Click Yes to save the form and complete it later; the focus returns to the
Suicide Form window.
e Click No to not save and the focus remains on the data entry form.
The following table provides information about the buttons on this window.

Button Functionality

Save Use this button to save the data.

Help Use this button to access the online help system for this window.
Close Use this button to display the Continue? dialog box. This dialog box

states: Unsaved Data Will Be Lost, Continue? Click Yes to not save; this
dismisses the add window. Click No and the focus remains on the add
window where you can continue work on the suicide form.
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11.3.1 Suicide Form Fields

i
Local Case Mumbes Provickes | DEmMODOCTER m
Dt od Act [ Monday , September 21, 2009 *]  Communty Whese act | &

Deruned

Fielgimrahn
Slaiua | ] Eduwaion [ al
Emplogrmend I lrms tham 12 3
Stans I =] P o compieied I
Sapriddl | »|  LocsionolAct | =
Foerear: - i oihes

[ = [
Dispastion | lﬂ |

Figure 11-19: Fields on suicide form

The required fields are in bold text.

1. Atthe Local Case Number field, type the local case number or a health record
number, if any (limited to 20 characters). This is a Free Text field.

2. Atthe Provider field, select the provider. For a new record, the application
automatically populates this field with the current logon provider. To change click
the drop-down list to access the Provider search window where you search for

the provider name.

Screen Capture

What to do

=loix
Provider

Search String | e |
Provider

i~ Most Recently Selacted
Provider

TEST.MARK
BRUNING.BJ

W OK X 2] ‘

Use this search window in one of two
ways:

(1) Use the Search String field by
typing the provider’s last name and
then clicking Search. The retrieved
providers will populate the Provider list
box. Select a retrieved record and click
OK to populate the Provider field.
(Otherwise, click Close.)

(2) Select a name in the Most Recently
Selected list box and click OK to
populate the Provider field. (Otherwise,
click Close.)

Figure 11-20: Sample Provider search window
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At the Date of Act field, select the date of the act. For a new record, the current

date displays. To change click the drop-down list to access a calendar where you

select another date.

At the Community Where Act Occurred field, select the community where the

act occurred. To change click the drop-down list to access the Community
search/select window where you search for the community name.

Screen Capture

What to do

=10l x|
Commurity

Search String

Community

Most Recertly Selected

| Communty [ State I

A NEW MEXICO

o OK Iﬁ lose

Use this search window in one of two
ways:

(1) Use the Search String field by
typing the community name and then
clicking Search. The retrieved names
will populate the Community list box.
Select a retrieved record and click OK
to populate the Community Where Act
Occurred field. (Otherwise, click
Close.)

(2) Select a name in the Most Recently
Selected list box and click OK to
populate the Community Where Act
Occurred field. (Otherwise, click
Close.)

Figure 11-21: Sample Community search/select window

5.

of the following:

Single

Married
Divorced/Separated
Widowed
Cohabiting/Common Law
Same Sex Partnership

Unknown

At the Relationship Status field, select the patient’s relationship status. Use one
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6. At the Education field, select the level of education of the patient. Use one of the
following:

Less than 12 years

High School Graduate/GED
Some College/Technical School
Collage Graduate

Post Graduate

Unknown

7. At the Employment Status field, select the status of the patient’s employment.
Click the drop-down list and use one the options.

PART TIME

FULL TIME

UNEMPLOYED

RETIRED

STUDEMT

STUDENT AND EMPLOYED
UNKNOWN

8. Atthe If less than 12 years, highest grade completed field, type the highest
grade the patient completed (0-11). This field becomes active when you populate
the Education field with ‘Less than 12 years’.

9. At the Suicidal Behavior field, select the type of suicidal activity. Click the drop-
down list and use one the options.

IDEATION W/ PLAN AND INTENT
ATTEMPT

COMPLETED SUICIDE

ATT’D SUCICIE W/ATT’D HOMICIDE

ATT’D SUICDIE W/COMPL HOMICIDE
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10.

11.

12.

13.

COMPL SUICIDE W/ATT’D HOMICIDE
COMPL SUICIDE W/COMP’L HOMICIDE

At the Location of Act field, select the location of the suicidal act. Click the
drop-down list and use one of the options.

HOME OR VICINITY
SCHOOL

WORK
JAIL/PRISON/DETENTION
TREATMENT FACILITY
MEDICAL FACILITY
OTHER

UNKNOWN

At the Previous Attempts field, select the previous suicide attempts. Use one of
the options available on the drop-down list.

0
1
2
3 OR MORE
UNKNOWN

At the if other field, type where the suicidal act occurred (limited to 80
characters). This field becomes active if you populate the Location of Act field
with ‘Other’. This is a Free Text field.

At the Disposition field, select the disposition of the suicide act. Click the drop-
down list to access the Disposition select window.
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What to do

Screen Capture

[ Disposition

- Dispastion

|| Erspostion | Code
ALCOROL/SUBSTANCE ABUSE FOLLD ASA
IN-PATIENT MENTAL HEALTH TREATH... | INMHI
IN-PATIENT MENTAL HEALTH TREATM...  INMHY
MEDICAL TREATMENT (ED OR IN-PATI, MT
MEMTAL HEALTH FOLLOWY-UP MH
OTHER ot
OUTREACH TO FAMILY/SCHOOL/COM. QRFSC
UNKMOWN UINK

o OK

e | |

Use this window as follows:

(1) Select a Disposition option and
click OK and the selected option
populates the Disposition field.
(Otherwise, click Cancel.)

(2) If Other was used, the field to the
right becomes active. Populate this Free
Text field with the disposition of the
suicide act (limited to 80 characters).

Figure 11-22: Sample Disposition select window

11.3.2 Method Tab

Use the Method tab to indicate the method used in the suicide act as well as indicate
the substance used in overdose cases.

Method | Subatance Lite | Contibutieg Factoe | Hanatve |

[ Sikostarce Il Ottes [

Wlethod Dverdone
™ Gunshat ™ Cabon Monceade Substance
I~ Hangr 7 Oveidese
[ Moker Vishicln I Dthet
I Jurrping I
[T Stsbbang/Lacemtion ™ Unknawan

Figure 11-23: Sample Method tab
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Method Group Box

1. Select one or more checkboxes in this group box that describe the method used in
the suicide act. At least one is required.

2. Select the Overdose checkbox and the Substance multiple select window
displays where you can add one or more categories of substances.

=
Substance Selected boms
Sublancn | Substance |
ACETAMINOPHEN [EG. TYLEMOL)
ALCOHOL

AMPHETAMINE STIMULANT

ASPIRIM OR ASPIRIN-LIKE MEDICATIOMNS
MOK-PRESCRIBED OPIATES (HERDIMN)

OTHER

OTHER ANTIDEPRESSANT

OTHER OVER-THE-COUNTER MEDICATIONS
OTHER PRESCRIP TION MEDICATION
PRESCRIBED OPIATES (MARCOTICS)
SEDATIVES/BEMZODIAZEPINES /BARBITURATES
TRICYCLIC ANTIDEFRESSANT (TCA)

57
=

Figure 11-24: Sample Substance multiple select window
Use this search window as follows:

a. Select an option in the Substance list box.
b. Click the right-point arrow to add it to the Selected Item Substance list box.

c. Likewise, select an option in the Selected Item Substance list box and click
the left-point arrow to remove the option.

d. When the Selected Item list box is complete, click OK and the options
populate the Overdose group box.

3. When this window is complete, click OK. This action adds the substances to
Overdose group box.
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o If you select a substance with OTHER in its name and then click OK, the
OTHER dialog box displays.

=0
Othes |

Figure 11-25: Sample Other dialog box

You must populate the Other Free Text field (limited to 80 characters) with a
description of the other substance. Click OK. The description populates the
Substance If Other cell on the Overdose group box.

4. 1f you select the Other checkbox, the field below the checkbox becomes active.
Populate this Free Text field with the text that describes the other method used in
the suicide act (limited to 80 characters).

5. If you select the Overdose checkbox under Method, the Overdose group box
becomes available. The Substance multi-select window displays.

[Biscbstance (=
Substance - Sehected bems 3
Substance | Substance |
ACETAMENOPHEN [EG. TYLEMOL)

ALCOHOL

AMPHETAMINE STIMULANT

ASPIRIN OR ASPIRIN-LIKE MEDICATIOMNS
MNON-PRESCRIBED OPIATES (HERQIN)

QOTHER

OTHER ANTIDEPRESSANT

OTHER OVER-THE-COUNTER MEDICATIONS
OTHER PRESCRIPTION MEDICATION
PRESCRIBED OPIATES (NARCOTICS)
SEDATIVES/BENZODIAZERINES /BARBITURATES
TRICYCLIC ANTIDEPRESSANT (TCA}

=7
=

Figure 11-26: Sample Substance multi-select window
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Use this search window as follows:

a. Select an option in the Substance list box.
b. Click the right-point arrow to add it to the Selected Item Substance list box.

c. Likewise, select an option in the Selected Item Substance list box and click
the left-point arrow to remove it.

d. When the Selected Item list box is complete, click OK and the options
populate the Overdose list box. (Otherwise, click Cancel.)

Overdose Group Box

This group box contains the categories of substances used in the overdose suicidal
act. Once it is populated, the Add, Edit, and Delete buttons become active.

You can add, edit, or delete overdose substances.

Delete Button
1. Select a substance to delete.

2. Click Delete.

3. Atthe “Are you sure” confirmation message, click Yes to delete. (Otherwise,
click No.)

Edit Button
1. Highlight the record with data in the “Substance if Other” column.,

2. Click Edit.
3. The Other Antidepressant dialog box displays.

[ OTHER ANTIDEPRESSANT ] =lof x|

Orther
benzocaine]

J— G
x -
N _

Figure 11-27: Sample Other Antidepressant dialog box

a. Change the antidepressant substance in the field.
b. Click OK to change the record.

4. The application displays the current “Substance If Other” data in the Other field.
You can change the data, as needed. Click OK to dismiss the Other dialog box.

Add Button
1. Click Add.

User Manual Addendum Suicide Forms
May 2016

298



Behavioral Health System (AMH) Version 4.0 Patch 6

2. The Substance multiple select window where you can add one or more
substances.

1ol
Substance Selected boma

Subglance 1 Subatance |
ACETAMINOPFHEN (EG. TYLEMOL)

ALCOMOL

AMFHETAMINE STIMULANT

ASPIRIN OR ASPIRIN-LIKE MEDICATIONS
NOMN-PRESCRIBED OPIATES (HERDIM)

OTHER

OTHER ANTIDEPRESSANT

OTHER OVER-THE-DOUNTER MEDICATIONS
OTHER PRESCRIF TION MEDICATION
PRESCRIBED OPIATES (NARCOTICS)
SEDATIVES/BENZODIAZEFINES BARBITURATES
TRICYCLIC ANTIDEPRESSANT (TCA)

B
=

Figure 11-28: Sample Substance multi-select window
Use this search window as follows:

a. Select one or more substances in the Substance list box.

Click the right-point arrow to add them to the Selected Item Substance list
box.

c. Likewise, select a substance in the Selected Item Substance list box and click
the left-point arrow to remove the substance.

d. When the Selected Item Substance list box is complete, click OK and the
substances populate the Overdose group box. (Otherwise, click Close.)

3. If you select a substance with Other in the title on the Substance multiple select
window, the application displays the Other dialog box.
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¥ oTHER
[~ Otheer — 1 [e” OK

Figure 11-29: Other dialog box

a. Type the substance used in the overdose (limited to 80 characters). This is a
Free Text field.

b. Click OK to have the “substance used” populated the “Substance if Other”
column on the grid.

11.3.3 Substance Use Tab

Use the Substance Use tab to indicate the substances involved in the suicide incident
as well as the categories of the substances involved.

Method Substarce Use | Eoisbuing Factor | Hanaive |

Subarances Ireobend The Incadent Subiances raskeed
Subutance | Subaturca ¥ Other
™ Nons oTHER et andl [
deugn 1 Add
W igshal and Ot Drugs
= Delste

™ Unkrown

Figure 11-30: Sample Substance Use tab

Substances Involved This Incident Group Box

1. Select one of the checkboxes in this group box that describes the substance used
in the suicide act. At least one is required.

i Substances Invahved This Incident
[~ Mone
v Alcobol and Other Drugs:

™ Unknown

Figure 11-31: Substances Involved This Incident group box

2. If you select the Alcohol and Other Drugs checkbox, the application displays the
Substance multiple select window where you can add one or more substances.
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[Bisebstance =10j x|
Subtance | Substance |
ACETAMENOPHEN [EG. TYLEMOL)

ALCOHOL

AMPHETAMINE STIMULANT

ASPIRIN OR ASPIRIN-LIKE MEDICATIONS
MON-PRESCRIBED OPIATES (HERDIN)

OTHER

OTHER ANTIDEPRESSANT

OTHER OVER-THE-COUNTER MEDICATIONS
OTHER PRESCRIPTION MEDICATION
PRESCRIBED OPIATES (MARCOTICS)
SEDATIVES/BENZODIAZEPINES /BARBITURATES
TRICYCLIC ANTIDEPRESSANT (TCA)

o
S

¥ K| e |

Figure 11-32: Sample Substance multi-select window
Use this search window as follows:

a. Select one or more substances in the Substance list box.

b. Click the right-point arrow to add them to the Selected Item Substance list
box.

c. Likewise, select a substance in the Selected Item Substance list box and click
the left-point arrow to remove the substance.

d. When the Selected Item Substance list box is complete, click OK and the
substances populate the Overdose group box. (Otherwise, click Close.)

3. If you select the Other option (on the Substance multiple select window), the
application displays the Other dialog box.

-0l
oo | |

Figure 11-33: Other dialog box
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a. Type the name of the “other substance” in the field (limited to 80 characters).

b. When this dialog box is complete, click OK to have the substance populate
the Substances Involved list box. What appears in the Other field will
populate Substance If Other column.

If you uncheck the Alcohol and Other Drugs checkbox, this action clears any data in
the Substances Involved list box.

11.3.3.1 Substances Involved Group Box

Substances Invohved

Subsance | Substance If Other |

HALLUICINDGEMNS

OTHER Oitheer vapors 2 Add
¢ Delate

Figure 11-34: Sample Substances Involved group box

This group box contains the substances used immediately before or during the
suicidal act. Once the Alcohol and Other Drugs checkbox is selected, the Add, Edit,
and Delete buttons become active.

Add Button

Use the Add button to add one or more new records.

1. Click Add.
2. The Substance multiple select window where you can add one or more
substances.
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Hisebstance =10]x]
Substance Selected loms i
Subsiance | Substance |
ACETAMENOFHEN [EG. TYLENOL)

ALCOHOL

AMPHETAMINE STIMULANT

ASPIRIN OR ASPIRIN-LIKE MEDICATIONS
MON-PRESCRIBED OPIATES (HERDIN)

OTHER

OTHER ANTIDEPRESSANT

OTHER OVER-THE-COUNTER MEDICATIONS
OTHER PRESCRIP TION MEDICATION
PRESCRIBED OPIATES (MARCOTICS)
SEDATIVES/BENZODIAZEPINES /BARBITURATES
TRICYCLIC ANTIDEPRESSANT (TCA)

52
S

Figure 11-35: Sample Substance multi-select window
Use this search window as follows:

a. Select one or more substances in the Substance list box.

b. Click the right-point arrow to add them to the Selected Item Substance list
box.

c. Likewise, select a substance in the Selected Item Substance list box and click
the left-point arrow to remove the substance.

d. When the Selected Item Substance list box is complete, click OK and the
substances populate the Substances Involved group box. (Otherwise, click
Close.)

3. If you selected Other on the multiple select window, the application displays the
Other dialog box.
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Homer =10] x|
oo

Figure 11-36: Other dialog box

a. Type the name of the “other substance” in the field (limited to 80 characters).

b. When this dialog box is complete, click OK to have the substance populate
the Substances Involved list box. What appears in the Other field will
populate Substance If Other column.

Edit Button

Use the Edit button with OTHER records (Substance If Other column is populated).
1. Highlight the record to edit.

2. Click Edit.

3. The Other dialog box displays. Change the Other field and then click OK
(otherwise, click Close). The OK function changes the data in the Substance If
Other column.

Delete Button
Use the Delete button to remove a highlighted substance record.

1. Highlight the record to delete.
2. Click Delete.

3. Onthe “Are You Sure” confirmation, click Yes to delete the highlighted
substance record. (Otherwise, click No.)

11.3.4 Contributing Factors Tab
Use the Contributing Factors tab to indicate one or more contributing factors
associated with the suicide act.
Contrbuting Factors
Suicide of Friend or Relative History of Substance Abuse/Dependency Bulying
Death of Friend or Relative Divorce/Separation,/Breakup Legal
Victim of Abuse {Curmrent) Financial Stress Unknawn
[ Victim of Abuse (Past) History of Mental liness Other
[~] Oceupational /Educational Problem History of Physical liness
Figure 11-37: Sample Contributing Factors tab
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11.35

1. Select one or more check boxes that define the contributing factors to the suicide
act. At least one is required.

2. If you select the Other checkbox, the field below the checkbox becomes active.
Use this Free Text field to describe the “other” contributing factor (limited to 80
characters).

Narrative Tab

Use the Narrative tab to populate the Other Relevant Information Free Text field.
(This is not a required field.)

(ther Relervank Informabon

Figure 11-38: Sample Other Relevant Information field

Populate this field with data that is not included elsewhere. This is not where you put
the SOAP or progress note.
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12.0 Intake

This section addresses how to manage intake/update documents in roll and scroll and
the GUI.

12.1 Intake Documents (Roll and Scroll)

One place you can add/change/remove an intake document is to use the Intake
Document (ID) option on the Patient Data Entry window.

PATIENT DATA ENTRY Mar 11, 2009 17:15:55 Page: 1 of 1
Patient: DEMO,DOROTHY ROSE  HRN: 999999

FEMALE DOB: Oct 10, 1942 AGE: 66 YRS  SSN: XXX-XX-1111
Designated Providers:

Mental Health: Social Services:
A/SA: Other:
Other (2): Primary Care: SMITH,A

Last Visit (excl no shows): May 29, 2008 BETAAAA,BJ REGULAR VISIT
F42. HOARDING DISORDER

Pending Appointments:
Select the appropriate action Q for QUIT

AV Add Visit LD List Visit Dates GS GAF Scores

EV Edit Visit TP Treatment Plan Update Ol Desg Prov/Flag/Pers Hx
DR Display Record CD Update Case Data EH Edit EHR Visit

ES Edit SOAP ID Intake Document PPL Problem List Update
DE Delete Visit AP Appointments SN Sign Note

PF Print Encounter Form HS Health Summary TN TIU Note Display

LV Last BH Visit DM Display Meds MM Send Mail Message

BV Browse Visits LA Interim Lab Reports FS Face Sheet

Select Action: Q// Q

Figure 12-1: Sample Patient Data Entry window

At the “Select Action” prompt, type ID. The application as which Program you are
associated. Then the Updated BH Intake Document window displays.

The other place you can add/change/remove an intake document is when you exit the
visit encounter (display or add/edit) window. After you exit the last screen, the
application displays the OTHER INFORMATION window.

wkskskx  OTHER INFORMATION o

Update, add or append any of the following data

1). Update any of the following information:
Designated Providers, Patient Flag

2). Patient Case Open/Admit/Closed Data

3). Personal History Information

4) . Appointments (Scheduling System)

5). Treatment Plan Update
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6). Print an Encounter Form
7). Add/Update/Print Intake Document
8). Add/Update Suicide Forms
9). Problem List Update
10) None of the Above (Quit)
Choose one of the above: (1-10): 7//

Figure 12-2: Options on the Other Information menu

Use option 7 (Add/Update/Print Intake Document) to access the Update BH Intake
Document for the selected visit. You will be prompted for a Program. After
specifying the program, the Update BH Intake Document for the current patient

displays.
Update BH Intake Document Jan 26, 2010 13:27:36 Page: 1 of 1
MENTAL HEALTH INTAKE DOCUMENTS *unsigned document
Patient Name: DUCK,EDWIN RAY DOB: JUN 07, 1978 Sex: M  HRN: 105321
INITIAL UPDATE
# INITIATED PROGRAM PROVIDER UPDATED PROVIDER

*1 01/26/10 MENTAL H THETA,SHIRLEY
*01/26/10 THETA,SHIRLEY
*2 12/29/09 MENTAL H GAMMAA,RYAN
*3 12/29/09 MENTAL H GAMMAA,RYAN
4 12729709 MENTAL H THETA,SHIRLEY
12/29/09 THETA,SHIRLEY
*12/29/09 THETA,SHIRLEY
*5 12/29/09 MENTAL H THETA,SHIRLEY
*6 12/14/09 MENTAL H GAMMAA,RYAN

*7 10/07/09 GAMMAA ,RYAN
*10/07/09 GAMMAA,RYAN

*8 04/21/09 GAMMAA ,RYAN

Enter ?? for more actions
| Add Initial Intake D Delete Intake/Update
E Edit Initial Intake P Display/Print Intake/Update
U Add/Edit Update Q Quit
Select Action: Q//

Figure 12-3: Sample Update BH Intake Document window
Use the Q (quit) option to exit the Update BH Intake Document window.

The asterisk (*) in the first column indicates that the particular record contains an
unsigned intake/update document.

Please note the following information about intake and update documents on the
Update BH Intake Document window:

e The intake documents are listed on the left side (under the Date Initiated,
Program, and Initial Provider columns).

e The update documents are listed on the right side (under the Date Updated and
Update Provider columns).
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12.1.1 Add Initial Intake (1)
Use option | to create an initial intake document for the visit.

1.

At the “Select Action” prompt, type I.

The application displays a message that it is adding the Intake document for the
patient.

At the “Do you wish to continue and add the Initial Intake document?” prompt,
type Y to add the Intake document (otherwise, type N)

If Y was used, the prompts continue.

At the “DATE” prompt, press Enter to use the default date which is the current
date (you can change). This cannot be a future date.

At the “PROGRAM” prompt, press Enter to accept the default (Mental Health).
Otherwise, type the program to use.

At the “PROVIDER” prompt, press Enter to accept the default provider (you can
change).

At the “DATE LAST UPDATED” prompt, press Enter to use the default which is
the current date (you can change). This cannot be future date.

At the “NARRATIVE - No Existing Text - Edit?” prompt, type Y to edit the
narrative or N to not edit the narrative.

If N was used, the application creates the Intake document. You must enter the
Intake narrative before you can electronically sign the intake document. The
application then prompts if you want to enter an Intake Narrative (Y or N). If N
was used, the focus returns to the Update BH Intake Document window.

If Y was used, the focus moves to another window to enter the text of the
narrative.

==[ WRAP 1==[ INSERT ]========< SUBJECTIVE/OBJECTIVE >=======[ <PF1>H=Help ]====
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<

T T T T T T T >

Figure 12-4: screen to enter text

12.1.2

Listed below are the most commonly used RPMS text editor commands:

What is Needed Use These Keys

Delete a line (extra blank or text) PF1(F1) followed by D
Join two lines (broken or too short) PF1(F1) followed by J
Save without exiting PF1(F1) followed by S
Exit and save PF1(F1) followed by E
Quit without saving PF1(F1) followed by Q
Top of text PF1(F1) followed by T

After you save and exit, the prompts continue.
8. At the “Enter your Current Signature Code” prompt, do one of the following:

e Type your electronic signature to sign the document. This action marks the
document as signed. You cannot edit it.

e Press Enter to not sign the document. The document is marked as not signed.
You can edit it.

Edit Initial Intake (E)
Use option E to change the selected initial intake document.
e Only the original intake provider or the person who entered the intake

document can edit the document; other providers can only view or print the
document.

e Editing an initial intake that was created before the installation of BHS v4.0
will result in a prompt to enter the program associated with the intake.

1. At the “Select Action” prompt, type E.

2. Atthe “CHOOSE” prompt, type 1 (Edit Initial Intake Document) or 2 (Quit). If 2
was used, the focus returns to the Update BH Intake Document. If 1 was used, the
prompts continue.

3. At the “Select Intake” prompt, type the number of the intake document to edit.

e |f the specified intake document has been signed, you cannot edit it.
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e If you are not the original author or the person who entered this document,
you cannot edit it.

4. Atthe “DATE” prompt, press Enter to use the default (the current date).
Otherwise, you can type another date (cannot be a future date).

5. Atthe “PROGRAM” prompt, type the program associated with the intake
displays.

6. Atthe “PROVIDER” prompt, type the author of the initial intake document.

7. Atthe “DATE LAST UPDATED” prompt, press Enter to use the default (the
current date). Otherwise, type a new date (cannot be a future date).

8. Atthe “NARRATIVE - No Existing Text - Edit?” prompt, type Y (yes) to edit the
narrative or N (no) to not edit the narrative.

In order to edit the narrative, you must be the original provider or the person who
entered or modified the document.

If N was used (for step 8), the application displays that the Intake document was
created and that an intake narrative must be entered before an electronic signature
can be applied. Then the application asks if you want to enter an Intake Narrative
(Y or N). If Y was used, the focus returns to the Narrative prompt (as above). If N
was used, the focus returns to the Update BH Intake Document window.

If Y was used (for step 8), the focus moves to another window where you enter
the text of the narrative.

==[ WRAP ]1==[ INSERT ]========< SUBJECTIVE/OBJECTIVE >=======[ <PF1>H=Help ]====

< T T T T T T T T >

Figure 12-5: screen to enter text

User Manual Addendum Intake
May 2016

310




Behavioral Health System (AMH) Version 4.0 Patch 6

Listed below are the most commonly used RPMS text editor commands:

What is Needed Use These Keys

Delete a line (extra blank or text) PF1(F1) followed by D
Join two lines (broken or too short) PF1(F1) followed by J
Save without exiting PF1(F1) followed by S
Exit and save PF1(F1) followed by E
Quit without saving PF1(F1) followed by Q
Top of text PF1(F1) followed by T

After you save and exit this window, the prompts continue:
9. At the “Enter your Current Signature Code” prompt, do one of the following:

e Type your electronic signature to sign the document. This action marks the
document as signed. You cannot edit it.

e Press Enter to not sign the document. The document is marked as not signed.
You can edit it.

12.1.3 Add/Edit Update (V)

Use option U to create a new update to a particular intake document or edit an
existing, unsigned one where you are the provider.

e Only the person who originally entered the Intake document or the Intake
document Provider can edit the document

e Other providers can only view or print the document.
1. Atthe “Select Action” prompt, type U.

2. At the “Select Intake” prompt, type the number of intake document to use.

The following message displays:

You can either add a new Update to this Intake document or edit an
existing, unsigned one on which you are the provider. Please select an Update
to edit or choose 1 to add a new one or O to quit.

0 Quit/Exit Update
1 Add new Update document
Select Action: (0-1): 0//

Figure 12-6: Message from the application

3. At the “Select Action” prompt, you can either add a new update to this intake
document, quit/exit the update process, or use the option to edit the Update.

e |f the Quit option was used, you leave the add/edit process.
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e |f the Add new Update document option was used, the prompts continue: The
application displays a message that it is adding the Intake Update document
for the patient.

4. At the “Do you wish to continue on to add the Intake Update? Prompt, type Y
(yes) or N (no). If Y was used, the prompts continue.

5. Atthe “DATE” prompt, press Enter to use the default (current date). Otherwise,
type a new date (cannot be a future date).

6. Atthe “PROVIDER” prompt, Press Enter to use the default provider. Otherwise,
type the name of the provider for the update document.

7. Atthe “DATE LAST UPDATED” prompt, press Enter to use the default (current
date). Otherwise, type a new date (cannot be a future date).

8. Atthe “NARRATIVE” prompt, the application displays the text of the narrative
or displays “no existing text” if there is none.

9. Atthe “Edit?” prompt, type Y (yes) to edit the text of the narrative or N (no) to
not edit the narrative.

a. If N was used, the application creates the Intake Update document and
displays the message that the narrative must be entered before an E Sig must
be applied. At the “Do you wish to enter an Intake Narrative?” prompt, type Y
(yes) or N (no).

b. IfY was used, the focus moves to another window where you enter the text of
the narrative.

==[ WRAP ]==[ INSERT ]========< SUBJECTIVE/OBJECTIVE >=======[ <PF1>H=Help ]====

< T T T T T T T T T>

Figure 12-7: screen to enter text
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Listed below are the most commonly used RPMS text editor commands:

What is Needed Use These Keys

Delete a line (extra blank or text) PF1(F1) followed by D
Join two lines (broken or too short) PF1(F1) followed by J
Save without exiting PF1(F1) followed by S
Exit and save PF1(F1) followed by E
Quit without saving PF1(F1) followed by Q
Top of text PF1(F1) followed by T

After you save and leave this window, the application displays the next prompt.
10. At the “Enter your Current Signature Code” prompt, do one of the following:

e Type your electronic signature to sign the document.
e Press Enter to not sign the document

If you press Enter, you can either add a new update to this intake document or
edit an existing, unsigned one on which you are the Provider or the person
who entered the Intake Document. The application displays the next prompt:

11. At the “Select Action” prompt, do one of the following:

0 Quit/Exit Update
1 Date Updated: MM/DD/YY Provider: <provider name>
2 Add new Update document

Figure 12-8: Prompts for the actions you can take
If 0 was used, the focus returns to the Update BH Intake Document window.

If 2 was used, this action has the same prompts as Add/Edit Update (Section
12.1.3 provides more information).

If 1 was used, the following prompts displays:

a. Atthe “Date Updated” prompt, type the date the document was updated.

b. At the “Provider” prompt, type the name of the provider who updated the
document.

12.1.4 Delete Intake/Update (D)
Use option D to do one of the following:

e Delete Intake/Update
e Display/Print Intake/Update
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12.1.5

Delete Intake/Update

You can delete only unsigned Intake documents you entered or on which you are the
provider, unless you possess a special key or are listed on the Delete Override list.

1.

At the “Select Intake” prompt, type the number of the Initial Intake to delete, or
the Initial Intake with the Update to delete.

The application gives you the following choices:

0 Quit/Exit
1 Date MM/DD/YY Provider: <provider name>

Figure 12-9: Actions to take

If 0 was used, the focus returns to the Update BH Intake Document window.

If 1 was used, the application displays information about the intake document,
including its narrative. Then the next prompt displays:

At the “Are you sure you want to delete this Initial Intake document?” prompt,
type Y (yes) or N (no).

If there are multiple documents you want to delete, the application repeats the
process.

Display/Print Intake/Update

This action is the same as using option P on the Update BH Intake Document
window. Section 12.1.5 provides more information about the print process.

Print Intake Document

Use option P to print/browse a particular intake document.

1.
2.

At the “Select Action” prompt, type P.
At the “Select Intake” prompt, type the number of the document to display/print.

At the “What would you like to print” prompt, type I (Intake document only), U
(Update document only), B (both the Intake and Update documents), Q
(quit/exit).

a. If Q was used, the focus returns to the previous window.

b. If U was used, another menu is displayed listing each of the updates and an
option to print all updates or quit.
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c. If B was used, the application will display a list of options. At the “Which
Updates would you like to Print” prompt, type the number of the option to
use.

4. At the “Do you wish to” prompt, type P to print output on paper or B browse
output on screen.

Below is sample Intake only report.

FaAFxxAAx* CONFIDENTIAL PATIENT INFORMATION otk

T o S o o S R S S R S e S S S S R S S R S S S S S R R S R e S R S e R S e S S S S S S S R S R e R S S S R e S S e

* *
* INTAKE DOCUMENT Printed: Aug 30, 2009@16:31:52 *
* Name: ALPHAA,CHELSEA MARIE Page 1 *
* DEMO INDIAN HOSPITAL DOB: 2/7/75 Sex: F Chart #: WW116431 *
* *

B o s S o 2 e S s 2 S

Date Established: MAY 12, 2009
Author/Provider: THETA,SHIRLEY
Program: MENTAL HEALTH
Type of Document: INITIAL

Intake Documentation/Narrative: This is a 34-year old female requesting
antidepressant medications, stating that she ran out of her previous prescription
since moving back to the reservation.

DATE

DATE

Figure 12-10: Sample intake document report

12.2 Intake (GUI)

There are two ways to work with the Patient Intake documents in the GUI:
Method 1: Use the Intake option on the GUI tree structure.
Method 2: Use the Intake tab on the Add/Edit Visit Data Entry window.
Either method accesses the same Intake window.

The following provides information about using the Intake option on the GUI tree
structure.

The Intake option applies to the current patient. After selecting the Intake option the
Select Program dialog box displays.
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Figure 12-11: Select Program dialog box

1. Atthe Program field, click the drop-down list for the Program field and select
an option.

2. Click OK (otherwise click Close).

The OK process displays the Intake window listing the intake documents for the
particular program for the current patient. The current patient’s name appears in the
lower, left corner of the window.

Note: The following window is the window that displays when
you click the Intake tab on the Add/Edit Visit Data Entry
window.

=10/
sl A ritiad Irkake  ~ | i Hslp
Faftient Intaks Documenis ® Uruagresd Intake
Irissied [ Program | bricd Prodes [ Updsted [ Updats Prowides
mAazrzom SOCLAL SERACES DEMD DOCTOR
1 | 2
Intake
Xcoed |
| = ECCA > =
DEMO PATIENT LADY 999991 F 05011953 51 o

Figure 12-12: Sample Intake window
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The asterisk (*) in the first column indicates that the particular record contains an
unsigned intake/update document.

Use the Help button to access the online help for this window.

12.2.1 Patient Intake Documents List Box

Pl Irdabos Documents " Uinsagresd Irdska
| britated [ Progam [ trstiod Pronided [ Updeted [ Update Provides
mA4:4n0 HEWTAL HEALTH DEMODOCTOR
m.A &m0 DEMODOCTOR
2o DEMODOCTOR
oFAGANE DEWMDDOCTOR
i J ,"_l

Figure 12-13: Sample Patient Intake Documents list box

The Patient Intake Documents list box displays the names of the current patient’s
intake documents and update documents (view only). You can distinguish the
documents in the following manner:

e The intake documents are listed on the left side of the grid (under the Date
Initiated, Program, and Initial Provider columns).

e The update documents are listed on the right side of the grid (under the Date
Updated and Update Provider columns).

As you highlight a record in the Patient Intake Documents list box, the text of the
document displays in the Intake group box.

All initial documents and updates created before the BHS v4.0 installation will
remain unsigned and editable. The initial provider associated with the intake will be
the provider for the intake document. Any edits or updates completed after the
installation date will be subject to all business rules added in BHS v4.0.

12.2.2 Add Initial Intake
Use the Add Initial Intake button to add a new initial intake document.

1. Click Add Initial Intake to access the Select Intake Parameters dialog box.
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R =TEY
Intake Date | Tuesdsy . December 29, 2009 |
Frogram |MENTAL HEALTH =]
Provides [TETLEYI SH B
Date Last Updated | Tuesday . December 29, 2009 =]
[ ok | g ’L:

Figure 12-14: Sample Select Intake Parameters dialog box

2. At the Intake Date field, the current date displays. Change this by clicking the
drop-down list and selecting another date from the calendar (cannot be a future
date).

3. At the Program field, the default program displays (the one selected when you
first accessed the Intake menu). You can change this by clicking the drop-down
list and selecting another option.

Note: If you change the Program, it will not be visible when you
return to the list view. You have to back out of the Program
selection screen again and select the Program associated
with the document you just entered. We encourage you to
NOT change the program. It is actually more efficient to
back out and enter the correct program initially.

4. At the Provider field, the current login provider name displays. You can change

this by clicking the drop-down list to access the Primary Provider search/select
window.
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Screen Capture

What to do

-ioix]

Primary Provider

Search String || : |

Primary Provider

Most Recertly Selected -
Primary Providar
DEMO.DOCTOR
DEMOQ.PSYCHIATRIST
DEMO.CASEM

W OK ciose .

Use this search window in one of two
ways:

(1) Use the Search String field by
typing the provider’s last name and
then clicking Search. The retrieved
names will populate the Primary
Provider list box. Select a name and
click OK to populate the Provider field.
(Otherwise, click Close.)

(2) Select a name in the Most Recently
Selected list box and click OK to
populate the Primary Provider field.
(Otherwise, click Close.)

Figure 12-15: Sample Primary Provider search/select window

5. At the Date Last Updated field, the current date displays. Change this by
clicking the drop-down list and selecting another date from the calendar (cannot

be a future date).

After completing the Select Intake Parameters dialog box, click OK (otherwise,
click Close). The OK function activates the Intake group box. Section 12.2.3
provides more information about this group box.

12.2.3 Intake Group Box

Irlake

Figure 12-16: Sample of active Intake group box
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When the Intake group box is active, use it to type the text of the document (intake or
update). This text is the narrative for the document.

To exit the Intake group box, click Cancel to cause the Intake group box to become
inactive.

After you have completed the Intake group box, click Save (otherwise click Close).

e If Close was used, the Continue? message displays: Unsaved Data Will Be
Lost, Continue? Click Yes to lose any data and the focus returns to the GUI
tree structure. Click No and the focus returns to the Intake group box.

e |If Save was used, the Intake Electronic Signature dialog box displays. The
Save process requires that there is intake narrative.

=loix|
Elecironic Sigrature
I

[ ok | Eoese |

/.n"."'l

Figure 12-17: Intake Electronic Signature dialog box
To sign the particular document, do the following:

a. At the Electronic Signature field, type your electronic signature.

b. Click OK. This saves the document and marks it as signed. Signing a
document locks the document from any future edits.

To not sign the particular document, do the following:

a. At the Electronic Signature field, do not type your electronic signature.
b. Click Close.

c. Atthe Are You Sure? dialog box displays that states: Are you sure you want
to Close without Electronically Signing the Intake?” prompt, click Yes or No.

e Click Yes to not sign it and to save the document marked as not signed.
The application displays the Message: You did not Electronically Sign the
Intake. Click OK to dismiss the Message. This type of document can be
edited.

e Click No and the focus returns to the Intake Electronic Signature dialog
box.

12.2.4 Edit Initial Intake

Select an existing initial intake document and click the Edit Initial Intake button to
edit the initial intake document.
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12.2.5

12.2.6

e |f the selected document has been signed, the application displays the
Message: This Initial Intake document has been signed. You cannot edit it.
Click OK to dismiss the message and you exit the edit process.

e Only the provider or the person who entered the intake can edit it; otherwise,
the application displays the Message: You are not the provider or the person
who entered the Intake, you cannot edit it. Click OK to dismiss the message
and you exit the edit process.

If you are the provider or the person who entered the intake, the application displays
the Select Intake Parameters dialog box. Section 12.2.2 provides more information
the add initial intake process. After completing this dialog box, the text of the initial
intake document will display in the Intake area of the Intake window. Section 12.2.3
provides more information about the intake group box.

Add/Edit Update
This button has two different labels, depending on the action you take.

Note: If you select a signed Update document, the button reads
Edit Update. After you click the Edit Update button, the
application displays the Message: This Intake Update
document has been signed. You cannot edit it. Click OK to
dismiss the message and you exit the edit process.

After the Provider locks the document using the electronic
signature, it cannot be edited or deleted unless the user
possesses the appropriate security key or is listed on the
Delete Override Site Parameter.

If you select an Intake document (signed or unsigned), the button reads: Add
Update.

If you select an unsigned Update document, the button reads: Edit Update.

In either case, the application displays the Select Intake Parameters dialog box.
Section 12.2.2 provides more information about Add Initial Intake.

After completing this dialog box, the Intake group box will become active. Section
12.2.3 provides more information about the Intake Group Box.

Delete Intake

Use the Delete Intake button to delete a selected unsigned Intake document (in the
Patient Intake Documents group box).

1. Select an unsigned Intake document to delete.
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2. Click Delete Intake.

3. Onthe “Are You Sure” confirmation message, click Yes to delete (otherwise, use
No).

e Only the intake Provider or the person who entered the selected intake can use
the Delete function. However, when a person is listed in the Delete Override
section on the Site Parameters menu (in RPMS), that person can delete the
document.

e |f the selected Intake document has an attached update document, the
application displays the message: This intake document has updates
associated with it. It cannot be deleted at this time. Click OK and you exit the
Delete process.

12.2.7 Display/Print Intake

Use the Display/ Print Intake button to access the options for the display/print
process.

5 Display/Priot Intake = |
Inkake Document Only

Figure 12-18: Options on the Display/Print Intake button

1. Highlight an Intake record and select one of options (only the valid options will
be highlighted).

If you selected Update Document Only or Both the Intake and Update
Documents, the application displays the Intake Updates dialog box.

& Intake Updates E =10 x|
Patient Intak.e | pdates "Unzigned Intske

| | DsteUpdsted | Update Provides | Progiam |
0O  woe2/2009 DEMD.DOCTOR

[d o ] o |

DEMODOROTHY ROSE 999999 F 10/10/1942 63

Figure 12-19: Sample Intake Updates dialog box

Check the records you want to include in the output and click OK (otherwise,
click Close).
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The first page of the Intake (for the current patient) pop-up displays.

E intake DEWODOROTHY ROSE 9999599 T 1010/ 547 68

e O T Jie iy . AP ERTETAL RERGRE |8
iy
PERRRNRENS CONFIDENTIAL PATIENT INFORNATION *weewessss
LR R R R R R L L R R R P R e R e R R R R L]
INTAKE DOCURENT Printed: Mow 02, 2000812:32:00
" Nems; FEAQ, POROTHY ROFE Fage 1 o
® DEEX INDIAMN HOZPITAL E=DB1  LOCSIOS4E Bema F Chart #1 WUSIE5SIS v
bate Eatablished: JAN 14, 20010
Frawvides; DEED , RAREN
o g s HERTAL HEALTH
Type of Docusent: INITIAL
Intake Docamantation/Naccative:
VEEER & ) _HLE EmeE R em [t S
PooweentiEng Freventlon ACtivities
Ran-Patisnt Fecord - Ldding
i, Log on to DES v3.0 and select PE fox date ERGOY.
Z. Selectc [3DE) for che Fall Screen Bode and press [Enter].
3. Select the default = Hemral Health, Social Seevices;, or Chemical
bBependency.
4. Enter the date of the sctivity,
%, ke the Lise Wiew, select [AM] ve add a nen=patisst fecord and press
[Entex] .,
&, Encer che Prisary Provider and press [Enter].
T. Enter the required inforsacion (undee lined ivema) and optiomal
items as desired. Mimber seeved may be 0 chrough 999,
B. Pravention ASEivities - if the activity ceeds to be recorded as
a prevention service, type [V] and press [Enter]. L text box for enzecing
the Prevemtion kecivicy will be displayed, Idencify che cype of accivity
and the carger audience.
Type of Activwicy
W
] 3
Crrend Fage Mo, 1 Tokal Fage Na.; I+ Zoorn Facton; 100F%

Figure 12-20: Sample Intake pop-up for current patient

Section 2.6 provides more information about using the controls on this type of

window.
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13.0 Reports (Roll and Scroll Only)
The Reports menu of the Behavioral Health system provides numerous options for
retrieving data from the patient file. You can obtain specific patient information and
tabulations of records and visits from the database. The system provides options for
predefined reports and custom reports.
The Reports menu (Figure 13-1) contains several different submenus that categorize
the reports by type. The first four submenus contain report options specific to the
Behavioral Health system. Use the last submenu to print standard tables applicable to
this package. Each of these submenus and their report options are detailed in the
following sections.
*x IHS Behavioral Health System *x
*x Reports *x
Version 4.0 (Patch 6)
DEMO INDIAN HOSPITAL
PAT Patient Listings ...
REC Behavioral Health Record/Encounter Reports ...
WL Workload/Activity Reports ...
PROB  Problem Specific Reports ...
TABL Print Standard Behavioral Health Tables ...

Select Reports Menu Option:

Figure 13-1: Options on Report menu

Use this menu for tracking and managing patient, provider, and program statistics.

Reminder:  The location screen (UU) and the list of Those
Allowed to See All Visits found on the site parameters
menu will impact the information displayed in the reports.
For example, if your name has not been added to the list of
those allowed to see all visits, the report will contain only
those visits where you were a provider or completed the

data entry.
13.1 Patient Listings (PAT)
The Patient Listings submenu (Figure 13-2) contains report options for generating
lists of patients by various criteria. Also included is the Patient General Retrieval
option, that is a custom report that allows you to select which patients to include in
the report as well as the items to print and the sort criteria.
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ACL
PGEN
DP
GRT
AGE
CASE
GAFS
NSDR
PERS
PPL
PPR
SCRN
TPR
TSG

Active Client List

Patient General Retrieval

Designated Provider List

Patients with AT LEAST N Visits

Patients Seen by Age and Sex (132 column print)
Case Status Reports ...

GAF Scores for Multiple Patients

Listing of No-Show Visits in a Date Range
Patient List for Personal Hx Items
Placements by Site/Patient

Listing of Patients with Selected Problems
Screening Reports ...

Treatment Plans ...

Patients seen in groups w/Time in Group

Select Patient Listings Option:

Figure 13-2: Options on the Patient Listings reports

13.1.1 Active Client List (ACL)

Use the ACL option to review a list of patients who have been seen in a specified date
range. You can further filter the report by a particular provider, if needed.

Below are the prompts.

Enter beginning Date
Specify the beginning date of the date range.

Enter ending Date
Specify the ending date of the date range.

Note: The date range considered should be one in which the
patient should be seen in order to be considered active.

Limit the list to those patients who have seen a particular provider?
Use Y or N. If you use Y, other prompts display.

Demo Patient Inclusion/Exclusion

Use one of the following: I (include all patients), E (exclude demo patients), O
(include only demo patients).

Do you wish to
Use P (print output) or B (browse output on screen).

You browse the output on the Output Browser window (Figure 13-3).
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ACTIVE CLIENT LIST
PROVIDER: PROVIDER R
ENCOUNTER DATES: OCT 1, 2015 TO NOV 24, 2015

PATIENT NAME CHART SEX DOB LOCATION PROVIDER PROBLEM #
NUMBER SEEN SEEN CODES VISITS
CLIENT A 106529 F 03705730 CHENEGA PROVIDER R F32.3 4
DEMO HOSPI STUDENT,EI F10.24
CLIENT B 901234 F 04/04/76 DEMO HOSPI PROVIDER R F42.
CLIENT C 200042 M 03/23/83 CHENEGA PROVIDER R F32.1 3
DEMO HOSPI STUDENT, FO F32.3
STUDENT, TW F32.3
CLIENT D 107468 M 05/20/69 DEMO HOSPI PROVIDER R F84.0 2
F32.2
CLIENT E 432098 M 04/04/75 DEMO HOSPI PROVIDER R F42. 1
CLIENT F 200614 F 05/17/90 CHENEGA PROVIDER R 1.1 3
STUDENT , TW F10.24
Total Number of Patients: 6

Figure 13-3: Sample Output Browser data

Near the end of the report, the application displays the total number of patient.

13.1.2 Patient General Retrieval (PGEN)

Use the PGEN option to produce a report that shows a listing of patients based on
selected criteria. The patients used on the report can be selected based on any selected
print and sort criteria.

Below are the prompts.

Select and Print Patient List from

Use S (search template) or P (patient file). If you use S, other prompts will
display.

Do you want to use a PREVIOUSLY DEFINED REPORT?
Use Y or N. If you use Y, other prompts will display.

The application displays the Patient Selection Menu (Figure 13-4).

BH GENERAL RETRIEVAL Dec 26, 2015 09:10:31 Page: 1 of 1
Patient Selection Menu
Patients can be selected based upon any of the following items. Select

as many as you wish, in any order or combination. An (*) asterisk indicates
items already selected. To bypass screens and select all Patients type Q.

1) Sex 14) Medicaid Eligibility 27) Pts seen at a Locati
2) Race 15) Priv Ins Eligibility 28) Pts Seen in a Commun
3) Patient Age 16) Patient Flag Field 29) Pts w/Problem (DX)

4) Patient DOB 17) Case Open Date 30) Pts w/Problem (MHSS
5) Patient DOD 18) Case Admit Date 31) Pts seen by a Provid
6) Living Patients 19) Case Closed Date 32) Pts w/Education Done
7) Chart Facility 20) Case Disposition 33) Pts seen for an Acti

User Manual Addendum
May 2016

Reports (Roll and Scroll Only)

326



Behavioral Health System (AMH) Version 4.0 Patch 6

8) Community of Residen 21) Next Case Review Dat 34) Pts seen w/Type of C
9) County of Residence 22) Designated MH Prov 35) Pts seen w/Axis IV L
10) Tribe of Membership 23) Designated SS Provid 36) Pts w/lInpatient Disp
11) Eligibility Status 24) Designated A/SA Prov 37) Pts Last Health Fact
12) Class/Beneficiary 25) Designated Other Pro
13) Medicare Eligibility 26) Personal History Ite

Enter ?? for more actions
S Select ltem(s) + Next Screen Q Quit Item Selection
R Remove Item(s) - Previous Screen E Exit Report
Select Action: S//

Figure 13-4: Sample Patient Selection Menu options

Use this menu to select the patients based on various criteria. If you do not specify
any criteria (immediately use the Quit Item Selection option), the application selects
all patients.

Choose Type of Report

Use one of the following: T (total count only), S (sub-counts and total count), or
D (detailed listing). If you select D (the detailed listing), the application displays
the Print Item Selection Menu (Figure 13-5).

BH GENERAL RETRIEVAL Apr 16, 2015 14:46:31 Page: 1 of 1
PRINT ITEM SELECTION MENU

The following data items can be printed. Choose the items in the order you

want them to appear on the printout. Keep in mind that you have an 80

column screen available, or a printer with either 80 or 132 column width.

1) Patient Name 13) Class/Beneficiary 25) Case Disposition

2) Sex 14) Medicare Eligibility 26) Next Case Review Dat
3) Race 15) Medicaid Eligibility 27) Designated MH Prov
4) Patient Age 16) Priv Ins Eligibility 28) Designated SS Provid
5) Patient DOB 17) Mailing Address-City 29) Designated A/SA Prov
6) Patient SSN 18) Home Phone 30) Designated Other Pro
7) Patient DOD 19) Mother®s Name 31) Designated Other (2)
8) Patient Chart # 20) Patient Flag Field 32) Personal History Ite

9) Community of Residen 21) Patient Flag Narrati 33) Pts Last Health Fact
10) County of Residence 22) Case Open Date

11) Tribe of Membership 23) Case Admit Date

12) Eligibility Status 24) Case Closed Date

Enter ?? for more actions
S Select Item(s) + Next Screen Q Quit Item Selection
R Remove ltem(s) - Previous Screen E Exit Report
Select Action: S//

Figure 13-5: Sample Print Item Selection Menu options

Use this menu to determine the data items on the report. Select the items in the order
that you want them to appear on the output. When through selecting, use the Quit
Item Selection action to dismiss the menu.

Next, the application displays the Sort Item Selection Menu (Figure 13-6).
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BH GENERAL RETRIEVAL Apr 16, 2009 14:49:47 Page: 1 of 1

SORT ITEM SELECTION MENU
The Patients displayed can be SORTED by ONLY ONE
IT you don"t select a sort item, the report will be sorted

of the following items.
by patient name.

Version 4.0 Patch 6

1) Patient Name 7) Community of Residen 13) Designated MH Prov
2) Sex 8) County of Residence 14) Designated SS Provid
3) Race 9) Tribe of Membership 15) Designated A/SA Prov
4) Patient DOB 10) Eligibility Status 16) Designated Other Pro
5) Patient DOD 11) Class/Beneficiary 17) Designated Other (2)
6) Patient Chart # 12) Patient Flag Field

Enter ?? for more actions
S Select ltem(s) + Next Screen Q Quit Item Selection
R Remove ltem(s) - Previous Screen E Exit Report

Select Action:

S//

Figure 13-6: Sample Sort Iltem Selection Menu options

Use this menu to determine how the data will be sorted on the report. If you do not
select any item (immediately use the Quit Item Selection option), the report will be
sorted by patient name.

Do you want a separate page for each Patient Name?
Use Y or N.

Would you like a custom title for this report?
Use Y or N. If you use Y, other prompts will display.

Do you wish to save this search/print/sort logic for future use?
Use Y or N. If you use Y, other prompts will display.

Demo Patient Inclusion/Exclusion

Use one of the following: | (include all patients), E (exclude demo patients), O
(include only demo patients).

The application provides a Report Summary that shows the criteria you selected.

Do you wish to
Use P (print output) or B (browse output on screen).

The application first displays the Patient Selection Criteria for the report.

After you move onto the next screen press Enter (to continue), the application
displays the patient listing report (Figure 13-6).
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FAkkkkkkkkx CONFIDENTIAL PATIENT INFORMATIQN ks
BH Patient Listing Page 1
PATIENT NAME SSN COMM RESIDENCE

A"PAT1,ALAYNA BROOKL XXX-XX-2160 HOWE
A"PAT1,WEBB AARON XXX-XX-4769 PORUM
ALPHA,ALICE ROCHELLE XXX-XX-6378 COLCORD
ALPHA,GERALDINE XXX-XX-7097 MUSKOGEE
Enter ?? for more actions
+ NEXT SCREEN - PREVIOUS SCREEN Q QUIT
Select Action: +//

Figure 13-7: Sample Patient Listing report

13.1.3 Designated Provider List (DP)

Use the DP option to produce the designated mental health provider list report.
Below are the prompts.

Which Designated Provider?
Use one of the following: M (mental health), S (social services), C (chemical,
dependency or alcohol/substance abuse), O (other), T (other non-RPMS).

Run Report for
Use one of the following: 1 (one provider) or 2 (all providers). If you use 1, other
prompts will display.

Demo Patient/Inclusion/Exclusion
Use one of the following: I (include all patients), E (exclude demo patients), O
(include only demo patients).

Do you wish to
Use P (print output) or B (browse output on screen).

The application displays the Designated Mental Health Provider List report (Figure
13-8).

FxxxxALx*x CONFIDENTIAL PATIENT INFORMATIQN ¥k
XX Page 1
DEMO INDIAN HOSPITAL
DESIGNATED MENTAL HEALTH PROVIDER LIST
PROVIDER: ALL

PATIENT NAME CHART # SEX DOB COMMUNITY LAST VISIT

PROVIDER: GPROVIDER,D

ALPHA,ALICE ROCHELLE 183497 F  06/25/97  COLCORD Jan 05, 2009
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ALPHAA,GLEN DALE 108704 M 11/10/81 TAHLEQUAH Apr 14, 2009
GPAT ,JANE ELLEN F 01/01/90 TUCSON Apr 15, 2009
MPAT11 ,SHERRY KEARNEY 197407 F 10/01/00 PEGGS Sep 28, 2007

+ Enter ?? for more actions >>>
+ NEXT SCREEN - PREVIOUS SCREEN Q QUIT

Select Action: +//

Figure 13-8: Sample Designated Mental Health Provider List report (for all providers)

The report subtotals by provider.

13.1.4 Patients with AT LEAST N Visits (GRT)

Use the GRT option to produce a report that shows a list of patients who have been
seen at least N number of times in a specified date range.

Below are the prompts.

Enter beginning Date
Specify the beginning date of the date range.

Enter ending Date
Specify the ending date of the date range.

Enter the minimum number of time the patient should have been seen
Use any number between 2 and 100.

Demo Patient/Inclusion/Exclusion

Use one of the following: I (include all patients), E (exclude demo patients), O
(include only demo patients).

Do you wish to
Use P (print output) or B (browse output on screen).

The application displays the patients seen at least N times report (Figure 13-9).

FxxxFIAAAX* CONFIDENTIAL PATIENT INFORMATION ootk
XX Page 1
DEMO INDIAN HOSPITAL
PATIENTS SEEN AT LEAST 3 TIMES
RECORD DATES: JAN 16, 2009 TO APR 16, 2015

PATIENT NAME CHART # SEX DOB LOCATION PROVIDER PROBLEM #
SEEN SEEN CODES VISITS
ALPHAA, CHELSEA 116431 F 02/07/75 CEDAR CITY BDOC111,BJ 1.1 67
CHEVAK BD0OC222,L0 12

CHINLE CHA CDOC1,JESS 14
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CHINLE HOS DEMO,DOCTO 15

DEMO INDIA GDOC12,RYA 22
+ Enter ?? for more actions >>>
+ NEXT SCREEN - PREVIOUS SCREEN Q QUIT
Select Action: +//

Figure 13-9: Sample Patients Seen at least 3 Times report

13.1.5 Patients Seen by Age and Sex (AGE)

Use the AGE option to produce a report that tallies the number of patients, who have
had an encounter, by age and sex. You will choose the item you want to tally. For
example, you can tally problems treated, or activities by age and sex. Any tally by
PROBLEM only includes the PRIMARY PROBLEM. You will be able to define the
age groups to be used.

Below are the prompts.

Choose an item to tally by age and sex
Use one of the following:

e 1). Program Type

e 2). POV/Problem (Problem Code)

e 3). Problem/POV (Problem Category)
e 4). Problem/POV

e 5). Location of Service

e 6). Type of Contact of Visit

e 7). Activity Code

e 8). Activity Category

e 9). Community of Service

The item you select will display down the left column of the report. Age
groups will be across the top.

Enter beginning Visit Date for Search
Specify the beginning date of the date range.

Enter ending Visit Date for Search
Specify the ending date of the date range.

The application displays the Visit Selection Menu (Figure 13-10).

BH GENERAL RETRIEVAL Dec 26, 2015 09:20:24 Page: 1 of 2
Visit Selection Menu

Visits can be selected based upon any of the following items. Select

as many as you wish, in any order or combination. An (*) asterisk indicates

items already selected. To bypass screens and select all Visits type Q.
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22)

Patient Name 23) Next Case Review Dat 45) Axis V

Patient Sex 24) Appointment/Walk-In 46) Flag (Visit Flag)
Patient Race 25) Interpreter Utilized 47) Primary Provider
Patient Age 26) Program 48) Primary Prov Discipl
Patient DOB 27) Visit Type 49) Primary Prov Affilia
Patient DOD 28) Location of Encounte 50) Prim/Sec Providers
Living Patients 29) Clinic 51) Prim/Sec Prov Discip
Chart Facility 30) Outside Location 52) POV (Prim or Sec)
Patient Community 31) SU of Encounter 53) POV (Prob Code Grps)
Patient County Resid 32) County of Service 54) Primary POV

Patient Tribe 33) Community of Service 55) POV (Problem Categor
Eligibility Status 34) Activity Type 56) POV Diagnosis Catego
Class/Beneficiary 35) Days in Residential 57) Procedures (CPT)
Medicare Eligibility 36) Days in Aftercare 58) Education Topics Pro
Medicaid Eligibility 37) Activity Category 59) Prevention Activity
Priv Ins Eligibility 38) Local Service Site 60) Personal History Ite
Patient Encounters O 39) Number Served 61) Designated MH Prov
Patient Flag Field 40) Type of Contact 62) Designated SS Provid
Case Open Date 41) Activity Time 63) Designated A/SA Prov
Case Admit Date 42) Inpatient Dispositio 64) Designated Other Pro
Case Closed Date 43) PCC Visit Created

Case Disposition 44) Axis IV

Enter ?? for more actions

Select Item(s) + Next Screen Q Quit Item Selection
Remove ltem(s) - Previous Screen E Exit Report

Select Action: S//

Figure 13-10: Sample Visit Selection Menu

Use this menu to select the visit selection criteria for the report. If you do not select
any criteria (immediately use the Quit Item Selection), all visits will be selected.
Do you wish to modify these age groups?
The application displays the currently defined age groups. Answer Y or N to this
prompt. If you use Y, other prompts will display. Use N to have the defined age
groups listed across the top of the report.
Demo Patient/Inclusion/Exclusion
Use one of the following: | (include all patients), E (exclude demo patients), O
(include only demo patients).
Do you wish to
Use P (print output) or B (browse output on screen).

The application displays the criteria for the report. After pressing Enter, the
application displays the Behavioral Health Record Listing report (Figure 13-11).

OUTPUT BROWSER Apr 16, 2015 15:20:53 Page: 1 of 23
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BEHAVIORAL HEALTH RECORD LISTING
REPORT REQUESTED BY: THETA,SHIRLEY

The following visit listing contains BH visits selected based on the
following criteria:

RECORD SELECTION CRITERIA

Encounter Date range: OCT 18, 2008 to APR 16, 2015

Report Type: RECORD COUNTS BY AGE/SEX
FxxxkAAxxx CONFIDENTIAL PATIENT INFORMATIQN “***asstskssksx
BEHAVIORAL HEALTH RECORD/ENCOUNTER COUNTS
PROBLEM DSM-5/CODE BY AGE AND
ENCOUNTER DATES: OCT 18, 2008 TO A

SEX: BOTH
PROB DSM/CODE NARRATIVE 0-0 1-4 5-14 15-19 20-
ACUTE STRESS REACTION . - .
ADMINISTRAT ION . . 2
ADULT ABUSE (SUSPECTED) ,UNSPEC . . .
ALCOHOL ABUSE . . 1
ALCOHOL ABUSE, CONTINUOUS . . . .
ALCOHOL ABUSE, EPISODIC, . . . 1
ALCOHOL ABUSE, IN REMISSION . . . .
ALCOHOL ABUSE, UNSPECIFIED . . 1 1
+ Enter ?? for more actions >>>
+ NEXT SCREEN - PREVIOUS SCREEN Q QUIT

Select Action: +//

Figure 13-11: Sample Behavioral Health Record Listing report

13.1.6 Case Status Reports (CASE)

Use the CASE option to access additional reports on the Case Status Reports menu
(Figure 13-12).

ACO Active Client List Using Case Open Date

ONS Cases Opened But Patient Not Seen in N Days
TCD Tally Cases Opened/Admitted/Closed

DOC Duration of Care for Cases Opened and Closed
SENO Patients Seen x number of times w/no Case Open

Select Case Status Reports Option:

Figure 13-12: Options on the Case Status Reports menu

13.1.6.1 Active Client List Using Case Open Date (ACO)

Use the ACO option to produce a report that shows a list of patients who have a case
open date without a case closed date.
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Below are the prompts:

Run the Report for which program
Use one of the following: O (one program) or A (all programs). If you use O,
other prompts will display.

Include cases opened by
Use one of the following: A(all provides) or O (one provider). If you use O, other
prompts will display.

Demo Patient/Inclusion/Exclusion
Use one of the following: I (include all patients), E (exclude demo patients), O
(include only demo patients).

Do you wish to
Use P (print output) or B (browse output on screen).

The application displays the active client list report (Figure 13-13).

ACTIVE CLIENT LIST
PROVIDER: PROVIDER R
ENCOUNTER DATES: OCT 1, 2015 TO NOV 24, 2015

PATIENT NAME CHART SEX DOB LOCATION PROVIDER PROBLEM #
NUMBER SEEN SEEN CODES VISITS
CLIENT A 106529 F 03705730 CHENEGA PROVIDER R F32.3 4
DEMO HOSPI STUDENT, EI F10.24
CLIENT B 901234 F 04/04/76 DEMO HOSPI PROVIDER R F42.
CLIENT C 200042 M 03/23/83 CHENEGA PROVIDER R F32.1 3
DEMO HOSPI STUDENT, FO F32.3
STUDENT, TW F32.3
CLIENT D 107468 M 05/20/69 DEMO HOSPI PROVIDER R F84.0 2
F32.2
CLIENT E 432098 M 04/04/75 DEMO HOSPI PROVIDER R F42. 1
CLIENT F 200614 F 05/17/90 CHENEGA PROVIDER R 1.1 3
STUDENT, TW F10.24
Total Number of Patients: 6

Figure 13-13: Sample view of active client list

13.1.6.2

Cases Opened But Patient Not Seen in N Days (ONS)

Use the ONS option to produce a report that shows a list of patients who have a case
open date, no closed date, and have not been seen in N days. The user will determine
the number of days to use.

Below are the prompts:
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Run the Report for which PROGRAM
Use one of the following: O (ONE program) or A (ALL programs). If you use O,
other prompts will display.

Include cases opened by
Use one of the following: A (Any provider) or O (One Provider). If you use O,
other prompts will display.

Enter the number of days since the patient has been seen
Specify the number of days (1-99999) to be used when determining which
patients should be included in the report.

Demo Patient/Inclusion/Exclusion
Use one of the following: I (include all patients), E (exclude demo patients), O
(include only demo patients).

Do you wish to
Use P (print output) or B (browse output on screen).

The application displays the Cases Opened but Patient Not Seen in N Days report
(Figure 13-14).

DEMO INDIAN HOSPITAL
ACTIVE CLIENT LIST (CASE OPEN & NOT SEEN IN 90 DAYS)

PATIENT NAME CHART SEX DOB CASE OPEN PROVIDER DATE LAST # DAYS
NUMBER DATE SEEN SINCE
Patient L 106299 F 11/28/85 01/01/06  GAMMAAA,DON 04/26/06 217
Patient M 102446 F 04/08/66 08/28/06 GAMMAAA,DON 03/28/06 246
Patient N 176203 M 03/04/60 10/10/05 GAMMAAA,DON 03/28/06 246
Patient O 164141 M 02/07/75 12/07/05  GAMMAAA,DON 04/25/06 218
Patient P 209591 F 04/16/62 07/25/06  ZETAAAA,MAT 07/25/06 127

Total Number of Patients: 5
Total Number of Cases: 5

Figure 13-14: Sample Cases Opened but Patient Not Seen in N Days report

13.1.6.3 Tally Cases Opened/Admitted/Closed (TCD)

Use the TCD option to produce a report that tallies the case open, admit, and closed
dates in a specified time period.

Below are the prompts:

Enter beginning of Time Period
Specify the beginning date of the date range.
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Enter ending of Time Period
Specify the ending date of the date range.

Run the Report for which PROGRAM
Use one of the following: O (one program) or A (All programs). If you use O,
other prompts will display.

Include cases opened by
Use one of the following: A (Any provider) or O (One providers). If you use O,
other prompts will display.

Demo Patient/Inclusion/Exclusion
Use one of the following: I (include all patients), E (exclude demo patients), O
(include only demo patients).

Do you wish to
Use P (print output) or B (browse output on screen).

The application displays the Tally of Cases Opened/Admitted/Closed report (Figure
13-15).

ALBUQUERQUE HOSPITAL
TALLY OF CASES OPENED/ADMITTED/CLOSED

Number of Cases Opened: 6
Number of Cases Admitted: 2
Number of Cases Closed: 2

Tally of Dispositions:
PATIENT DIED 1
PATIENT DMOVED 1
RUN TIME (H-M.S): 0.0.0
End of report. PRESS ENTER:

Figure 13-15: Tally of Cases Opened/Admitted/Closed report

13.1.6.4 Duration of Care for Cases Opened and Closed (DOC)

Use the DOC option to produce a report that shows a list of all closed cases in a
specified date range. In order to be included in this report, the case must have both a
case open and a case closed date. The duration of care is calculated by counting the
number of days from the case open date to the case closed date. Cases can be selected
based on Open date, Closed date, or both. Only those cases falling within the
specified time frame will be counted.
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Below are the prompts:

Enter Beginning Date
Specify the beginning date of the date range.

Enter Ending Date
Specify the ending date of the date range.

Please Select which Dates should be Used
Use one of the following: O (cases opened in that Date Range), C (cases closed in
that Date Range), or B (cases either opened or closed in that Date Range).

Run the Report for which PROGRAM
Use one of the following: O (One program) or A (All programs). If you use O,
other prompts will display.

Include cases opened by
Use one of the following: A (Any provider) or O (One provider). If you use O,
other prompts will display.

Do you want each Provider on a separate page?
Use Y (for yes) or N (for no).

Demo Patient/Inclusion/Exclusion
Use one of the following: I (include all patients), E (exclude demo patients), O
(include only demo patients).

Do you wish to
Use P (print output) or B (browse output on screen).

The application displays the Duration of Care report (Figure 13-16).

FxAFAIAAxxA CONFIDENTIAL PATIENT INFORMATIQON st

DEMO HOSP

ITAL

Case Dates: May 24, 2008 to May 24, 2010
DURATION OF CARE REPORT

PATIENT NAME CHART CASE OPEN CASE CLOSED DURATION POV PROVIDER
NUMBER DATE DATE

Patient A 148367 05/22/08 08/22/08 92 days BETA,B

Patient B 114077 06/27/08 08/28/08 62 days BETA,B

Patient B 114077 07/25/08 08721708 27 days BETA,B

Total Number of Cases for BETAA,B: 3
Average Duration of Care: 60.33 days

Patient C

211053 04/19/08 08716708 119 days 72.1 SIGMA,ROBER

Total Number of Cases for SIGMA,ROBERTA: 1
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Average Duration of Care: 119.00 days

Patient D 146565 08/01/08 08/16/08 15 days 305.62 THETA,MAUDE
Total Number of Cases for THETA,MAUDE: 1
Average Duration of Care: 15.00 days

Patient E 148256 07/25/08 09/01/08 38 days THA,VICTOR
Total Number of Cases for THA,VICTOR L: 1
Average Duration of Care: 38.00 days

Patient F 106030 05/22/08 08/30/08 100 days UPSILON,GEO
Total Number of Cases for UPSILON,GEORGE G: 1
Average Duration of Care: 100.00 days

Total Number of Cases: 7
Average Duration of Care: 64.71 days

Figure 13-16: Sample Duration of Care report

At the end of the report, the application provides the total number of cases for the
provider and the average duration of care.

13.1.6.5 Patient Seen x number of times w/no Case Open (SENO)

Use the SENO option to produce a report that shows a list of patients, in a specified
date range, who have been seen a certain number of times but do not have open cases.
The user, based on the program’s standards of care, specifies when a case is to be
opened. For example, a case will be opened if a patient has been seen at least three
times.

Below are the prompts:

Enter Beginning Visit Date
Specify the beginning date of the date range.

Enter Ending Visit Date
Specify the ending date of the date range.

Run Report for which PROGRAM
Use one of the following: M (Mental Health), S (Social Services), O (Other), or C
(Chemical Dependency).

Include visits to
Use one of the following: A (All providers) or O (One provider). If you use O,
other prompts will display.

Enter number of visits

Specify the number of visits with no case opened.
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Demo Patient/Inclusion/Exclusion
Use one of the following: I (include all patients), E (exclude demo patients), O
(include only demo patients).

Do you wish to
Use P (print output) or B (browse output on screen).

The application displays the Patients Seen at least N times with no Case Open Date
report (Figure 13-17).

PATIENTS SEEN AT LEAST 3 TIMES WITH NO CASE OPEN DATE
VISIT DATE RANGE: Oct 01, 2015 to Jan 01, 2016
VISITS TO PROGRAM: MENTAL HEALTH

PATIENT NAME CHART SEX DOB # LAST VISIT LAST PROVIDER
NUMBER VISITS DX

CLIENT SR 116431 F 02/07/75 14 10/10/15 F02.80 PROVIDER B
CLIENT BA 188444 M 10/14/79 22 10/28/15 F19.181 PROVIDER B
CLIENT BK 113419 M 07/18/85 5 10702715 T74.31XD PROVIDER B
CLIENT AB 201295 M 05/14/41 4 11/22/15 Z59.5 PROVIDER F
CLIENT CA 171659 F 12/07/94 4 12/09/15 F64 .1 PROVIDER B
CLIENT SM 152608 M 02/25/86 4 12/19/15 F54 PROVIDER B
CLIENT YE 194181 M 08721798 7 11/19/15 F15.24 PROVIDER Y

Total Number of Patients: 3

Figure 13-17: Sample Patients Seen at least N times with no Case Open Date report

13.1.7 GAF Scores for Multiple Patients (GAFS)

Use the GAFS option to produce a report that lists the GAF scores for multiple
patients, sorted by patient. Only visits with GAF scores recorded will display on this
list.

Below are the prompts.

Enter Beginning Date of Visit
Specify the beginning date of the date range.

Enter Ending Date of Visit
Specify the ending date of the date range.

List visits/GAF Scores for which program

Use one of the following: O (one program) or A (all programs). If you use O,
other prompts will display.
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Include visits to
Use one of the following: A (all providers) or O (one provider). If you use O,
other prompts will display.

Demo Patient/Inclusion/Exclusion
Use one of the following: I (include all patients), E (exclude demo patients), O
(include only demo patients).

Do you wish to
Use P (print output) or B (browse output on screen).

The application displays the GAF Scores for Multiple Patients report (Figure 13-18).

XX Apr 17, 2009 Page 1

GAF SCORES FOR MULTIPLE PATIENTS
Visit Dates: Oct 19, 2008 to Apr 17, 2009
Program: ALL
Provider: ALL

PATIENT NAME HRN Date GAF TYPE Provider PG Diagnosis/POV

BETAAAA,MINNIE 145318 09/17/10 99 LJILKILK GAMMAA,RY M 296.40-BIPOLAR 1 DISOR

DEMO,JAMES WILL 192636 07/19/10 75 GAAMMAA,D M 300.02-GENERALIZED ANX
CHI ,ROBERT MITC 186585 09/16/10 66 test GAMMAA,RY M 293.82-PSYCHOTIC DISOR
+ Enter ?? for more actions >>>
+ NEXT SCREEN - PREVIOUS SCREEN Q QUIT

Select Action: +//

Figure 13-18: Sample GAF Scores for Multiple Patients report

13.1.8 Listing of No-Show Visits in a Date Range (NSDR)

Use the NSDR option to print a list of visits with POVs related to No Shows and
Cancellations for multiple patients. The user will specify the date range, program, and
provider.

Below are the prompts.

Enter Beginning Date
Specify the beginning date of the date range.

Enter Ending Date
Specify the ending date of the date range.
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Run the Report for which PROGRAM
Use one of the following: O (ONE program) or A (All programs). If you use O,
other prompts will display.

Include visits for
Use one of the following: A (All providers) or O (One provider). If you use O,
other prompts will display.

How would you like the report sorted
Use P (patient name) or D (date of visit).

Demo Patient/Inclusion/Exclusion
Use one of the following: I (include all patients), E (exclude demo patients), O
(include only demo patients).

Do you wish to
Use P (print output) or B (browse output on screen).

The application displays the Behavioral Health No Show Appointment Listing report
(Figure 13-19).

FxxxIAAAX* CONFIDENTIAL PATIENT INFORMATIQN ootk
DEMO INDIAN HOSPITAL Page 1

BEHAVIORAL HEALTH NO SHOW APPOINTMENT LISTING
Appointment Dates: OCT 19, 2014 and APR 17, 2015

PATIENT NAME HRN DATE/TIME PROVIDER PG POV
BPAT ,ROBERT JACOB 207365 Jan 05, 2009@12:00 CBETA,JESSIC M 8-FAILED APPOI
FPAT1111,CHARLES R 112383 Dec 30, 2008 BETAAAA,BJ M 8.1-PATIENT CANC
RPAT111,BEULAH 140325 Feb 12, 2009@12:00 GAMMAA,RYAN S 8-FAILED APPOI
VPAT1,RACHEL MAE 201836 Jan 06, 2009@12:00 LAMBDAAA,MIC O 8.3-DID NOT WAIT
Total # of Patients: 4 Total # of No Show Visits: 4

Enter ?? for more actions >>>
+ NEXT SCREEN - PREVIOUS SCREEN Q QUIT

Select Action: +//

Figure 13-19: Sample Behavioral Health No Show Appointment Listing report

At the end of the report, the application shows the total number of patient and the
total number of no show visits.

13.1.9 Patient List for Personal Hx Items (PERS)

Use the PERS option to produce the List of Patients with Personal History Items
report.
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Below are the prompts.

Demo Patient/Inclusion/Exclusion

Use one of the following: I (include all patients), E (exclude demo patients), O
(include only demo patients).

Do you wish to
Use P (print output) or B (browse output on screen).

Figure 13-20 shows the List of Patients with Personal History Items report.

XX DEMO INDIAN HOSPITAL
PERSONAL HISTORY LIST BY PATIENT Jul 13, 2015@09:53:05 Page 1
PATIENT SEX AGE CHART NUMBER

ALCOHOL USE

ALPHAA, SAUNDRA KAY FEMALE 58 117175

BETA,BRENNA KAY FEMALE 21 155215

BETA,HEATHER LINDA PAIGE FEMALE 73 142321

BETAA,STEVEN MALE 29 188444

GAMMA , JANE ELLEN FEMALE 19

GAMMA , TIMOTHY MALE 29

PHIT111,GREGORY SHANE MALE 42 184929

SIGMAAA,AMY LYNN FEMALE 65 130119

Enter ?? for more actions >>>

+ NEXT SCREEN - PREVIOUS SCREEN Q QUIT

Select Action: +//

Figure 13-20: Sample List of Patients with Personal History Items report

The application will display a sub-count for each Personal History Item.

13.1.10 Placements by Site/Patient (PPL)

Use the PPL option to produce a report that shows a list of patients who have had a
placement disposition recorded in a specified date range.

Below are the prompts.

Enter beginning Date
Specify the beginning date of the date range.

Enter ending Date
Specify the ending date of the date range.

How would you like this report sorted
Use P (alphabetically by patient name) or S (alphabetically by site referred to).
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Demo Patient/Inclusion/Exclusion

Use one of the following: | (include all patients), E (exclude demo patients), O
(include only demo patients).

Do you wish to
Use P (print output) or B (browse output on screen).

The application displays the Placements report (Figure 13-21).

FAaAAFFIAAIX* CONFIDENTIAL PATIENT INFORMATION stk

XX Page 1
DEMO INDIAN HOSPITAL
PLACEMENTS
PLACEMENT DATES: OCT 19, 2014 TO APR 17, 2015
PATIENT NAME HRN DATE POV  PLACEMENT FACILITY REFERRED TO
PLACED

ALPHA,JACOB SCOTT 102668 05/03/09 295.15 E
APATT,CHELSEA MAR 116431 03/25/09 12 OUTPATIENT
Placement Made by: GAMMAA,RYAN
Designated SS Prov: BETA,BETAA

BPATT,RUSTY LYNN 207396 04/06/09 15 OUTPATIENT
Placement Made by: GAMMAA,RYAN
BPATTTT ,ADAM M 109943 04/07/09 311. OUTPATIENT
Placement Made by: GAMMAA,RYAN
Enter ?? for more actions >>>
+ NEXT SCREEN - PREVIOUS SCREEN Q QUIT

Select Action: +//

Figure 13-21: Sample Placements report

Near the end of the report, the report shows subtotals by Placement Type, subtotals by
Facility Referred, and the Total Number of Placements.

13.1.11 Listing of Patients with Selected Problems (PPR)

Use the PPR option to produce a report that lists all patients who have been seen for a
particular diagnosis/problem in a specified date range. For example, you can enter all
suicide problems codes (39, 40, and 41) and you will get a list of all patients seen for
suicide and can then use this report to assist in follow up activities. The report will list
the Designated Provider, the Patient Name, the date seen for this problem, and the
date last seen.

Below are the prompts.

Which Type

Use one of the following: P (Problem Code and all DSM codes grouped under it),
or D (individual problem or DSM codes).
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Below are prompts for the P type:

Enter Problem Code
Enter the problem code. The application lists the problem/diagnosis codes that
will be included. The next prompt allows you to enter another problem code.
Enter Beginning Visit Date
Specify the beginning date of the date range.

Enter Ending Visit Date
Specify the ending date of the date range.

Demo Patient/Inclusion/Exclusion
Use one of the following: I (include all patients), E (exclude demo patients), O
(include only demo patients).

Do you wish to
Use P (print output) or B (browse output on screen).

The application displays the Patients Seen with Selected Diagnosis/Problems report
(Figure 13-22).

XX Apr 17, 2015 Page 1

PATIENTS SEEN WITH SELECTED DIAGNOSES/PROBLEMS
Visit Dates: Oct 19, 2008 to Apr 17, 2009

PATIENT NAME HRN DOB SEX PROV DX DX DATE SEEN LAST VIS
APATQ,ABIGAIL 103952 02/25/32 F BJB 41 12708708 12/29/08
BPAT ,ROBERT JACOB 207365 02/06/55 M JC 41 12/29/08 01/05/09
FPAT12 ,AMANDA ROSE 186121 01/10/98 F DG 40 12701708 12/30/08
YPATB,ANNEMARIE LEE 105883 02/11/44 F DG 40 04/06/09 04/06/09

Designated MH Prov: GALPHA,DENISE
Designated SS Prov: GAMMAA,RYAN
Enter ?? for more actions >>>
+ NEXT SCREEN - PREVIOUS SCREEN Q QUIT
Select Action: +//

Figure 13-22: Sample Patients Seen with Selected Diagnosis/Problems report (P type)
Below are the prompts for the D (individual problem or DSM codes) type:

Enter Problem/Diagnosis Code

Specify the problem/diagnosis code. The next prompt allows you to enter another
problem/diagnosis code.
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Enter beginning Visit Date
Specify the beginning date of the date range.

Enter ending Visit Date
Specify the ending date of the date range.

Demo Patient/Inclusion/Exclusion
Use one of the following: | (include all patients), E (exclude demo patients), O
(include only demo patients).

Do you wish to
Use P (print output) or B (browse output on screen).

The application displays the Patients Seen with Selected Diagnosis/Problems report
(Figure 13-23).

XX Oct 17, 2015 Page 1

PATIENTS SEEN WITH SELECTED DIAGNOSES/PROBLEMS
Visit Dates: Oct 19, 2008 to Apr 17, 2009

PATIENT NAME HRN DOB SEX PROV DX DX DATE SEEN LAST VIS

ALPHA,CHELSEA MARIE 116431 02/07/75 F DG F33.1 10/06/15 10/16/15
Designated SS Prov: BDOC11,BJ

ALPHA ,MISTY DAWN 131668 04/21/46 F rust 200.20 02/04/09 06/12/09

Designated SS Prov: DEMO,PSYCHIATRIST

Enter ?? for more actions >>>
+ NEXT SCREEN - PREVIOUS SCREEN Q QUIT
Select Action: +//

Figure 13-23: Sample Patients Seen with Selected Diagnosis/Problems report (D type)

13.1.12 Screening Reports (SCRN)
Use the SCRN option to access the Screening Reports menu (Figure 13-24).

B

*x IHS Behavioral Health System *x
** Screening Reports **

EAEEXEAAXEAAXAAXEAAXAAXAAXAAAXAAXAAAAAXAAAXAAAXAAXAXAAXX

Version 4.0 (Patch 6)
DEMO INDIAN HOSPITAL
1PV IPV/DV Reports ...

ALC Alcohol Screening Reports ...
DEP Depression Screening Reports ...
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PHQ PHQ-2, PHQ-9 and PHQ-T Scores for One Patient
PHQS PHQ-2 PHQ-9, PHQ-9T Scores for Multiple Patients

Select Screening Reports Option:

Figure 13-24: Options on the Screening Reports menu

13.1.12.1 IPV/DV Reports (IPV)
Use the IPV option to access the IPV/DV Report menu (Figure 13-25).

B S T s S e

*x IHS Behavioral Health System *x
** IPV/DV Reports **

EEAEEAXEAAXEAAXAAXEAAXAAXAAXAAAXAAXAAAAAXAAAAAAXAAXAXAAXX

Version 4.0 (Patch 6)

DEMO INDIAN HOSPITAL

DVP Tally/List Patients with IPV/DV Screening

DVS Tally/List IPV/DV Screenings

I1SSP List all IPV/DV Screenings for Selected Patients
IPST Tally/List Pts in Search Template w/IPV Screening
IVST Tally List all IPV Screenings for Template of Pts

Select IPV/DV Reports Option:

Figure 13-25: Options on the IPV/DV Reports menu

13.1.12.1.1  Tally/List Patients with IPV/DV Screening (DVP)

This report will tally and optionally list all patients who have had IPV screening
(PCC Exam code 34) or a refusal documented in a specified time frame. This report
will tally the patients by age, gender, result, provider (either exam provider, if
available or primary provider on the visits), clinic, date of screening, designated PCP,
MH Provider, SS Provider and A/SA Provider.

Notes:
e The last screening/refusal for each patient is used. If a patient was screened
more than once in the time period, only the latest is used in this report.

e This report will optionally, look at both PCC and the Behavioral Health
databases for evidence of screening/refusal

Below are prompts for the DVP report:

Enter Beginning Date for Screening
Enter the beginning date of the date range for the screening.
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Enter Ending Date for Screening
Enter the ending date of the date range for the screening.

Which items should be tallied: (0-11)
Select which items you want to tally on this report (Figure 13-26):

0) Do not include any Tallies 6) Date of Screening

1) Result of Screening 7) Primary Provider on Visit

2) Gender 8) Designated MH Provider

3) Age of Patient 9) Designated SS Provider

4) Provider who Screened 10) Designated ASA/CD Provider

5) Clinic 11) Designated Primary Care Provider

Which items should be tallied: (0-11)://

Figure 13-26: List of options from which to tally the report
The response must be a list or range, e.g., 1,3,5 or 2-4,8.

Would you like to include IPV/DV Screenings documented in the PCC clinical
database?

Use Y (yes) or N (no).

Would you like to include a list of patients screened?
Use Y (yes) or N (no). If you use Y, the following prompt will display.

How would you like the list to be sorted
Figure 13-27 lists the possibilities.

Select one of the following:

Health Record Number
Patient Name

Provider who screened
Clinic

Result of Exam

Date Screened

Age of Patient at Screening
Gender of Patient

Terminal Digit HRN

A ®O>00VOTVT=ZI

How would you like the list to be sorted: H//

Figure 13-27: List of options to sort the list
The default is H (Health Record Number).

Display the Patient’s Designated Providers on the list?
Use Y (yes) or N (no).
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Demo Patient/Inclusion/Exclusion

Use one of the following: I (include all patients), E (exclude demo patients), O
(include only demo patients).

DEVICE
Specify the device to output the report.

Figure 13-28 shows a sample report.

XXX May 18, 2016 Page 1

***]PV SCREENING VISIT LISTING FOR SELECTED PATIENTS***
Screening Dates: May 18, 2009 to May 18, 2016

Patient Name HRN AGE DATE RESULT CLINIC
BETAA,CECILE 103465 42 F 07/09/16  NEGATIVE TELEBEHAVIORAL HE
Comment: Exposure to violence as a child
DXs: T43.205A ANTIDEPRESSANT DISCONTINUATION SYNDROME, INITIAL ENCOUNTER
Primary Provider on Visit: GAMMAA, RYAN
Provider who screened: GAMMAA, RYAN

DELTA,CANDI LYNN 115655 40 F 12/19/15 NEGATIVE MENTAL HEALTH

Comment: Patient says she wouldn’t tolerate DV since she was a child abuse victim
and spent years in counseling to deal with her issues.

DXs: F42. HOARDING DISORDER

Primary Provider on Visit: ALPHAA,DENNY

Provider who screened: BETA, CHARLENE

EPSILON, JANICE 116431 18 F 01/15/15 NEGATIVE MEDICAL SOCIAL SERVI
Comment: Patient denies any current domestic violence.
DXs: F84.0 AUTISM SPECTRUM DISORDER
Primary Provider on Visit: DELTA,GLORIA
Provider who screened: DELTA,GLORIA:

Figure 13-28: Sample output of the IPV Screening Patient Tally and Patient Listing report

13.1.12.1.2  Tally/List IPV/DV Screenings (DVS)

This report will tally and optionally list all visits on which IPV screening (Exam code
34) or a refusal was documented in a specified time frame. This report will tally the
visits by age, gender, result, provider (either exam provider, if available, or primary
provider on the visit), and date of screening/refusal.

Note:
e This report will optionally, look at both the Behavioral Health and PCC
clinical databases for evidence of screening/refusal.

e Please enter the date range during which the screening was done. To get all
screenings ever put in a long date range like 01/01/1980 to the present date.

Below are prompts for the DVS report:
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Enter Beginning Date for Screening
Enter the beginning date of the date range for the screening.

Enter Ending Date for Screening
Enter the ending date of the date range for the screening.

Which items should be tallied: (0-11)
Select which items (Figure 13-29) you want to tally on this report:

0) Do not include any Tallies 6) Date of Screening

1) Result of Screening 7) Primary Provider on Visit

2) Gender 8) Designated MH Provider

3) Age of Patient 9) Designated SS Provider

4) Provider who Screened 10) Designated ASA/CD Provider

5) Clinic 11) Designated Primary Care Provider

Which items should be tallied? (0-11)://

Figure 13-29: List of options from which to tally the report
The response must be a list or range, e.g., 1,3,5 or 2-4,8.

Would you like to include IPV/DV Screenings documented in the PCC clinical
database?

Use Y (yes) or N (no).

Would you like a list of visits w/screenings done?
Use Y (yes) or N (no). If you use Y, the following prompt will display.

How would you like the list to be sorted
Figure 13-30 lists the options.

Select one of the following:

Health Record Number
Patient Name

Provider who screened
Clinic

Result of Exam

Date Screened

Age of Patient at Screening
Gender of Patient

Terminal Digit HRN

A ®OX>00VOTVT=ZI

How would you like the list to be sorted? H//

Figure 13-30: List of options to sort the list

The default is H (Health Record Number).
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Demo Patient/Inclusion/Exclusion

Use one of the following: I (include all patients), E (exclude demo patients), O
(include only demo patients).

DEVICE
Specify the device to output the report.

Figure 13-31 shows a sample report.

*** JPV SCREENING VISIT TALLY AND VISIT LISTING ***
Screening Dates: Oct. 31, 2013 to Dec. 30, 2013
This report excludes PCC Clinics

# % of patients
Total Number of Visits with Screening 2
Total Number of Patients screened 2
By Result
NEGAT IVE 1 50.0%
PRESENT 1 50.0%
By Provider who screened
GARCIA,RYAN 1 50.0%
WI1SDOM, WENDY 1 50.0%

By Date

Figure 13-31: Sample output of the IPV Screening Visit Tally and Visit Listing report

13.1.12.1.3  Listall IPV/DV Screenings for Selected Patients (ISSP)

This report will list all patients you select who have had IPV screening or a refusal
documented in a specified time frame. You will select the patients based on age,
gender, result, provider, or clinic where the screening was done. You will enter a date
range during which the screening was done.

Please enter the date range during which the screening was done. To get all
screenings ever put in a long date range like 01/01/1980 to the present date.

Below are prompts for the ISSP report:

Enter Beginning Date for Screening
Enter the beginning date of the date range for the screening.

Enter Ending Date for Screening
Enter the ending date of the date range for the screening.
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Would you like to include screenings documents in non-behavioral health clinics
(those documented in PCC)?

Use Y (yes) or N (no).

Include which patients in the list
Use one of the following: F (FEMALES only), M (MALES only), B (Both
MALE and FEMALES).

Would you like to restrict the report by Patient age range?
Use Y (yes) or N (no). If you use Y, other prompts will display.

Which result value do you want included in this list: (1-7)
Figure 13-32 shows the possible options.

1) Normal/Negative

2) Present

3) Past

4) Present and Past

5) Refused

6) Unable to Screen

7) Screenings done with no result entered
8) Referral Needed

Figure 13-32: List of options used to be included in the list

You can limit the list to only patients who have had a screening in the time period
on which the result was any combination of the following: (e.g., to get only those
patients who have had a result of Present enter 2 to get all patients who have had a
screening result of Past or Present, enter 2,3).

Include visits to ALL clinics?

Use Y (yes) or N (no).

Report should include visits whose PRIMARY PROVIDER on the visit is
Figure 13-33 shows the possible options. If you use O, other prompts will display.

Select one of the following:

0 One Provider Only
P Any/All Providers (including unknown)
U Unknown Provider Only

Figure 13-33: Options for visits to be used on the report

Select which providers who performed the screening should be included
Figure 13-34 shows the possible options. If you use O, other prompts will display.
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Select one of the following:

0 One Provider Only
P Any/All Providers (including unknown)
u Unknown Provider Only

Figure 13-34: Options for providers to be used on the report
Would you like to limit the list to just patients who have a particular designated
Mental Health provider?

Use Y (yes) or N (no). If you use Y, other prompts will display.
Would you like to limit the list to just patients who have a particular designated
Social Services provider?

Use Y (yes) or N (no). If you use Y, other prompts will display.
Would you like to limit the list to just patients who have a particular designated
ASA/CD provider?

Use Y (yes) or N (no). If you use Y, other prompts will display.

Select Report Type
Use one of the following: L (List of Patient Screenings) or S (Create a Search
Template of Patients). If you use S, other prompts will display.

How would you like the list to be sorted

Figure 13-25 shows the possible selections. The default is H (Health Record
Number).

Select one of the following:

Health Record Number
Patient Name

Provider who screened
Clinic

Result of Exam

Date Screened

Age of Patient at Screening
Gender of Patient

Terminal Digit HRN

—®O>00VTOTVT=ZI

Figure 13-35: List of options to sort the list

Display the Patient’s Designated Providers on the list?
Use Y (yes) or N (no).

Demo Patient/Inclusion/Exclusion

Use one of the following: I (include all patients), E (exclude demo patients), O
(include only demo patients).
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DEVICE
Specify the device to output the report.

The application displays the criteria for the report. After pressing Return, the
application displays the report (Figure 13-36).

XXX May 18, 2016 Page 1

***]PV SCREENING VISIT LISTING FOR SELECTED PATIENTS***
Screening Dates: May 18, 2009 to May 18, 2016

Patient Name HRN AGE DATE RESULT CLINIC
BETAA,CECILE 103465 42 F 10/09/15  NEGATIVE TELEBEHAVIORAL HE
Comment: Exposure to violence as a child
DXs: T43.205A ANTIDEPRESSANT DISCONTINUATION SYNDROME, INITIAL ENCOUNTER
Primary Provider on Visit: GAMMAA, RYAN
Provider who screened: GAMMAA, RYAN

DELTA,CANDI LYNN 115655 40 F 12/19/15 NEGATIVE MENTAL HEALTH
Comment: Patient says she wouldn’t tolerate DV since she was a child abuse victim
and spent years in counseling to deal with her issues.
DXs: F42. HOARDING DISORDER
Primary Provider on Visit: ALPHAA,DENNY
Provider who screened: BETA, CHARLENE

EPSILON, JANICE 116431 18 F 01/15/16  NEGATIVE MEDICAL SOCIAL SERVI
Comment: Patient denies any current domestic violence.
DXs: F84.0 AUTISM SPECTRUM DISORDER
Primary Provider on Visit: DELTA,GLORIA
Provider who screened: DELTA,GLORIA

Figure 13-36: Sample IPV Screening Visit Listing for Selected Patients report

13.1.12.1.4  Tally/List Pts in Search Template w/IPV Screening (IPST)

Note: This IPV/DV report is intended for advanced RPMS users
who are experienced in building search templates and using
Q-MAN.

TALLY AND LISTING OF PATIENT'S RECEIVING IPV SCREENING,
INCLUDING REFUSALS ONLY PATIENTS WHO ARE MEMBERS OF A USER
DEFINED SEARCH TEMPLATE ARE INCLUDED IN THIS REPORT

This report will tally and list all patients who are members of a user defined search
template. It will tally and list their latest IPV screening (Exam code 34) or a refusal
documented in a specified time frame. This report will tally the patients by age,
gender, result, screening provider, primary provider of the visit, designated primary
care provider, and date of screening/refusal.

e The last screening/refusal for each patient is used. If a patient was screened
more than once in the time period, only the latest is used in this report.
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e This report will optionally, look at both PCC and the Behavioral Health
databases for evidence of screening/refusal.

13.1.12.1.5  Tally/List all PIV Screenings for Template of Pts (IVST)

*Please Note: This IPV/DV report is intended for advanced RPMS users who are
experienced in building search templates and using Q-MAN.

TALLY AND LISTING OF ALL VISITS W/IPV SCREENING, INCLUDING
ONLY PATIENTS WHO ARE MEMBERS OF A USER DEFINED SEARCH
TEMPLATE ARE INCLUDED IN THIS REPORT

This report will tally and optionally list all visits on which IPV screening (Exam code
34) or a refusal was documented in a specified time frame. This report will tally the
visits by age, gender, result, provider (either exam provider, if available, or primary
provider on the visit), and date of screening/refusal. This report will optionally look at
both Behavioral Health and PCC databases for evidence of screening/refusal.

13.1.12.2 Alcohol Screening Reports (ALC)
Use the ALC option to access the ALC Report menu (Figure 13-27).

B R S S s s e

*x IHS Behavioral Health System *x
** Alcohol Screening Reports **

EEAEEXEAAXEAAXAXEAAXAAXAAXAAAXAAXAAAAAXAAAXAAAXAAAAXAAXX

Version 4.0 (Patch 6)
DEMO INDIAN HOSPITAL

ASP Tally/List Patients with Alcohol Screening

ALS Tally/List Alcohol Screenings

ASSP List all IPV/DV Screenings for Selected Patients
APST Tally/List Pts in Search Template w/Alcohol Screening
AVST Tally List all Alcohol Screenings for Template of Pts

Select Alcohol Screening Reports Option:

Figure 13-37: Options on the ALC Reports menu

13.1.12.2.1 Tally/List Patients with Alcohol Screening (ASP)
This report will tally and optionally list all patients who have had ALCOHOL

screening or a refusal documented in a specified time frame. Alcohol Screening is
defined as any of the following documented:

e Alcohol Screening Exam (Exam code 35)

e Measurements: AUDC, AUDT, CRFT

e Health Factor with Alcohol/Drug Category (CAGE)

e Diagnoses V79.1, 29.1
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e Education Topics: AOD-SCR, CD-SCR
e CPT Codes: 99408, 99409, G0396, G0397, H0049
e refusal of exam code 35

This report will tally the patients by age, gender, screening exam result, provider
(either exam provider, if available or primary provider on the visits), clinic, date of
screening, designated PCP, MH Provider, SS Provider and A/SA Provider.

Notes:
e The last screening/refusal for each patient is used. If a patient was screened
more than once in the time period, only the latest is used in this report.

e This report will optionally, look at both PCC and the Behavioral Health
databases for evidence of screening/refusal.

e This s atally of patients, not visits or screenings.
Please enter the date range during which the screening was done. To get all
screenings ever put in a long date range like 01/01/1980 to the present date.

Below are the prompts.

Enter Beginning Date for Screening
Specify the beginning date of the date range.

Enter Ending Date for Screening
Specify the ending date of the date range.

Which items should be tallied

Specify which items you would like to have displayed in the report. The
application provides a list of items. Your response must be a list (like 1,3,5) or a
range (2-4, 8).

Would you like to include ALCOHOL Screenings documented in the PCC clinical
database?

Use Y (Yes) or N (No).

Would you like to include a list of patients screened?
Use Y (Yes) or N (No).

If you answered Yes to this question, the next prompt will display:

How would you like this report sorted
Use only one of the items in the list provided by the application.
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Display the Patient’s Designated Providers on the list?
Use Y (Yes) to display the patient’s Designated Providers or N (No) to bypass
this option.

Demo Patient/Inclusion/Exclusion
Use one of the following: I (include all patients), E (exclude demo patients), O
(include only demo patients).

Do you wish to
Use P (print output) or B (browse output on screen).

The application displays the Tally/List Patients with Alcohol Screenings report
(Figure 13-38).

XX Oct 07, 2010 Page 1
*** ALCOHOL SCREENING PATIENT TALLY AND PATIENT LISTING ***

Screening Dates: Sep 07, 2010 to Oct 07, 2010
This report excludes data from the PCC Clinical database

# % of patients
Total Number of Patients screened 4

By Result
NEGAT IVE 1 25.0%
POSITIVE 2 50.0%
REFUSED SCREENING 1 25.0%
By Gender

F 3 75 .0%

M 1 25.0%
By Age
26 yrs 1 25.0%
27 yrs 1 25.0%
44 yrs 1 25._0%
48 yrs 1 25.0%

Figure 13-38: Sample Tally/List Patients with Alcohol Screenings report

13.1.12.2.2 Tally/List Alcohol Screening (ALYS)

This report will tally and optionally list all visits on which ALCOHOL screening or a
refusal was documented in a specified time frame.

Alcohol Screening is defined as any of the following documented:

e Alcohol Screening Exam (Exam code 35)
e Measurements: AUDC, AUDT, CRFT
e Health Factor with Alcohol/Drug Category (CAGE)
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Diagnoses V79.1, 29.1

Education Topics: AOD-SCR, CD-SCR

CPT Codes: 99408, 99409, G0396, G0397, H0049
refusal of exam code 35

This report will tally the visits by age, gender, result, screening result, provider (either
exam provider, if available, or primary provider on the visit), clinic, date of screening,
designated PCP, MH Provider, SS Provider, and A/SA Provider.

Notes:
e This report will optionally, look at both PCC and the Behavioral Health
databases for evidence of screening/refusal.

e This is atally of visits with a screening done, if a patient had multiple
screenings during the time period, all will be counted.

Please enter the date range during which the screening was done. To get all
screenings ever put in a long date range like 01/01/1980 to the present date.

Below are the prompts.

Enter Beginning Date for Screening
Specify the beginning date of the date range.

Enter Ending Date for Screening
Specify the ending date of the date range.

| Note: This date range indicates when the screening was done.

Which items to be tallied

Specify which items you would like to have displayed in the report. The
application provides a list. Your response must be list (like 1,3,5) or a range (2-4,
8).

Would you like to include ALCOHOL Screenings documented in the PCC clinical
database

Use Y (Yes) or N (No).

Would you like to include a list of visits w/screenings done?
Use Y (Yes) or N (No).

How would you like this report sorted
The report can be sorted by only one of the items in the list.
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Demo Patient/Inclusion/Exclusion

Use one of the following: I (include all patients), E (exclude demo patients), O
(include only demo patients).

Do you wish to
Use P (print output) or B (browse output on screen).

The application displays the Tally/List Alcohol Screenings report (Figure 13-39).

***  ALCOHOL SCREENING VISIT TALLY AND VISIT LISTING ***
Screening Dates: Sep 10, 2010 to Dec 09, 2010
This report excludes PCC Clinics

# % of patients
Total Number of Visits with Screening 4
Total Number of Patients screen 4
By Result
NEGAT IVE 1 25.0%
POSITIVE 2 50.0%
REFUSED SCREENING 1 25.0%
By Gender
FEMALE 3 75 .0%
MALE 1 25.0%
By Age
26 yrs 1 25.0%
27 yrs 1 25._.0%
44 yrs 1 25.0%
48 yrs 1 25._.0%
By Provider who screened
ALPHAA, GEORGE C 1 25.0%
BETAA, FRANK S 1 25.0%
GAMMA, MATT 1 25.0%
OMICRON, STEVE N 1 25.0%
By Primary Provider of Visit
ALPHAA, GEORGE C 1 25.0%
BETAA,FRANK S 1 25.0%
WEARY, MATT 1 25.0%
OMICRON, STEVE N 1 25.0%
By Designated Primary Care Provider
UNKNOWN 3 75.0%
RHOO000,HELEN K 1 25.0%
By Clinic
ALCOHOL AND SUBSTANCE 1 25.0%
MEDICAL SOCIAL SERVICES 1 25.0%
MENTAL HEALTH 2 50.0%
By Date
Jul 25, 2006 1 25.0%
Aug 09, 2006 1 25.0%
Aug 17, 2006 1 25.0%
Aug 23, 2006 1 25.0%

By Designated Mental Health Provider

UNKNOWN 4 100.0%
By Designated Social Services Provider
UNKNOWN 4 100.0%
By Designated A/SA Provider
UNKNOWN 4 100.0%
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PATIENT NAME HRN AGE SCREENED RESULT CLINIC
Patient H 114551 26 F 08/17/09 POSITIVE
DXs: T43.205A ANTIDEPRESSANT DISCONTINUATION SYNDROME, INITIAL ENCOUNTER
Primary Provider on Visit: Provider B
Provider who screened: Provider B

Patient J 116475 27 F 08/23/09 REFUSED SCREENIN
DXs: F84.0 AUTISM SPECTRUM DISORDER
Primary Provider on Visit: Provider A
Provider who screened: Provider A

Figure 13-39: Sample Tally/List Alcohol Screenings report

13.1.12.2.3 List All Alcohol Screenings for Selected Patients (ASSP)
This report will tally and optionally list all patients who have had an alcohol

screening or a refusal documented in a specified time frame. Alcohol Screening is
defined as any of the following documented:

e Alcohol Screening Exam (Exam code 35)

e Measurements: AUDC, AUDT, CRFT

e Health Factor with Alcohol/Drug Category (CAGE)

e Diagnoses V79.1, 29.1

e Education Topics: AOD-SCR, CD-SCR

e CPT Codes: 99408, 99409, G0396, G0397, H0049

e Refusal of exam code 35

This report will tally the patients by age, gender, screening exam result, provider
(either exam provider, if available, or primary provider on the visit), clinic, date of
screening, designated PCP, MH Provider, SS Provider, and A/SA Provider.

Notes:
e The last screening/refusal for each patient is used. If a patient was screened
more than once in the time period, only the latest is used in this report.

e This report will optionally, look at both PCC and the Behavioral Health
databases for evidence of screening/refusal.

e This is atally of patients, not visits or screenings.
Below are the prompts.

Enter Beginning Date for Screening
Specify the beginning date of the date range.
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Enter Ending Date for Screening

Specify the ending date of the date range.
Would you like to include screenings documented in non-behavioral health clinics
(those documented in PCC)?

Use Y (Yes) or N (No).

Include which patients in the list
Use F (Females Only), M (Males Only), or B (Both Male and Females).

Would you like to restrict the report by Patient age range?

Use Y (Yes) or N (no). If you wish to include visits from ALL age ranges, answer
No. If you wish to list visits for only patients with a particular age range, enter
Yes. If you use Yes, other prompts will display.

Which result values do you want included on this list

You can limit the list to only patients who have had a screening in the time period
on which the result was any combination of the following: (e.g. to get only those
patients who have had a result of Positive enter 2 to get all patients who have had
a screening result of Positive or Refused, enter 2,3).

You can choose from the following:

e 1) Normal/Negative
e 2) Positive
e 3) Refused
e 4) Unable to Screen
e 5) Screenings done with no result entered
e 6) Referral Needed
Include visits to ALL clinics
Use Y (Yes) or N (No). If No is used, additional prompts will display.

Report should include visits whose PRIMARY PROVIDER on the visit is
Use O (One Provider Only), P (Any/All Providers including Unknown), or U
(Unknown Provider Only). If you use O, other prompts will display.

Select which providers who performed the screening should be included

Use O (One Provider Only), P (Any/All Providers including Unknown), or U
(Unknown Provider Only). If you use O, other prompts will display.
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Would you like to limit the list to just patients who have a particular designated
Mental Health provider?

Use Y (Yes) or N (No). If Yes is used, additional prompts will display.
Would you like to limit the list to just patients who have a particular designated
Social Services provider?

Use Y (Yes) or N (No). If Yes is used, additional prompts will display.
Would you like to limit the list to just patients who have a particular designated
ASA/CD provider?

Use Y (Yes) or N (No). If Yes is used, additional prompts will display.

Select Report Type
Use L (List of Patient Screenings) or S (Create a Search Template of Patients).

How would you like this report sorted
The report can be sorted by only one of the items in the list.

Display the Patient’s Designated Providers on the list?
Use Y (Yes) or N (no).

Demo Patient/Inclusion/Exclusion

Use one of the following: I (include all patients), E (exclude demo patients), O
(include only demo patients).

Do you wish to
Use P (print output) or B (browse output on screen).

The application displays the criteria you selected for the report.

Then, the application displays the Tally/List Alcohol Screenings report (Figure 13-
40).

XX Oct 07, 2010 Page 1

*** ALCOHOL SCREENING VISIT LISTING FOR SELECTED PATIENTS **=*
Screening Dates: Jul 09, 2010 to Oct 07, 2010

DATE
PATIENT NAME HRN AGE  SCREENED CLINIC
SIGMAAAAA,BRITTANY LYN 129079 41 F 08/03/10 BEHAVIORAL HEALTH

Type/Result: ALCOHOL SCREENING NEGATIVE
Primary Provider on Visit: BETA,BETAA
Provider who screened: BETA,BETAA
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SIGSIG,ALICIA MARIE 169379 58 F 09/08/10 ALCOHOL AND SUBSTANC
Type/Result: AUDT 21
Primary Provider on Visit: BETA,BETAA
Provider who screened: UNKNOWN

Enter RETURN to continue or "~" to exit:

Figure 13-40: Sample Alcohol Screenings Visit Listing for Selected Patients report

13.1.12.2.4 Tally/List Pts in Search Template w/Alcohol Screenings (APST)
This report will tally and list all patients who are members of a user defined search

template. It will tally and list their latest ALCOHOL screening or a refusal
documented in a specified time frame. Alcohol Screening is defined as any of the
following documented:

e Alcohol Screening Exam (Exam code 35)

e Measurements: AUDC, AUDT, CRFT

e Health Factor with Alcohol/Drug Category (CAGE)

e Diagnoses V79.1, 29.1

e Education Topics: AOD-SCR, CD-SCR

e CPT Codes: 99408, 99409, G0396, G0397, H0049

e Refusal of exam code 35

This report will tally the patients by age, gender, screening exam result, provider
(either exam provider, if available, or primary provider on the visit) clinic, date of
screen, designed PCP, MH Provider, SS Provider, and A/SA/ Provider.

e The last screening/refusal for each patient is used. If a patient was screened
more than once in the time period, only the latest is used in this report.

e This report will optionally, look at both PCC and the Behavioral Health
databases for evidence of screening/refusal

e This s atally of Patients, not visits or screenings

13.1.12.2.5 Tally list all Alcohol Screenings for Template of Pts (AVST)

This ALCOHOL report is intended for advanced RPMS users who are experienced in
building search templates and using Q-MAN.

TALLY AND LISTING OF ALL VISITS W/ALCOHOL SCREENING ONLY
PATIENTS WHO ARE MEMBERS OF A USER DEFINED SEARCH TEMPLATE
ARE INCLUDED IN THIS REPORT

This report will tally and optionally list all visits on which ALCOHOL screening or a
refusal was documented in a specified time frame specified. Alcohol Screening is
defined as any of the following documented:
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e Alcohol Screening Exam (Exam code 35)

e Measurements: AUDC, AUDT, CRFT

e Health Factor with Alcohol/Drug Category (CAGE)
e Diagnoses V79.1, 29.1

e Education Topics: AOD-SCR, CD-SCR

e CPT Codes: 99408, 99409, G0396, G0397, H0049
e Refusal of exam code 35

This report will tally the visits by age, gender, result, screening result, provider (either
exam provider, if available, or primary provider on the visit), clinic, date of screening,
designated PCP, MH Provider, SS Provider, and A.SA Provider.

e This report will optionally, look at both PCC and the Behavioral Health
databases for evidence of screening/refusal.

e This is atally of visits with a screening done, if a patient had multiple
screenings during the time period, all will be counted.

13.1.12.3 Depression Screening Reports (DEP)

Use the DEP option to access the Depression Screening Reports menu (Figure 13-41).

*x IHS Behavioral Health System *x
*x Depression Screening Reports *x

B R e

Version 4.0 (Patch 6)

DEMO INDIAN HOSPITAL

DSP Tally/List Patients with Depression Screening

DLS Tally/List Depression Screenings

DSSP List all Depression Screenings / Selected Patients
DPST Tally/List Pts in Search Temp w/Depression Scrn
DVST Tally List all Depression Scrn for Template of Pts

Select Depression Screening Reports Option:

Figure 13-41: Options on the Depressing Screening Reports menu

13.1.12.3.1 Tally/List Patient with Depression Screening (DSP)

This report will tally and optionally list all patients who have had DEPRESSION
screening or a refusal documented in the specified time frame. Depression Screening
is defined as any of the following documented:

e Depression Screening Exam (Exam code 36)
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e Measurements: PHQ2, PHQ9, PHQT
e Diagnoses V79.0, 14.1

e Education Topics: DEP-SCR

e Refusal of PCC exam code 36

This report will tally the patients by age, gender, screening exam result, provider
(either exam provider, if available, or primary provider on the visit), clinic, date of
screening, designated PCP, MH Provider, SS Provider and A/SA Provider.

Notes:
e The last screening/refusal for each patient is used. If a patient was screened

more than once in the time period, only the latest is used in this report.

e This report will optionally, look at both PCC and the Behavioral Health
databases for evidence of screening/refusals.

e This is atally of Patients, not visits or screening.

Please enter the date range during which the screening was done. To get all
screenings ever put in a long date range like 01/01/1980 to the present date.

Below are the prompts:

Enter Beginning Date for Screening
Specify the beginning date of the date range.

Enter Ending Date for Screening
Specify the ending date of the date range.

Which items should be tallied: (0-11)
Select which items you want to tally on this report (Figure 13-42):

0) Do not include any Tallies 6) Date of Screening

1) Result of Screening 7) Primary Provider on Visit

2) Gender 8) Designated MH Provider

3) Age of Patient 9) Designated SS Provider

4) Provider who Screened 10) Designated ASA/CD Provider

5) Clinic 11) Designated Primary Care Provider

Which items should be tallied: (0-11)://

Figure 13-42: List of options from which to tally the report

Would you like to include DEPRESSION Screenings documents in the PCC clinic
database?

Use Y (yes) or N (no).
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Would you like to include a list of patients screened.
Use Y (yes) or N (no). If you use Y, the following will display (Figure 13-42).

Select one of the following:

Health Record Number
Patient Name

Provider who screened
Clinic

Result of Exam

Date Screened

Age of Patient at Screening
Gender of Patient

Terminal Digit HRN

1 ®O>00VTOTVT=ZI

How would you like the list to be sorted: H//

Figure 13-43: List of options to sort the list

Display the Patient’s Designated Providers on the list?
Use Y (yes) or N (no).

Demo Patient/Inclusion/Exclusion

Use one of the following: | (include all patients), E (exclude demo patients), O
(include only demo patients).

DEVICE
Specify the device to output the report.

Below is a sample report (Figure 13-44).

# % of patients
By Age

-5%
-5%
-4%
-9%
-9%
-5%
-9%
-8%
-4%
-5%

4 yrs
5 yrs
6 yrs
7 yrs
8 yrs
9 yrs
10 yrs
11 yrs
12 yrs
13 yrs

PWONRFPBRANWERER
OFRLrNOORFrRPRORFrOO

XX Feb 15, 2011 Page 1

*** DEPRESSION SCREENING PATIENT TALLY AND PATIENT LISTING ***
Screening Dates: Nov 17, 2010 to Feb 15, 2011
This report excludes data from the PCC Clinical database
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DATE
PATIENT NAME HRN AGE  SCREENED

CLINIC

89 yrs
92 yrs

By Provider who screened

BRUNING,BJ
BUTCHER, LORI
CABLE,JESSICA
DEMO,DOCTOR
GARCIA,RYAN
GRENIER,DENISE
HAYS , HOWARD
IMHOFF,STEVE C

BETA,MISTY DAWN 106371 28 F 01/12/11
Type/Result: DEPRESSION SCREENING POSITIVE
Comment: TESTING EHR
Primary Provider on Visit: GAMMA,RYAN

Provider who screened: GAMMA,RYAN

PI,WILLA BELLE 110838 44 F 01/12/11
Type/Result: DEPRESSION SCREENING NEGATIVE
Primary Provider on Visit: [10TA,WENDY

Provider who screened: [10TA,WENDY

THETA,JIMMY JOE 129347 24 M 01/31/11
Type/Result: PHQ2 6
Primary Provider on Visit: GAMMA,RYAN
Provider who screened: GAMMA,RYAN
Enter RETURN to continue or "~A" to exit:

5

PRrO®R U

% of patients
0.5%
0.5%

24 9%
2.3%
3.3%
0-5%
24 9%
7.5%
0.5%
0-5%

TELEBEHAVIORAL HEALT

MENTAL HEALTH

MENTAL HEALTH

Figure 13-44: Sample Tally/List Patients with Depression Screening report

13.1.12.3.2 Tally/List Depression Screenings (DLS)

This report will tally and optionally list all visits on which DEPRESSION screening
or a refusal was documented in a specified time frame. Depression Screening is

defined as any of the following documented:

e Depression Screening Exam (PCC Exam code 36)

e Measurements: PHQ2, PHQ9, PHQT

e Diagnoses V79.0, 14.1
e Education Topics: DEP-SCR
e refusal of exam code 36

This report will tally the visits by age, gender, screening result, provider (either exam
provider, if available, or primary provider on the visit), clinic, date of screening,
designated PCP, MH Provider, SS Provider, and A/SA Provider.
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Notes:
e This report will optionally, look at both PCC and the Behavioral Health
databases for evidence of screening/refusal.

e This is atally of visits with a screening done, if a patient had multiple
screenings during the time period, all will be counted.

Please enter the date range during which the screening was done. To get all
screenings ever put in a long date range like 01/01/1980 to the present date.

Below are the prompts:

Enter Beginning Date for Screening
Specify the beginning date of the date range.

Enter Ending Date for Screening
Specify the ending date of the date range.

Which items should be tallied: (0-11)
Select which items you want to tally on this report (Figure 13-45):

Which

Do not include any Tallies 6) Date of Screening

Result of Screening 7) Primary Provider on Visit

Gender 8) Designated MH Provider

Age of Patient 9) Designated SS Provider

Provider who Screened 10) Designated ASA/CD Provider
Clinic 11) Designated Primary Care Provider

items should be tallied: (0-11)://

Figure 13-45: List of options from which to tally the report

Would you like to include DEPRESSION Screenings documents in the PCC clinic
database?

Use Y (yes) or N (no).

Would you like to include a list of visits w/screening done?
Use Y (yes) or N (no). If you use Y, the following prompt will display.

How would you like to the list to be sorted.
The following options will display (Figure 13-46).

Select one of the following:

H Health Record Number
N Patient Name
P Provider who screened
C Clinic
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Result of Exam

Date Screened

Age of Patient at Screening
Gender of Patient

Terminal Digit HRN

- ®>»0x

Figure 13-46: List of options to sort the list

The default is H (Health Record Number).

Display the Patient’s Designated Providers on the list?

Use Y (yes) or N (no).

Demo Patient/Inclusion/Exclusion

Use one of the following: I (include all patients), E (exclude demo patients), O

(include only demo patients).

DEVICE
Specify the device to output the report.

Figure 13-47 shows a sample report.

XX Dec 26, 2013

Page 1

***  DEPRESSION SCREENING VISIT TALLY AND VISIT LISTING ***
Screening Dates: Jan 01, 1980 to Dec 26, 2013
This report excludes PCC Clinics

#
Total Number of Visits with Screening 450
Total Number of Patients screened 229

By Result

14.1 35
DEPRESSION SCREENING NEGATIVE 115

DEPRESSION SCREENING PATIENT REFUSED SCREENING
DEPRESSION SCREENING POSITIVE 129
DEPRESSION SCREENING UNABLE TO SCREEN 15
REFERRAL NEEDED 15
PHQ2 1
PHQ2 O 2
PHQ2 1 5
PHQ2 2 8
PHQ2 3 16
PHQ2 4 11
PHQ2 5 13
PHQ2 6 2
PHQ2 7 1
PHQ2 COMPLETE BREECH 1
PHQ9 1 1
PHQ9 10 3
PHQ9 10.5 1

% of patients

7.8%

25.6%
143.1%

28.7%
-3%
-3%
-2%
-4%
-1%
-8%
-6%
-4%
-9%
-4%
-2%
-2%
-2%
7%
-2%

OOOOOONNWRFRPFRPOOWW
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PHQ9 12 2 0.4%
PHQ9 13 3 0.7%
PHQ9 14 2 0.4%
PHQ9 15 5 1.1%
PHQ9 16 2 0.4%
PHQ9 17 7 1.6%
PHQ9 18 2 0.4%
PHQ9 19 3 0.7%
PHQ9 20 8 1.8%
PHQ9 21 7 1.6%
PHQ9 22 4 0.9%
PHQ9 24 1 0.2%
PHQ9 25 3 0.7%
PHQ9 27 2 0.4%
PHQ9 3 1 0.2%
PHQ9 5 5 1.1%
PHQ9 5.5 1 0.2%
PHQ9 6 2 0.4%
PHQ9 7 5 1.1%
PHQ9 8 5 1.1%
PHQ9 9 4 0.9%
PHQT 12 2 0.4%
PHQT 13 3 0.7%
PHQT 14 2 0.4%
PHQT 15 5 1.1%
PHQT 16 2 0.4%
PHQT 17 7 1.6%
PHQT 18 2 0.4%
PHQT 19 3 0.7%
PHQT 20 8 1.8%
PHQT 21 7 1.6%
PHQT 22 4 0.9%
PHQT 24 1 0.2%
PHQT 25 3 0.7%
PHQT 27 2 0.4%
V79.0 2 0.4%
DATE
PATIENT NAME HRN AGE SCREENED CLINIC
FEATHER,KASSANDRA DA 101349 30 F 04/06/10 MEDICAL SOCIAL SERVI
Type/Result: PHQ9 17
DXs: 88 OTHER SOCIOLEGAL PROBLEMS
Primary Provider on Visit: BRUNING,BJ
Provider who screened: UNKNOWN
DURANT,COURTNEY NICO 101351 34 F 04/05/10 MENTAL HEALTH
Type/Result: PHQ2 2
DXs: 43.1 PARTNER ABUSE (SUSPECTED),PHYSICAL
27 ALCOHOL DEPENDENCE

304.22 COCAINE DEPENDENCE, EPISODIC
Primary Provider on Visit: BRUNING,BJ
Provider who screened: UNKNOW
Enter RETURN to continue or "~" to exit:

Figure 13-47: Sample Depression Screening Visit Tally and Visit Listing report
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13.1.12.3.3 List all Depression Screenings / Selected Patients (DSSP)
This report will tally and optionally list all patients who have had DEPRESSION

screening or a refusal documented in the time frame specified by the user. Depression
Screening is defined as any of the following documented:

e Depression Screening Exam (PCC Exam code 36)

e Measurements: PHQ2, PHQ9, PHQT

e Diagnoses V79.0, 14.1

e Education Topics: DEP-SCR

e Refusal of exam code 36

This report will tally the patients by age, gender, screening exam result, provider
(either exam provider, if available, or primary provider on the visit), clinic, date of
screening, designated PCP, MH Provider, SS Provider, and A/SA Provider.

Notes:
e The last screening/refusal for each patient is used. If a patient was screened
more than once in the time period, only the latest is used in this report.

e This report will optionally, look at both PCC and the Behavioral Health
databases for evidence of screening/refusal.

e This is atally of Patients, not visits or screenings.
You will be able to choose the patients by age, gender, clinic, primary provider, or
result of the screening.
Below are the prompts:

Enter Beginning Date for Screening
Specify the beginning date of the date range.

Enter Ending Date for Screening

Specify the ending date of the date range.
Would you like to include screenings documented in non-behavioral health clinics
(those documented in PCC)?

Use Y (yes) or N (no).

Include which patients in the list

Use one of the following: F (FEMALES only), M (MALES Only), or B (Both MALE
and FEMALES).
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Would you like to restrict the report by Patient age range?
Use Y (yes) or N (no). If you use Y, other prompts will display.

Which result values do you want included on this list
Figure 13-48 shows the list from which to select.

1) Normal/Negative

2) Positive

3) Refused

4) Unable to Screen

5) Screenings done with no result entered
6) Referral Needed

Figure 13-48: List of options from which to select

You can limit the list to only patients who have had a screening in the time period
on which the result was any combination of the following: (e.g. to get only those
patients who have had a result of Positive enter 2 to get all patients who have had
a screening result of Positive or Refused, enter 2,3).

Include visits to ALL clinics

Use Y (yes) or N (no).

Report should include visits whose PRIMARY PROVIDES on the visit is
Figure 13-49 shows the options. If you use O, other prompts will display.

Select one of the following:

0 One Provider Only
P Any/All Providers (including unknown)
u Unknown Provider Only

Figure 13-49: Options for visits to be used on the report

Select which providers who performed the screening should be included
Figure 13-50 shows the options. If you use O, other prompts will display.

Select one of the following:

0 One Provider Only
P Any/All Providers (including unknown)
u Unknown Provider Only

Figure 13-50: Options for providers to be used on the report

Would you like to limit the list to just patients who have a particular designated
Mental Health provider?

Use Y (yes) or N (no). If you use Y, other prompts will display.
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Would you like to limit the list to just patients who have a particular designated
Social Services provider?

Use Y (yes) or N (no). If you use Y, other prompts will display.
Would you like to limit the list to just patients who have a particular designated
ASA/CD provider?

Use Y (yes) or N (no). If you use Y, other prompts will display.

Select Report Type
Use one of the following: L (List of Patient Screenings) or S (Create a Search
Template of Patients). If you use S, other prompts will display.

How would you like the list to be sorted
Figure 13-51 shows the options.

Select one of the following:

Health Record Number
Patient Name

Provider who screened
Clinic

Result of Exam

Date Screened

Age of Patient at Screening
Gender of Patient

Terminal Digit HRN

—®O>00VTOTVT=ZI

Figure 13-51: List of options to sort the list
The default is H (Health Record Number).
Display the Patient’s Designated Providers on the list?
Use Y (yes) or N (no).

Demo Patient/Inclusion/Exclusion

Use one of the following: | (include all patients), E (exclude demo patients), O
(include only demo patients).

DEVICE
Specify the device to output the report.

The application displays the criteria for the report. After pressing Enter, the
application displays the report (Figure 13-52).

XX Feb 15, 2011 Page 1

***  DEPRESSION SCREENING VISIT LISTING FOR SELECTED PATIENTS ***
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Screening Dates: Nov 17, 2010 to Feb 15, 2011

DATE
PATIENT NAME HRN AGE  SCREENED CLINIC
BETA,MISTY DAWN 106371 28 F 01/07/11 BEHAVIORAL HEALTH

Type/Result: DEPRESSION SCREENING POSITIVE

Comment: testing ehr

Primary Provider on Visit: GAMMA,RYAN
Provider who screened: GAMMA,RYAN

CHI ,WILLA BELLE 110838 44 F 01/12/11 MENTAL HEALTH
Type/Result: DEPRESSION SCREENING POSITIVE
Primary Provider on Visit: 10TA,WENDY
Provider who screened: [10TA,WENDY

Enter RETURN to continue or "~" to exit:

Figure 13-52: Sample Depression Screening Visit Listing for Selected Patients report

13.1.12.3.4 Tally/List Pts in Search Temp w/Depression Scrn (DPST)
This report will tally and list all patients who are members of a user defined search

template. It will tally and list their latest DEPRESSION screening or a refusal
documented in the time frame specified by the user. Depression Screening is defined
as any of the following documented:

e Depression Screening Exam (PCC Exam code 36)

e Measurements: PHQ2, PHQ9, PHQT

e Diagnoses V79.0, 14.1

e Education Topics: DEP-SCR

e Refusal of exam code 36

This report will tally the patients by age, gender, screening exam result, provider
(either exam provider, if available, or primary provider on the visit), clinic, date of
screening, designated PCP, MH Provider, SS Provider, and A/SA Provider.

Notes:
e The last screening/refusal for each patient is used. If a patient was screened
more than once in the time period, only the latest is used in this report.

e This report will optionally, look at both PCC and the Behavioral Health
databases for evidence of screening/refusal.

e This s atally of Patients, not visits or screenings.
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13.1.12.3.5 Tally List all Depression Scrn for Template of Pts (DVST)
This report will tally and optionally list all visits on which DEPRESSION screening

or a refusal was documented in the time frame specified by the user. Depression
Screening is defined as any of the following documented:

e Depression Screening Exam (PCC Exam code 36)

e Measurements: PHQ2, PHQ9, PHQT

e Diagnoses V79.0, 14.1

e Education Topics: DEP-SCR

e Refusal of PCC exam code 36

This report will tally the visits by age, gender, screening result, provider (either exam
provider, if available, or primary provider on the visit), clinic, date of screening,
designated PCP, MH Provider, SS Provider, and A/SA Provider.

Notes:

e This report will, optionally, look at both PCC and the Behavioral Health
databases for evidence of screening/refusal.

e This is atally of visits with a screening done; if a patient had multiple
screenings during the time period, all will be counted.

13.1.12.4 PHQ-2 and PHQ-9 Scores for One Patient (PHQ)

Use the PHQ option to produce a report that lists PHQ2, PHQ9, and PHQT Scores for
one patient within a specified date range.

Below are the prompts:

Select PATIENT NAME
Specify the name of the patient whose scores are to be displayed.

Browse which subset of visits for <name of patient>
Use N (Patient’s Last N Visits), D (Visits in a Date Range), or A (All of this
patient’s Visits). If you use N or D, other prompts will display.

Limit by Clinic/Provider
Use C (Visits to Selected Clinics), P (Visits to Selected Providers), or A (Include
All Visits regardless of Clinic/Provider).

The application displays the PHQ-2/PHQ-9/PHQT Scores for One Patient report
(Figure 13-53).
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PHQ-2, PHQ-9 and PHQ-9T SCORES FOR MULTIPLE PATIENTS
Visit Dates: Mar 09, 2015 to Mar 09, 2016
Clinic: ALL Clinics
Providers: ALL Providers

PATIENT NAME HRN Date PHQ2 PHQ9 PHQT Provider CLINIC Diagnosis/POV

SPIRO, JOSEPH 147423 03/03/16 23 GARCIA,RY BEHAV F43.11-POST-T
THOMAS ,AMBER DA 118957 03/05/16 5 WISDOM,WE BEHAV R45.851-Suicid
Enter ?? for more actions >>>

+ NEXT SCREEN - PREVIOUS SCREEN Q QUIT
Select Action: +//

Figure 13-53: Sample PHQ-2 and PHQ-9 Scores for One Patient report

13.1.12.5 PHQ-2 and PHQ-9 Scores for Multiple Patients (PHQS)

Use the PHQS option to produce a report that lists PHQ-2 and PHQ-9 Scores for
multiple patients, sorted by patient. Only visits with PHQ-2/PHQ-9 scores recorded
will display on this list.

Below are the prompts.

Enter Beginning Date of Visit
Specify the beginning date of the date range.

Enter Ending Date of Visit
Specify the ending date of the date range.

Clinic Selection
Use one of the following: C (Visits at Selected Clinic) or A (Visit to All Clinics).
If you use C, other prompts will display.

Provider Selection
Use one of the following: A (Visits to All Providers) or C (Visits to Selected
Providers) or. If you use C, other prompts will display.

Demo Patient/Inclusion/Exclusion
Use one of the following: I (include all patients), E (exclude demo patients), O
(include only demo patients).

Do you wish to
Use P (print output) or B (browse output on screen).
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The application displays the PHQ-2 and PHQ-9 Scores for Multiple Patients report
(Figure 13-54).

XX Jul 13, 2016 Page 1

PHQ-2 and PHQ-9 SCORES FOR MULTIPLE PATIENTS
Visit Dates: Jan 04, 2009 to Jul 13, 2009
Clinic: ALL Clinics
Providers: ALL Providers

PATIENT NAME HRN Date PHQ-2 PHQ-9 Provider CLINIC Diagnosis/POV
ALPHAA,JACOB SCO 102668 02/07/16 3 GAMMA,RYA MENTA

ALPHAB, CHELSEA 116431 05/19/16 3 3 GAMMAAA,DE MENTA F32.0-MAJOR DEPRESS
ALPHAB , CHELSEA 116431 03/17/16 4 BETA,BETAA MEDIC F32.3-MAJOR DEPRESS
ALPHAB, CHELSEA 116431 03/10/16 19 GAMMAAA,DE MENTA F42.-HOARDING DISOR

Enter RETURN to continue or "~" to exit:

Figure 13-54: Sample PHQ-2 and PHQ-9 Scores for Multiple Patients report

13.1.13 Treatment Plans (TPR)
Use the TPR option to access the Treatment Plans menu (Figure 13-55).

ATP Print List of All Treatment Plans on File
REV Print List of Treatment Plans Needing Reviewed
RES Print List of Treatment Plans Needing Resolved
NOTP Patients w/Case Open but no Treatment Plan

Select Treatment Plans Option:

Figure 13-55: Options on the Treatment Plans menu

Print List of All Treatment Plans on File (ATP): see section 10.1.5.

Print List of Treatment Plans Needing Reviewed (REV): see section 10.1.3.
Print List of Treatment Plans Needing Resolved (RES): see section 10.1.4.

Patients w/Case Open but no Treatment Plan (NOTP): see section 10.1.6.

13.1.14 Patients seen in groups w/Time in Group (TSG)

Use the TSG option to produce a report that shows a list of patients who have spent
time in a group in a specified date range. It will list the patient, the primary provider,
diagnosis, and time spent in the group.

Below are the prompts.
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Enter beginning Date
Specify the beginning date of the date range.

Enter ending Date
Specify the ending date of the date range.

Demo Patient/Inclusion/Exclusion
Use one of the following: I (include all patients), E (exclude demo patients), O
(include only demo patients).

Do you wish to
Use P (print output) or B (browse output on screen).

The application displays the Patients Seen in Groups with Time Spent in Group report
(Figure 13-56).

DEMO INDIAN HOSPITAL
PATIENTS SEEN IN GROUPS WITH TIME SPENT IN GROUP
DATES: JAN 17, 2009 TO APR 17, 2009

PATIENT NAME HRN SEX DOB DATE PROVIDER PROBLEM TIME
APHAAA , CHRYSTAL 106299 F 11/28/85 04/20/09 BETA,BETAS F42 0
Total with provider BETAAAA,BJ 0
Total for patient ALPHAA,CHRYSTAL GAYL O
APHAAA,DIANA LE 192745 F 09/15/54 03/05/09 GAMMAA,DENISE F33.0 60
03/25/09 Not Recorded F31.3 15
04/21/09 THETAAAA,MARK F42. 0
THETAAAA , MARK F33.0 60

Figure 13-56: Sample Patients Seen in Groups with Time Spent in Group report

13.2 Behavioral Health Record/Encounter Reports (REC)

Use the REC option to list various records from the Behavioral Health patient file that
are available on the BHS Encounter/Record Reports menu (Figure 13-57).

B e

*x IHS Behavioral Health System *x
** Encounter/Record Reports **

AAEEEAAXAAXAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAXAX
Version 4.0 (Patch 6)
DEMO INDIAN HOSPITAL

LIST List Visit Records, STANDARD Output
GEN List Behavioral Hlth Records, GENERAL RETRIEVAL
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Select Behavioral Health Record/Encounter Reports Option:

13.2.1 List Visit Records, Standard Output (LIST)

Use the LIST option to produce a report that shows a listing of visits in a specified
date range. The visits can be selected based on any combination of selected criteria.
The user will select the sort criteria for the report.

Figure 13-57: Options on the Encounter/Record Reports menu

Be sure to have a printer available that has 132-column print capability.

Below are the prompts.

Enter beginning Visit Date for Search

Specify the beginning date of the date range.

Enter ending Visit Date for Search

Specify the ending date of the date range.

The application displays the Visit Selection Menu (Figure 13-58).

BH GENERAL RETRIEVAL

Visits can be selected based upon any of the following items.

as many as you wish, in any order or combination.

Dec 26, 2013 09:47:03

Visit Selection Menu

items already selected.

Patient
Patient
Patient
Patient
Patient DOB
Patient DOD
Living Patients
Chart Facility
Patient Community
Patient County Resid
Patient Tribe
Eligibility Status
Class/Beneficiary
Medicare Eligibility
Medicaid Eligibility
Priv Ins Eligibility
Patient Encounters O
Patient Flag Field
Case Open Date
Case Admit Date
Case Closed Date
Case Disposition

Name
Sex
Race
Age

23)
24)
25)
26)
27)
28)
29)
30)
31)
32)
33)
34)
35)
36)
37)
38)
39)
40)
41)
42)
43)
44)

Next Case Review Dat
Appointment/Walk-In
Interpreter Utilized
Program

Visit Type

Location of Encounte
Clinic

Outside Location

SU of Encounter
County of Service
Community of Service
Activity Type

Days iIn Residential
Days in Aftercare
Activity Category
Local Service Site
Number Served

Type of Contact
Activity Time
Inpatient Dispositio
PCC Visit Created
Axis IV

Enter ?? for more actions

Select Item(s)

Next Screen

An (*)

To bypass screens and select all

45)
46)
4a7)
48)
49)
50)
51)
52)
53)
54)
55)
56)
57)
58)
59)
60)
61)
62)
63)
64)

Page: 1 of 2
Select

asterisk indicates
Visits type Q.

Axis V

Flag (Visit Flag)
Primary Provider
Primary Prov Discipl
Primary Prov Affilia
Prim/Sec Providers
Prim/Sec Prov Discip
POV (Prim or Sec)
POV (Prob Code Grps)
Primary POV

POV (Problem Categor
POV Diagnosis Catego
Procedures (CPT)
Education Topics Pro
Prevention Activity
Personal History lte
Designated MH Prov
Designated SS Provid
Designated A/SA Prov
Designated Other Pro

Quit Item Selection
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R Remove ltem(s) - Previous Screen E Exit Report
Select Action: S//

Figure 13-58: Sample Visit Selection Menu

Use this menu to select the visit criteria for the report. If you do not select any
criteria (immediately use the Quit Item Selection), all visits will be selected.

Type of Report to Print

Use one of the following: D (detailed using 132 column print) or B (brief (using
80 column print)).

The application displays the Sort Item Selection Menu (Figure 13-59).

BH GENERAL RETRIEVAL Dec 26, 2013 09:55:56 Page: 1 of 2

SORT ITEM SELECTION MENU
The Visits displayed can be SORTED by ONLY ONE of the following items.
IT you don"t select a sort item, the report will be sorted by visit date.

1) Patient Name 16) Program 31) Inpatient Dispositio
2) Patient Sex 17) Visit Type 32) PCC Visit Created

3) Patient Race 18) Location of Encounte 33) Axis V

4) Patient DOB 19) Clinic 34) Flag (Visit Flag)

5) Patient DOD 20) Outside Location 35) Primary Provider

6) Patient Chart # 21) SU of Encounter 36) Primary Prov Discipl
7) Patient Community 22) County of Service 37) Primary Prov Affilia
8) Patient County Resid 23) Community of Service 38) Primary POV

9) Patient Tribe 24) Activity Type 39) Designated MH Prov
10) Eligibility Status 25) Days in Residential 40) Designated SS Provid
11) Class/Beneficiary 26) Days in Aftercare 41) Designated A/SA Prov
12) Patient Flag Field 27) Activity Category 42) Designated Other Pro
13) Encounter Date 28) Local Service Site 43) Designated Other (2)

14) Appointment/Walk-1In 29) Number Served
15) Interpreter Utilized 30) Type of Contact

+ Enter ?? for more actions
S Select ltem(s) + Next Screen Q Quit Item Selection
R Remove ltem(s) - Previous Screen E Exit Report

Select Action: S//

Figure 13-59: Sample Sort Item Selection Menu options

Use this menu to determine how the visit data will be sorted on the report. If you do
not select any item (immediately use the Quit Item Selection option), the report will
be sorted by visit date.

Do you want a separate page for each Visit Date?

Use Y (yes) or N (no).

Demo Patient/Inclusion/Exclusion

Use one of the following: I (include all patients), E (exclude demo patients), O
(include only demo patients).
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Do you wish to
Use P (print output) or B (browse output on screen).

The application displays the criteria for the report. Then, the application displays the
Behavioral Health Record Listing report (Figure 13-60), which is the brief type.

BEHAVIORAL HEALTH RECORD LISTING
Visit Dates: DEC 23, 2011 and JAN 23, 2012

DATE PROV LOC PATIENT NAME ACT CONT AT HRN PROB NARRATIVE
12/23/711 WwW  WW BETA,CHARLES 13 OUTP 88 WWw109767 F84.0 AUTISM SPEC
F10.24  ALCOHOL DEP
12723711 VA WW  UPSILON,JIMM 13 OUTP 60 WW129347 F42. HOARDING DI
12/727/11 DJS 1337 ETA,DANNY LU 91 OUTP 10 WW176178 F42. HOARDING DI
12/27/11 DJS 1337 LAMBDA,ALISO 91 OUTP 10 Ww193661 F32.3 MAJOR DEPRE
12/27/11 DJS 1337 SIGMA,ROBERT 91 OUTP 10 Ww186585 F32.1 MAJOR DEPRE
12/727/11 DJS 1337 XI,CLAUDIA M 91 OUTP 10 WWw177791 F32.3 MAJOR DEPRE
12/27/11 DJS 1337 RHO,JADA KAR 91 OUTP 10 Ww173042 F32.3 MAJOR DEPRE
12/727/11 DJS WW ETA,DANNY LU 13 OUTP 55 Ww176178 F10.24  ALCOHOL DEP
12/27/11 DJS 1086 OMICRON,BOB 91 OUTP 10 WW198993 T43.205A ANTIDEPRESS
12/728/11 RJG 1150 SIGMA,ROBERT 16 OUTP 60 WW186585 T43.205A ANTIDEPRESS
12/28/11 RJG WW I0TA,MISTY R 13 OUTP 60 WWw106371 F32.3 MAJOR DEPRE
12/28/11 RJG WW  ZETA,RYAN J 13 OUTP 90 Ww163449 F84.0 AUTISM SPEC
12/28/11 RJG WW  RHO,JADA KAR 13 OUTP 90 Ww173042 F10.25 ALCOHOL DEP
12/728/11 GB  WW KAPPA,REBECC 11 OUTP 50 Ww113487 T43.205A ANTIDEPRESS

RUN TIME (H-M.S): 0.0.0
End of report. PRESS ENTERFigure 13-60: Sample Behavioral Health Record Listing
report

13.2.2 List Behavioral Hlth Records, General Retrieval (GEN)

Use the GEN option to produce a report that shows a listing of visits selected by visit
criteria. The visits printed can be selected based on any combination of selected items
and the selected sort criteria.

If the selected print data items exceed 80 characters, a 132-column capacity printer
will be needed.

Below are the prompts.

Select and Print Encounter List from
Use one of the following: S (search template) or D (date range). The next prompts
vary according to the option selected.

Enter Beginning Encounter Date for search
Define the beginning encounter date.

User Manual Addendum Reports (Roll and Scroll Only)
May 2016

380




Behavioral Health System (AMH) Version 4.0 Patch 6

Enter Ending Encounter Date for search
Define the ending encounter date.

Do you want to use a PREVIOUSLY DEFINED REPORT?
Use Y or N. If you use Y, other prompts displays.

The application displays the Visit Selection Menu (Figure 13-61).

BH GENERAL RETRIEVAL Dec 26, 2013 10:02:48 Page: 1 of 2
Visit Selection Menu

Visits can be selected based upon any of the following items. Select

as many as you wish, in any order or combination. An (*) asterisk indicates

items already selected. To bypass screens and select all Visits type Q.

1) Patient Name 23) Next Case Review Dat 45) Axis V

2) Patient Sex 24) Appointment/Walk-In 46) Flag (Visit Flag)

3) Patient Race 25) Interpreter Utilized 47) Primary Provider

4) Patient Age 26) Program 48) Primary Prov Discipl
5) Patient DOB 27) Visit Type 49) Primary Prov Affilia
6) Patient DOD 28) Location of Encounte 50) Prim/Sec Providers
7) Living Patients 29) Clinic 51) Prim/Sec Prov Discip
8) Chart Facility 30) Outside Location 52) POV (Prim or Sec)

9) Patient Community 31) SU of Encounter 53) POV (Prob Code Grps)
10) Patient County Resid 32) County of Service 54) Primary POV

11) Patient Tribe 33) Community of Service 55) POV (Problem Categor
12) Eligibility Status 34) Activity Type 56) POV Diagnosis Catego
13) Class/Beneficiary 35) Days in Residential 57) Procedures (CPT)

14) Medicare Eligibility 36) Days in Aftercare 58) Education Topics Pro
15) Medicaid Eligibility 37) Activity Category 59) Prevention Activity
16) Priv Ins Eligibility 38) Local Service Site 60) Personal History Ite
17) Patient Encounters O 39) Number Served 61) Designated MH Prov
18) Patient Flag Field 40) Type of Contact 62) Designated SS Provid
19) Case Open Date 41) Activity Time 63) Designated A/SA Prov
20) Case Admit Date 42) Inpatient Dispositio 64) Designated Other Pro
21) Case Closed Date 43) PCC Visit Created

22) Case Disposition 44) Axis 1V

+ Enter ?? for more actions

S Select ltem(s) + Next Screen Q Quit Item Selection

R Remove Item(s) - Previous Screen E Exit Report

Select Action: S//

Figure 13-61: Sample Visit Selection Menu options

Use this menu to determine visit data that will be selected for the report. If you do not
select any item (immediately use the Quit Item Selection option), all visits will be
used.

The following prompts continue in the process:

Choose Type of Report

Use one of the following: T (Total Count Only), S (Sub-counts and Total Count),
D (Detailed Listing), F (Flag ASCII file (pre-defined record format)).
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The application displays the Print Item Selection Menu (Figure 13-62).

BH GENERAL RETRIEVAL Dec 26, 2013 10:06 Page: 1 of 2
PRINT ITEM SELECTION MENU

The following data items can be printed. Choose the items in the order you

want them to appear on the printout. Keep in mind that you have an 80

column screen available, or a printer with either 80 or 132 column width.

1) Patient Name 27) Interpreter Utilized 53) Primary Provider

2) Patient Sex 28) Program 54) Primary Prov Discipl
3) Patient Race 29) Visit Type 55) Primary Prov Affilia
4) Patient Age 30) Location of Encounte 56) Prim/Sec Providers
5) Patient DOB 31) Clinic 57) Prim/Sec Prov Discip
6) Patient SSN 32) Outside Location 58) POV (Prim or Sec)

7) Patient DOD 33) SU of Encounter 59) DSM/Problem Code Nar
8) Patient Chart # 34) County of Service 60) POV (Prob Code Grps)
9) Patient Community 35) Community of Service 61) Primary POV

10) Patient County Resid 36) Chief Complaint/Pres 62) POV Problem Code Nar
11) Patient Tribe 37) Activity Type 63) POV (Problem Categor
12) Eligibility Status 38) Activity Type Narrat 64) POV Diagnosis Catego
13) Class/Beneficiary 39) Days in Residential 65) POV Prov Narrative
14) Medicare Eligibility 40) Days in Aftercare 66) Procedures (CPT)

15) Medicaid Eligibility 41) Activity Category 67) Education Topics Pro
16) Priv Ins Eligibility 42) Local Service Site 68) Prevention Activity
17) Patient Flag Field 43) Number Served 69) Treated Medical Prob
18) Patient Flag Narrati 44) Type of Contact 70) Personal History Ite
19) Case Open Date 45) Activity Time 71) Designated MH Prov
20) Case Admit Date 46) Inpatient Dispositio 72) Designated SS Provid
21) Case Closed Date 47) Place Referred To 73) Designated A/SA Prov
22) Case Disposition 48) PCC Visit Created 74) Designated Other Pro
23) Next Case Review Dat 49) Axis IV 75) Designated Other (2)
24) Encounter Date 50) Axis V

25) Encounter Date&Time 51) Comment
26) Appointment/Walk-1n 52) Flag (Visit Flag)

+ Enter ?? for more actions
S Select ltem(s) + Next Screen Q Quit Item Selection
R Remove Item(s) - Previous Screen E Exit Report

Select Action: S//

Figure 13-62: Print Item Selection Menu options

Use this menu to select the data items to be used on the report. Use the Q option when
you have completed your selections.

BH GENERAL RETRIEVAL Dec 26, 2013 09:55:56 Page: 1 of 2

SORT ITEM SELECTION MENU
The Visits displayed can be SORTED by ONLY ONE of the following items.
IT you don"t select a sort item, the report will be sorted by visit date.

1) Patient Name 16) Program 31) Inpatient Dispositio

2) Patient Sex 17) Visit Type 32) PCC Visit Created

3) Patient Race 18) Location of Encounte 33) Axis V

4) Patient DOB 19) Clinic 34) Flag (Visit Flag)

5) Patient DOD 20) Outside Location 35) Primary Provider

6) Patient Chart # 21) SU of Encounter 36) Primary Prov Discipl

7) Patient Community 22) County of Service 37) Primary Prov Affilia

8) Patient County Resid 23) Community of Service 38) Primary POV
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9) Patient Tribe 24) Activity Type 39) Designated MH Prov

10) Eligibility Status 25) Days in Residential 40) Designated SS Provid
11) Class/Beneficiary 26) Days in Aftercare 41) Designated A/SA Prov
12) Patient Flag Field 27) Activity Category 42) Designated Other Pro
13) Encounter Date 28) Local Service Site 43) Designated Other (2)

14) Appointment/Walk-In  29) Number Served
15) Interpreter Utilized 30) Type of Contact

+ Enter ?? for more actions
S Select ltem(s) + Next Screen Q Quit Item Selection
R Remove Item(s) - Previous Screen E Exit Report

Select Action: S//

Figure 13-63: Options on the Sort Item Selection Menu

Use this menu to determine the sort criteria for the report. If you don’t select any
criteria (use Quit Item Selection) immediately, the report will be sorted by visit date.

Do you want a separate page for each Visit Date?
Use Y or N.

Would you like a custom title for this report?
Use Y or N. If you use Y, other prompts will display.

Do you wish to save this SEARCH/PRINT/SORT logic for future use?
Use Y or N. If you use Y, other prompts will display.

Demo Patient/Inclusion/Exclusion

Use one of the following: | (include all patients), E (exclude demo patients), O
(include only demo patients).

The application displays the criteria for the report.

Do you wish to
Use P (print output) or B (browse output on screen).

The application displays the criteria for the report. After pressing Enter, the
application displays the visit report (Figure 13-64).

FaxxAxAxxx CONFIDENTIAL PATIENT INFORMATION *****xkxtx
BH Visit Listing Page 1
Record Dates: JAN 14, 2009 and JUL 13, 2009

PATIENT NAME DOB HRN PROGRAM

- MENTAL
ALPHAA,CHELSEA MARIE 02/07/1975 Ww116431 MENTAL
SIGMA,ALBERT TILLMAN 02/07/1975 WW164141 OTHER

SIGMA,ALBERT TILLMAN 02/07/1975 Ww164141 MENTAL
SIGMA,ALBERT TILLMAN 02/07/1975 Ww164141 SOCIAL
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Enter ?? for more actions
+ Next Screen - Previous Screen Q Quit
Select Action:+//

Figure 13-64: Sample visit report

13.3  Workload/Activity Reports (WL)
Use the WL option to view the Activity Workload Reports menu (Figure 13-65).

EEAEEAXEAAXEAAXAXEAAXAXAXAAXAAAXAAXAAAAAXAAAAAAXAAAAAXAAXX

*x IHS Behavioral Health System *x
*x Activity Workload Reports *x

nnnnnnnnnnnnnnnnnnnnnnn

Version 4.0 (Patch 6)

DEMO INDIAN HOSPITAL

GRS1 Activity Report

GRS2  Activity Report by Primary Problem

ACT Activity Record Counts

PROG Program Activity Time Reports (132 COLUMN PRINT)
FACT Frequency of Activities

FCAT Frequency of Activities by Category

PA Tally of Prevention Activities

Select Workload/Activity Reports Option:

Figure 13-65: Options on the Activity Workload Reports menu

The Workload/Activity Reports menu has options to generate reports related
specifically to the activities of Behavioral Health providers. Included are options for
generating reports that categorize and tabulate activity times, frequency of activities,
and primary problems requiring Behavioral Health care.

13.3.1 Activity Report (GRS1)

Use the GRS1 option to produce a report that will tally activities by service unit,
facility, and provider. The report is patterned after GARS Report #1.

Below are the prompts.

Enter beginning Encounter Date
Specify the beginning encounter date for the date range.

Enter ending Encounter Date

Specify the ending encounter date for the date range.
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Run Report for which Program
Use one the following: M - MENTAL HEALTH. S - SOCIAL SERVICES, C -
CHEMICAL DEPENDENCY or ALCOHOL/SUBSTANCE ABUSE, O -
OTHER, or A- ALL.

Run Report for
Use one of the following: 1 (ONE PROVIDER) or 2 (ALL PROVIDERS). If you
use 1, other prompts will display.

Include which providers
Use one of the following: P (Primary Provider Only) or S (Both Primary and
Secondary Providers).

Demo Patient/Inclusion/Exclusion
Use one of the following: I (include all patients), E (exclude demo patients), O
(include only demo patients).

Do you wish to
Use P (print output) or B (browse output on screen).

The application displays the Activity Report (Figure 13-66).

Fkkkkkkkxx CONFIDENTIAL PATIENT INFORMATIQN ks
XX MAY 04, 2009Page 1
ACTIVITY REPORT FOR ALL PROGRAMS (MH,SS,CD,OTHER) PROGRAM
RECORD DATES: FEB 03, 2009 TO MAY 04, 2009
# PATS is the total number of unique, identifiable patients when
a patient name was entered on the record. # served is a tally of the
number served data value.

# RECS ACT TIME # PATS # SERVED

(hrs)
AREA: TUCSON
SERVICE UNIT: SELLS
FACILITY: SELLS HOSP
PROVIDER: BETAA,BJ (PSYCHIATRIST)
13-INDIVIDUAL TREATMENT/COUNS 3 2.8 3 3
16-MEDICATION/MEDICATION MONI 1 1.0 1 1
91-GROUP TREATMENT 2 1.5 2 2
PROVIDER TOTAL: 6 5.3 6 6
PROVIDER: BETABB,LORI (PHYSICIAN)
11-SCREENING-PATIENT PRESENT 1 0.3 1 1
13- INDIVIDUAL TREATMENT/COUNS 1 0.2 1 1
22-CASE MANAGEMENT-PATIENT PR 2 0.7 1 2
PROVIDER TOTAL: 4 1.3 3 4
PROVIDER: DEMO,DOCTOR (PHYSICIAN)
85-ART THERAPY 4 0.7 4 4
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PROVIDER TOTAL: 4 0.7 4 4
Enter RETURN to continue or "~" to exit:

Figure 13-66: Sample Activity Report

Near the end of the report, there will be a Facility Total, SU Total, and Area Total.

13.3.2 Activity Report by Primary Problem (GRS2)

Use the GRS2 option to produce a report that will tally PRIMARY problems by
service unit, facility, and by provider and activity.

The prompts are the same as those for the GRSL1 report. Section 13.3.1 provides more
information about the Activity Report.

The application displays the Activity Report by Primary Purpose report (Figure 13-
67).

Fkdddddkdkkk CONFIDENTIAL PATIENT INFORMATIQN ks
XX MAY 04, 2009Page 1
ACTIVITY REPORT BY PRIMARY PURPOSE
ACTIVITY REPORT FOR MENTAL HEALTH PROGRAM
RECORD DATES: FEB 03, 2009 TO MAY 04, 2009
# PATS is the total number of unique, identified patients when
a patient name was entered on the record. # served is a tally of the
number served data value.

# RECS ACT TIME # PATS # SERVED

(hrs)
AREA: TUCSON
SERVICE UNIT: SELLS
FACILITY: SELLS HOSP
PROVIDER: BETAAAA,BJ (PSYCHIATRIST)
ACTIVITY: 13-INDIVIDUAL TREATMENT/C
F32.0-MAJOR DEPRESS 1 1.0 1 1
ACTIVITY TOTAL: 1 1.0 1 1
ACTIVITY: 16-MEDICATION/MEDICATION
F42_.-HOARDING DISOR 1 1.0 1 1
ACTIVITY TOTAL: 1 1.0 1 1
PROVIDER TOTAL: 2 2.0 2 2

Enter ?? for more actions
+ Next Screen - Previous Screen Q Quit
Select Action:+//

Figure 13-67: Sample Activity Report by Primary Purpose report
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13.3.3 Activity Record Counts (ACT)

Use the ACT option to produce a report that will generate a count of activity records
for a selected item in a specified date range. You will be given the opportunity to
select which visits will be included in the tabulation. For example, you can choose to
tally activity time by Problem Code for only those with a discipline of Psychiatrist.

Below are the prompts.

Choose an item for calculating activity time and records counts
The application displays a list of items from which to choose.

Enter beginning Visit Date for Search
Specify the beginning visit date for the date range.

Enter ending Visit Date for Search
Specify the ending visit date for the date range.

The application displays the Visit Selection Menu (Figure 13-68).

BH GENERAL RETRIEVAL Dec 26, 2013 10:21:08 Page: 1 of 2
Visit Selection Menu

Visits can be selected based upon any of the following items. Select

as many as you wish, in any order or combination. An (*) asterisk indicates

items already selected. To bypass screens and select all Visits type Q.

1) Patient Name 23) Next Case Review Dat 45) Axis V

2) Patient Sex 24) Appointment/Walk-In 46) Flag (Visit Flag)

3) Patient Race 25) Interpreter Utilized 47) Primary Provider

4) Patient Age 26) Program 48) Primary Prov Discipl
5) Patient DOB 27) Visit Type 49) Primary Prov Affilia
6) Patient DOD 28) Location of Encounte 50) Prim/Sec Providers
7) Living Patients 29) Clinic 51) Prim/Sec Prov Discip
8) Chart Facility 30) Outside Location 52) POV (Prim or Sec)

9) Patient Community 31) SU of Encounter 53) POV (Prob Code Grps)
10) Patient County Resid 32) County of Service 54) Primary POV

11) Patient Tribe 33) Community of Service 55) POV (Problem Categor
12) Eligibility Status 34) Activity Type 56) POV Diagnosis Catego
13) Class/Beneficiary 35) Days in Residential 57) Procedures (CPT)

14) Medicare Eligibility 36) Days in Aftercare 58) Education Topics Pro
15) Medicaid Eligibility 37) Activity Category 59) Prevention Activity
16) Priv Ins Eligibility 38) Local Service Site 60) Personal History Ite
17) Patient Encounters O 39) Number Served 61) Designated MH Prov
18) Patient Flag Field 40) Type of Contact 62) Designated SS Provid
19) Case Open Date 41) Activity Time 63) Designated A/SA Prov
20) Case Admit Date 42) Inpatient Dispositio 64) Designated Other Pro
21) Case Closed Date 43) PCC Visit Created

22) Case Disposition 44) Axis IV

+ Enter ?? for more actions

S Select ltem(s) + Next Screen Q Quit Item Selection

R Remove Item(s) - Previous Screen E Exit Report

Select Action: S//

Figure 13-68: Sample Sort Item Selection Menu options
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Use this menu to determine visit data that will be selected for the report. If you do not
select any item (immediately use the Quit Item Selection option), all visits will be
used.
Demo Patient/Inclusion/Exclusion
Use one of the following: I (include all patients), E (exclude demo patients), O
(include only demo patients).
Do you wish to
Use P (print output) or B (browse output on screen).

The application displays the Activity Record Counts report (Figure 13-69).

MAY 04, 2009 Page 1
RECORD DATES: FEB 03, 2009 TO MAY 04, 2009
NUMBER OF ACTIVITY RECORDS BY PROBLEM DSM-5/CODE

PROB DSM/CODE NARRATIVE CODE # RECS # PATS ACTIVITY # SERVED
TIME

GENERALIZED ANXIETY DIS F41.1 1 1 1.0 1

MAJOR DEPRESSIVE DISORD F32.9 1 1 0.0 1

SUICIDE (ATTEMPT/GESTUR 40 1 1 0.9 1

Suicidal ideations R45.851 1 1 0.0 1

Suicide attempt T14_.91 1 1 0.0 1

Enter ?? for more actions
+ Next Screen - Previous Screen Q Quit
Select Action:+//

Figure 13-69: Sample Activity Record Counts report

13.3.4 Program Activity Time Reports (PROG)

Use the PROG option to produce a report that will generate a count of activity
records, total activity time, and number of patient visits by Program and by a selected
item within a specified date range. You will be given the opportunity to select which
visits will be included on the report. For example, you might want to only report on
those records on which the type of visits was Field. Note: if you choose to report on
Problems, only the primary problem is included.

NOTE: If you choose to report on Problems, ONLY THE PRIMARY PROBLEM is
included.

The prompts are the same as those for the ACT report. Section 13.3.3 provides more
information about Activity Record Counts.
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The application displays the record selection criteria. After pressing Enter, the
application displays the Program Activity Time report (Figure 13-70).

Encounter Date range: FEB 03, 2009 to MAY 04, 2009

MENTAL HEALTH AND SOCIAL SERVI
ACTIVITY TIME, PATIENT AND RECORD COUNT REPORT BY PROGR
RECORD DATES: FEB 03, 2009 TO MA

SOCIAL SERVICES AND MENTAL HEALTH COMB SOCIAL SERV
NO. OF NO. OF TOTAL NO. OF NO. OF
PROVIDER RECORDS PATIENTS ACTIV TIME RECORDS PATIENT
ALPHA, AAA 15 7 3.6 2 2
BETA,BETAA 33 18 22.6 8 4
BETAAAA,LORI 16 6 5.0
CAAAA,JESSICA 9 2 6.3
DEMO,CASE M 1 1 0.0 -
DEMO,DOCTOR 1 1 0.2 1 1
NUUUUUUU, AMY J 3 3 2.0 - -
GAMMMA , RYAN 106 30 66.3 24 5
**** Patient Count TOAL is not an unduplicated count.

Enter ?? for more actions
+ Next Screen - Previous Screen Q Quit
Select Action:+//

Figure 13-70: Sample Program Activity Time report

13.3.5 Frequency of Activities (FACT)

Use the FACT option to produce a report that will generate a list of the top N Activity
Codes for selected visits.

Below are the prompts.

Enter beginning Visit Date for Search
Specify the beginning visit date for the date range.

Enter ending Visit Date for Search
Specify the ending visit date for the date range.

The application displays the Visit Selection Menu (Figure 13-71).

BH GENERAL RETRIEVAL Dec 26, 2013 10:23:22 Page: 1 of 2
Visit Selection Menu

Visits can be selected based upon any of the following items. Select

as many as you wish, in any order or combination. An (*) asterisk indicates

items already selected. To bypass screens and select all Visits type Q.

1) Patient Name 23) Next Case Review Dat 45) Axis V

2) Patient Sex 24) Appointment/Walk-In 46) Flag (Visit Flag)
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Patient Race 25) Interpreter Utilized 47) Primary Provider
Patient Age 26) Program 48) Primary Prov Discipl
Patient DOB 27) Visit Type 49) Primary Prov Affilia
Patient DOD 28) Location of Encounte 50) Prim/Sec Providers
Living Patients 29) Clinic 51) Prim/Sec Prov Discip
Chart Facility 30) Outside Location 52) POV (Prim or Sec)
Patient Community 31) SU of Encounter 53) POV (Prob Code Grps)
Patient County Resid 32) County of Service 54) Primary POV
Patient Tribe 33) Community of Service 55) POV (Problem Categor
Eligibility Status 34) Activity Type 56) POV Diagnosis Catego
Class/Beneficiary 35) Days in Residential 57) Procedures (CPT)
Medicare Eligibility 36) Days in Aftercare 58) Education Topics Pro
Medicaid Eligibility 37) Activity Category 59) Prevention Activity
Priv Ins Eligibility 38) Local Service Site 60) Personal History Ite
Patient Encounters O 39) Number Served 61) Designated MH Prov
Patient Flag Field 40) Type of Contact 62) Designated SS Provid
Case Open Date 41) Activity Time 63) Designated A/SA Prov
Case Admit Date 42) Inpatient Dispositio 64) Designated Other Pro
Case Closed Date 43) PCC Visit Created
Case Disposition 44) Axis IV
Enter ?? for more actions
Select ltem(s) + Next Screen Q Quit Item Selection
Remove ltem(s) - Previous Screen E Exit Report

Select Action: S//

Figure 13-71: Sample Sort Item Selection Menu options

Use this menu to determine visit data that will be selected for the report. If you do not
select any item (immediately use the Quit Item Selection option), all visits will be
used.
Select Type of Report
Use one of the following: L (list of items with counts) or B (Bar Chart, requires
132 column printer).
How many entries do you want to list (5-100)
Specify the number of entries (any number 5-100).

Demo Patient/Inclusion/Exclusion
Use one of the following: I (include all patients), E (exclude demo patients), O
(include only demo patients).

Do you wish to
Use P (print output) or B (browse output on screen).

The application displays the criteria for the report. After pressing Enter, the
application displays the Frequency of Activities report (Figure 13-72).

MAY 04, 2009 Page 1

DEMO INDIAN HOSPITAL

TOP 10 Activity Code"s.
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DATES: FEB 03, 2009 TO MAY 04, 2009

No. ACTIVITY TYPE ACTIVITY CODE # RECS  ACT TIME (HRS)
1. SCREENING-PATIENT PRESENT 11 55 34.8
2. INFORMATION AND/ OR REFERRAL-P 15 32 12.3
3. GROUP TREATMENT 91 30 17.1
4. INDIVIDUAL TREATMENT/COUNSEL/E 13 22 17.0
5. ASSESSMENT/EVALUATION-PATIENT 12 19 15.5
6. INDIVIDUAL BH EHR VISIT 99 19 0.6
7. ACADEMIC SERVICES 96 16 8.1
8. ART THERAPY 85 15 6.7

RUN TIME (H-M.S): 0.0.0
End of report. PRESS ENTER:

Figure 13-72: Sample Frequency of Activities report

13.3.6 Frequency of Activities by Category (FCAT)

Use the FCAT option to produce a report that generates a list of the top N Activity
Category for selected visits.

The prompts are the same as for the Frequency of Activities report. Section 13.3.5
Frequency of Activities report.

Below is a sample Frequency of Activities by Category report (Figure 13-73).

MAY 04, 2009 Page 1
DEMO INDIAN HOSPITAL

TOP 10 Activity Category”s.
DATES: FEB 03, 2009 TO MAY 04, 2009

No. ACTIVITY CATEGORY CATEGORY CODE # RECS  ACT TIME (HRS)
PATIENT SERVICES
SUPPORT SERVICES
ADMINISTRATION
PLACEMENTS
COMMUNITY SERVICES
EDUCATION/TRAINING
CULTURALLY ORIENTED
TRAVEL

943 556778.2

O~NOOTAWN PR
—SOoOmOTV>>WnT

52

26
2.
9
1
0
0

WAoo mWwo ©

RUN TIME (H.M.S): 0.0.0
End of report. PRESS ENTER:

Figure 13-73: Sample Frequency of Activities by Category report

13.3.7 Tally of Prevention Activities (PA)

Use the PA option to produce a report that will show a count of all visits with a
prevention activity entered. It will also produce a tally/count of those prevention
activities with Target Audience subtotals.
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Below are the prompts.

Enter Beginning Visit Date
Specify the beginning visit date for the date range.

Enter Ending Visit Date
Specify the ending visit date for the date range.

Run the Report for which PROGRAM
Use one of the following: O (one program) or A (all programs). If you use O,
other prompts will display.

Enter a code indicating which providers are of interest
Specify the Providers whose Prevention activities you want to tally. Use one of
the following: A (all providers), S (Select set or Taxonomy of Providers), or O
(one provider). If you use S or O, other prompts will display.

Demo Patient/Inclusion/Exclusion
Use one of the following: I (include all patients), E (exclude demo patients), O
(include only demo patients).

Device
Specify the device to browse/print the report.

The application displays the Tally of Prevention Activities report (Figure 13-74).

May 04, 2009 Page: 1
Behavioral Health

B e s S S S e

*  TALLY OF PREVENTION ACTIVITIES *

B e e S S S e

VISIT Date Range: FEB 03, 2009 through MAY 04, 2009

PREVENTION ACTIVITY # of visits % of visits
Total # Visits w/Prevention Activity: 3
Total # of Prevention Activities recorded: 5
AIDS/HIV 1 33.3
YOUTH 1 100.0
OTHER 1 33.3
NOT RECORDED 1 100.0
PUBLIC AWARENESS 1 33.3
NOT RECORDED 1 100.0
SELF-AWARENESS/VALUES 1 33.3
ADULT 1 100.0
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SMOKING/TOBACCO 1 33.3
YOUTH 1 100.0

TARGET TOTALS

ADULT 1 33.3
NOT RECORDED 1 33.3
YOUTH 1 33.3

RUN TIME (H.M.S): 0.0.0
Enter RETURN to continue or "~" to exit:

Figure 13-74: Sample Tally of Prevention Activities report

13.4  Problem Specific Reports (PROB)

Use the PROB option to produce a list of BH issues of particular concern to
providers, managers, and administrators from a clinical and public health perspective.
Figure 13-75 shows the Problem Specific Report menu.

nnnnnnnnnnnnnnnnnnnnnnn

*x IHS Behavioral Health System *x
*x Problem Specific Reports *x

Version 4.0 (Patch 6)

DEMO INDIAN HOSPITAL

ABU Abuse Report (Age&Sex)

FDSM Frequency of Problems

FPRB Frequency of Problems (Problem Code Groupings)
FPRC Frequency of Problems by Problem Category
SuUIC Suicide Related Reports ...

Select Problem Specific Reports Option:

Figure 13-75: Options on the Problem Specific Reports menu

13.4.1 Abuse Report (ABU)

Use the ABU option to produce a report that focuses on patients who might have been
victims of abuse or neglect. It will present, by age and sex, the number of individual
patients who were seen for the Purpose of Visit (POV) — the application displays the
POVs.

Below are the prompts.

Enter Beginning Visit Date

Specify the beginning visit date for the date range (during which the patient
should have been seen with one of the above problems).
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13.4.2

Enter the Ending Visit Date
Specify the ending visit date for the date range.

The application displays the current Age Groups.

Do you wish to modify these age groups?
Use Y or N at this prompt. If you use Y, other prompts will display. Use N to not
modify the age groups.

Demo Patient/Inclusion/Exclusion

Use one of the following: I (include all patients), E (exclude demo patients), O
(include only demo patients).

Do you wish to
Use P (print output) or B (browse output on screen).

The application displays the Abuse Report by Age and Sex report. You need a 132
column printer to print the report.

Frequency of Problems (FDX)

Use the FDX option to produce a report that shows a list of the top N Problem/POV
for selected visits.

Below are the prompts.

Enter beginning Visit Date for Search
Specify the beginning visit date for the date range.

Enter ending Visit Date for Search
Specify the ending visit date for the date range.

The application displays the Visit Selection Menu (Figure 13-76).

BH GENERAL RETRIEVAL Dec 26, 2013 10:26:30 Page: 1 of 2

Visit Selection Menu

Visits can be selected based upon any of the following items. Select
as many as you wish, in any order or combination. An (*) asterisk indicates
items already selected. To bypass screens and select all Visits type Q.

1) Patient Name 23) Next Case Review Dat 45) Axis V

2) Patient Sex 24) Appointment/Walk-In 46) Flag (Visit Flag)

3) Patient Race 25) Interpreter Utilized 47) Primary Provider

4) Patient Age 26) Program 48) Primary Prov Discipl

5) Patient DOB 27) Visit Type 49) Primary Prov Affilia

6) Patient DOD 28) Location of Encounte 50) Prim/Sec Providers

7) Living Patients 29) Clinic 51) Prim/Sec Prov Discip

8) Chart Facility 30) Outside Location 52) POV (Prim or Sec)
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9) Patient Community 31) SU of Encounter 53) POV (Prob Code Grps)
10) Patient County Resid 32) County of Service 54) Primary POV

11) Patient Tribe 33) Community of Service 55) POV (Problem Categor
12) Eligibility Status 34) Activity Type 56) POV Diagnosis Catego
13) Class/Beneficiary 35) Days in Residential 57) Procedures (CPT)

14) Medicare Eligibility 36) Days in Aftercare 58) Education Topics Pro
15) Medicaid Eligibility 37) Activity Category 59) Prevention Activity
16) Priv Ins Eligibility 38) Local Service Site 60) Personal History lte
17) Patient Encounters O 39) Number Served 61) Designated MH Prov
18) Patient Flag Field 40) Type of Contact 62) Designated SS Provid
19) Case Open Date 41) Activity Time 63) Designated A/SA Prov
20) Case Admit Date 42) Inpatient Dispositio 64) Designated Other Pro
21) Case Closed Date 43) PCC Visit Created

22) Case Disposition 44) Axis IV

+ Enter ?? for more actions

S Select ltem(s) + Next Screen Q Quit Item Selection

R Remove ltem(s) - Previous Screen E Exit Report

Select Action: S//

Figure 13-76: Sample Sort Item Selection Menu options

Use this menu to determine visit data that will be selected for the report. If you do not
select any item (immediately use the Quit Item Selection option), all visits will be
used.
Include which POVs
Use one of the following: P (primary POV only) or S (primary and secondary
POVs).
Select Type of Report
Use one of the following: L (List of items with counts) or B (Bar Chart, requires
132 column printer).
How many entries do you want to list (5-100)
Specify the number of entries.

Demo Patient/Inclusion/Exclusion

Use one of the following: | (include all patients), E (exclude demo patients), O
(include only demo patients).

Do you wish to
Use P (print output) or B (browse output on screen).

The application displays the Frequency of Problems report (Figure 13-77).

JUN 09, 2009 Page 1

DEMO INDIAN HOSPITAL

TOP 10 Problem/POV*s.
PRIMARY POV Only
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DATES: MAR 11, 2009 TO JUN 09, 2009

No. PROB DSM/CODE NARRATIVE CODE # RECS  ACT TIME (HRS)
1. MAJOR DEPRESSIVE DISORDER,RECU F33.9 150 114.8
2. GENERALIZED ANXIETY DISORDER F41.1 52 28.8
3. UNSPECIFIED ATTENTIONN-DEFICIT F90.9 48 35.5
4. BIPOLAR DISORDER, UNSPECIFIED F31.9 33 26.1
5. OBSESSI1VE-COMPULSIVE DISORDER F42 32 21.1
6. PANIC DISORDER F41.0 32 72.9
7. ANOREXIA NERVOSA, RESTRICTING F50.01 31 27.4
8. ALCOHOL USE DISORDER, MODERAT F10.20 25 7.9
9. HEALTH/HOMEMAKER NEEDS 1 21 17.6
10. INSOMNIA DISORDER G47.00 20 32.3

RUN TIME (H.M.S): 0.0.0
End of report. PRESS ENTER:

Figure 13-77: Sample Frequency of Problems report

13.4.3 Frequency of Problem (Problem Code Groupings) (FPRB)

Use the FPRB option to produce a report that shows a list of the top N Problem/POV
for visits that you select.

Below are the prompts.

Enter beginning Visit Date for Search
Specify the beginning visit date for the date range.

Enter ending Visit Date for Search
Specify the ending visit date for the date range.

The application displays the Visit Selection Menu (Figure 13-78).

BH GENERAL RETRIEVAL Dec 26, 2013 10:29:11 Page: 1 of 2
Visit Selection Menu

Visits can be selected based upon any of the following items. Select

as many as you wish, in any order or combination. An (*) asterisk indicates

items already selected. To bypass screens and select all Visits type Q.

1) Patient Name 23) Next Case Review Dat 45) Axis V

2) Patient Sex 24) Appointment/Walk-In 46) Flag (Visit Flag)

3) Patient Race 25) Interpreter Utilized 47) Primary Provider

4) Patient Age 26) Program 48) Primary Prov Discipl
5) Patient DOB 27) Visit Type 49) Primary Prov Affilia
6) Patient DOD 28) Location of Encounte 50) Prim/Sec Providers
7) Living Patients 29) Clinic 51) Prim/Sec Prov Discip
8) Chart Facility 30) Outside Location 52) POV (Prim or Sec)

9) Patient Community 31) SU of Encounter 53) POV (Prob Code Grps)
10) Patient County Resid 32) County of Service 54) Primary POV

11) Patient Tribe 33) Community of Service 55) POV (Problem Categor
12) Eligibility Status 34) Activity Type 56) POV Diagnosis Catego
13) Class/Beneficiary 35) Days in Residential 57) Procedures (CPT)

14) Medicare Eligibility 36) Days in Aftercare 58) Education Topics Pro
15) Medicaid Eligibility 37) Activity Category 59) Prevention Activity
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16) Priv Ins Eligibility 38) Local Service Site 60) Personal History Ite

17) Patient Encounters O 39) Number Served 61) Designated MH Prov
18) Patient Flag Field 40) Type of Contact 62) Designated SS Provid
19) Case Open Date 41) Activity Time 63) Designated A/SA Prov
20) Case Admit Date 42) Inpatient Dispositio 64) Designated Other Pro
21) Case Closed Date 43) PCC Visit Created

22) Case Disposition 44) Axis IV

+ Enter ?? for more actions

S Select ltem(s) + Next Screen Q Quit Item Selection

R Remove Item(s) - Previous Screen E Exit Report

Select Action: S//

Figure 13-78: Sample Sort Item Selection Menu options

Use this menu to determine visit data that will be selected for the report. If you do not
select any item (immediately use the Quit Item Selection option), all visits will be
used.

The prompts continue.

Include which POV/s
Use one of the following: P (Primary POV only) or S (Primary and Secondary
POVs).

Select Type of Report
Use one of the following: L (List of items with counts) or B (Bar Chart, required
132 column printer).

How many entries do you want in the list (5-100)
Specify the number of entries, using any whole number 5-100.

Demo Patient/Inclusion/Exclusion

Use one of the following: | (include all patients), E (exclude demo patients), O
(include only demo patients).

Do You wish to
Use one of the following: P (print output) or B (browse output on screen).

Figure 13-79 displays the Frequency of Problems by Code Grouping report.

JUN 09, 2009 Page 1
DEMO INDIAN HOSPITAL

TOP 10 POV/Problem (Problem Code)"s.
PRIMARY POV Only
DATES: MAR 11, 2009 TO JUN 09, 2009

No. PROB CODE NARRATIVE PROBLEM (POV) CODE# RECS ACT TIME (HRS)

1. MAJOR DEPRESSIVE DISORDERS 14 123 94.2
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2. ANXIETY DISORDER 18 30 14.2
3. SCHIZOPHRENIC DISORDER 13 29 25.8
4. CROSS-CULTURAL CONFLICT 2 19 15.0
5. MARITAL PROBLEM 56 18 5.4
6. ALCOHOL ABUSE 29 16 14.1
7. ILLNESS IN FAMILY 55 16 4.3
8. HOUSING 80 15 8.0
9. SENILE OR PRE-SENILE CONDITION 9 14 9.7
10. BIPOLAR DISORDER 15 13 5.2

RUN TIME (H-M.S): 0.0.0
End of report. PRESS ENTER:

Figure 13-79: Sample Frequency of Problem by groupings report

13.4.4 Frequency of Problems by Problem Category (FPRC)

Use the FPRC option to produce a report that generates a list of the top N
Problem/POV (Problem Category) for selected visits.

Below are the prompts

Enter beginning Visit Date for Search
Specify the beginning visit date for the date range.

Enter ending Visit Date for Search
Specify the ending visit date for the date range.

The application displays the Visit Selection Menu (Figure 13-80).

BH GENERAL RETRIEVAL Dec 26, 2013 10:29:11 Page: 1 of 2
Visit Selection Menu

Visits can be selected based upon any of the following items. Select

as many as you wish, in any order or combination. An (*) asterisk indicates

items already selected. To bypass screens and select all Visits type Q.

1) Patient Name 23) Next Case Review Dat 45) Axis V

2) Patient Sex 24) Appointment/Walk-In 46) Flag (Visit Flag)

3) Patient Race 25) Interpreter Utilized 47) Primary Provider

4) Patient Age 26) Program 48) Primary Prov Discipl
5) Patient DOB 27) Visit Type 49) Primary Prov Affilia
6) Patient DOD 28) Location of Encounte 50) Prim/Sec Providers
7) Living Patients 29) Clinic 51) Prim/Sec Prov Discip
8) Chart Facility 30) Outside Location 52) POV (Prim or Sec)

9) Patient Community 31) SU of Encounter 53) POV (Prob Code Grps)
10) Patient County Resid 32) County of Service 54) Primary POV

11) Patient Tribe 33) Community of Service 55) POV (Problem Categor
12) Eligibility Status 34) Activity Type 56) POV Diagnosis Catego
13) Class/Beneficiary 35) Days in Residential 57) Procedures (CPT)

14) Medicare Eligibility 36) Days in Aftercare 58) Education Topics Pro
15) Medicaid Eligibility 37) Activity Category 59) Prevention Activity
16) Priv Ins Eligibility 38) Local Service Site 60) Personal History lte
17) Patient Encounters O 39) Number Served 61) Designated MH Prov
18) Patient Flag Field 40) Type of Contact 62) Designated SS Provid
19) Case Open Date 41) Activity Time 63) Designated A/SA Prov
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20) Case Admit Date 42) Inpatient Dispositio 64) Designated Other Pro
21) Case Closed Date 43) PCC Visit Created

22) Case Disposition 44) Axis IV

1 Enter ?? for more actions

S Select ltem(s) + Next Screen Q Quit Item Selection

R Remove ltem(s) - Previous Screen E Exit Report

Select Action: S//

Figure 13-80: Sample Sort Item Selection Menu options

Use this menu to determine visit data that will be selected for the report. If you do
not select any item (immediately use the Quit Item Selection option), all visits
will be used.

Include which POV’s
Use one of the following: P (Primary POV only) or S (Primary and Secondary
POVs).

Select Type of Report
Use one of the following: L (List of items with counts) or B (Bar Chart, requires
132 column printer).

How many entries do you want in the list (5-100)
Specify the number of entries, using any whole number 5-100.

Demo Patient/Inclusion/Exclusion
Use one of the following: | (include all patients), E (exclude demo patients), O
(include only demo patients).

Do You wish to
Use one of the following: P (print output) or B (browse output on screen).

The application displays the record selection criteria. After pressing Enter, the

application displays the Frequency of Problems by Problem Category report (Figure
13-81).

JUN 09, 2009 Page 1
DEMO INDIAN HOSPITAL

TOP 10 Problem/POV (Problem Category)®s.
PRIMARY POV Only
DATES: MAR 11, 2009 TO JUN 09, 2009

No.  CATEGORY NARRATIVE CATEGORY CODE  # RECS  ACT TIME (HRS)

1 PSYCHOSOCIAL PROBLEMS 2 294 220.6

2. MEDICAL/SOCIAL PROBLEMS 1 73 555798.6

3. FAMILY LIFE PROBLEMS 5 37 11.5

4 SOCIOECONOMIC PROBLEMS 8 27 12.4
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5. ADMINISTRATIVE PROBLEM 11 14 11.5
6. ABUSE 3 10 5.1
7. OTHER PATIENT RELATED 13 6 12.3
8. EDUCATIONAL/LIFE PROBLEMS 10 8 5.9
9. SCREENING 12 7 4.9
10. PREGNANCY/CHILDBIRTH PROBLEMS 6 6 1.8

RUN TIME (H.M.S): 0.0.1
End of report. PRESS ENTER:

Figure 13-81: Sample Frequency of Problems by Problem Category report

13.4.5 Suicide Related Reports (SUIC)
Use the SUIC option to access the Suicide Reports menu (Figure 13-82).

*x IHS Behavioral Health System *x
*x Suicide Reports *x

B e

Version 4.0 (patch 6)

DEMO INDIAN HOSPITAL

SSR Aggregate Suicide Form Data - Standard

SAV Aggregate Suicide Data Report - Selected Variables
SDEL  Output Suicide Data in Delimited Format

SGR Listing of Suicide forms by Selected Variables
SuUIC Suicide Report (Age&Sex)

SPOV  Suicide Purpose of Visit Report

Select Suicide Related Reports Option:

Figure 13-82: Options on Suicide Report menu

13.4.5.1 Aggregate Suicide Form Data - Standard (SSR)

This report will tally the data items specific to the Suicide Form for a date range,
community, and type of suicidal behavior (specified by the user).

Below are the prompts.

Enter Beginning Date of Suicide Act
Specify the beginning date for the date range.

Enter Ending Date of Suicide Act
Specify the ending date for the date range.

Report on Suicide Forms for Suicide Acts that occurred in

Use one of the following: O (One particular Community) or A (All
Communities). If you use O, other prompts will display.
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Include which Suicidal Behaviors (0-9)
The application displays the suicide behaviors. You can respond with a list or a
range.

Demo Patient/Inclusion/Exclusion
Use one of the following: I (include all patients), E (exclude demo patients), O
(include only demo patients).

Do You wish to
Use one of the following: P (print output) or B (browse output on screen).

Figure 13-82 shows the Aggregate Suicide Form Data - Standard report.

DEMO INDIAN HOSPITAL Jul 13, 2009 Page 1

F*xxxx AGGREGATE SUICIDE FORM DATA - STANDARD*****

Act Occurred: Jan 14, 2009 - Jul 13, 2009
Community where Act Occurred: ALL Communities

Age Range: 20-24 years
Suicidal Behavior:

Event logged by Discipline:
Event logged by Provider:
Sex:

Employed:

Tribe of Enrollment:
Community of Residence:
Relationship:

Education:

Method:

Previous Attempts:
Substance Use Involved:
Location of Act:
Disposition:

Contributing Factors:
Age Range: 45-64 years

Suicidal Behavior:

Total # of Suicide Forms: 1
REPORT TOTALS

ATT SUICIDE W/ ATT HOMICIDE 1 100%
PSYCHIATRIST 1 100%
GAMMAA , RYAN 1 100%
MALE 1 100%
PART-TIME 1 100%
CHEROKEE NATION OF OKLAHOMA 1 100%
WELLING 1 100%
MARRIED 1 100%
COLLEGE GRADUATE 1 100%
GUNSHOT 1 100%
HANG ING 1 100%
1 1 100%
NONE 1 100%
WORK 1 100%
IN-PATIENT MENTAL HEALTH TREAT 1 100%
DEATH OF FRIEND OR RELATIVE 1 100%
Total # of Suicide Forms: 13
REPORT TOTALS
IDEATION WITH PLAN AND INTENT 4 31%
ATTEMPT 3 23%
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ATT SUICIDE W/ ATT HOMICIDE 3 23%

ATT SUICIDE W/ COMP HOMICIDE 2 15%

COMP SUICIDE W/ ATT HOMICIDE 1 8%

Event logged by Discipline: ACUPUNCTURIST 7 54%
PSYCHIATRIST 6 46%

Event logged by Provider: GAMMAAA,DENISE 1 8%
BETAAAA,BJ 7 54%

THETAA,RYAN 5 38%

Enter RETURN to continue or "~" to exit:

13.4.5.2

13.4.5.3

13.45.4

13.4.5.5

13.4.5.6

Figure 13-83: Sample Aggregate Suicide Form Data - Standard report

Aggregate Suicide Form Data - Selected Variables (SAV)

This report will tally the selected data items for Suicide Forms in a particular date
range.

Output Suicide Data in Delimited Format (SDEL)

This report will extract all data elements on the Suicide form in a delimited form for a
specified date range.

Listing of Suicide forms by Selected Variables (SGR)

This report is a “general retrieval’ type report that will list the selected data items for
Suicide Forms in a particular date range. The user can also specify how to display the
items in the printed report.

Suicide Report (Age & Sex) (SUIC)
This report will present, by age and sex, the number of individual patients who were
seen for the following POVs: 39, 40, and 41 as well as VV62.84 (Suicidal Ideation).

Suicide Purpose of Visit Report (SPOV)

This report will display the Suicide POVs (39, 40, 41) as a percentage of the total
number of Behavioral Health encounter records (Encs). Any records containing the
ICD-9 code v62, 84, Suicidal Ideation will be included in the tallies for Problem code
39. A display by age and gender is also included.

Below are the prompts.

Enter Beginning Visit Date
Specify the beginning visit date for the date range.
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Enter Ending Visit Date
Specify the ending visit date for the date range.

Run the Report for which Program
Use one of the following: O (one program) or A (all programs). If you use O,
other prompts will display.

Demo Patient Inclusion/Exclusion
Use one of the following: I (include all patients), E (exclude demo patients), O
(include only demo patients).

Do you wish to
Use one of the following: P (print output) or B (browse output on screen)

Figure 13-84 shows the Suicide Purpose of Visit report.

Behavioral Health

B e S e

B e

VISIT Date Range: OCT 31, 2006 through NOV 30, 2006
BOTH MALE AND FEMALE PATIENTS®" VISITS

39, V62.84, R45.851 - Suicide ldeation; 40 & T14.91 — Suicide
Attempt/Gesture; 41 - Suicide Completed

AGE GROUP  # Encs # w POV 39 w/ POV 40 w/ POV 41 w/ 39/40/41/

V62.84/R45.851 & T14.91 V62.84/R45.8
# % # % # % # % # %
1-4 yrs 0O 0.0 0 0.0 0 0.0 0 0.0 0 0.0
5-9 yrs 2 10.0 0 0.0 0 0.0 0 0.0 0 0.0
10-14 yrs 7 35.0 0 0.0 0 0.0 0 0.0 0 0.0
15-19 yrs 0O 0.0 0 0.0 0 0.0 0 0.0 0 0.0
20-24 yrs 0 0.0 0 0.0 0 0.0 0 0.0 0 0.0
25-34 yrs 6 30.0 0 0.0 0 0.0 0 0.0 0 0.0
35-44 yrs 2 10.0 0 0.0 0 0.0 0 0.0 0 0.0
45-54 yrs 0 0.0 0 0.0 0 0.0 0 0.0 0 0.0
55-64 yrs 1 5.0 0 0.0 0 0.0 0 0.0 0 0.0
65-74 yrs 0 0.0 0 0.0 0 0.0 0 0.0 0 0.0
75-84 yrs 0 0.0 0 0.0 0 0.0 0 0.0 0 0.0
85+ yrs 2 10.0 0 0.0 0 0.0 0 0.0 0 0.0
TOTAL 20 100.0 O 0.0 0 0.0 0 0.0 0 0.0

MALE PATIENTS VISITS
39, V62.84, R45.851 - Suicide ldeation; 40 & T14.91 — Suicide
Attempt/Gesture; 41 - Suicide Completed

AGE GROUP  # Encs # w POV 39 w/ POV 40 w/ POV 41 w/ 39/40/41/
V62.84/R45.851 & T14.91 V62.84/R45.8
# % # % # % o # % # %
1-4 yrs 0 0.0 O 0.0 0 0.0 © 0.0 0 0.0
5-9 yrs 0 0.0 O 0.0 0 0.0 © 0.0 0 0.0
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10-14 yrs 6 66.7 O 0.0 0
15-19 yrs O 0.0 O 0.0 0]
20-24 yrs 0 0.0 O 0.0 0
25-34 yrs 2 22.2 0 0.0 0
35-44 yrs 1 11.1 O 0.0 0
45-54 yrs O 0.0 O 0.0 0]
55-64 yrs 0 0.0 O 0.0 0
65-74 yrs 0 0.0 O 0.0 0]
75-84 yrs 0 0.0 O 0.0 0
85+ yrs 0 0.0 0 0.0 0
TOTAL 9 100.0 0 0.0 0

[efeoleolololoNoNeNe]

o
o

FEMALE PATIENTS VISITS
39, V62.84, R45.851 - Suicide ldeation; 40 & T14.91 — Suicide

Attempt/Gesture; 41 - Suicide Completed

AGE GROUP  # Encs # w POV 39

[efeloleololooNoNoNe]

[efelolololooNoNeNe]

o

V62.84/R45.851 & T14.91

X

%
1-4 yrs

5-9 yrs

10-14 yrs
15-19 yrs
20-24 yrs
25-34 yrs
35-44 yrs
45-54 yrs
55-64 yrs

=Y

W
OCOWOHOOWmWOo

PORPBRMOORLNOH
PORLBRMOORLNO
[eNololololoNoNoNal:J
[efeloNeoolooNeoNe]
[efeloloolooNeoNe]
[cNeoloNoNoloNoNoNalk:

65-74 yrs
75-84 yrs
85+ yrs

N OO
[ NeNe]
N OO
[eNeoNe]
(e eNe]
(e eNe]
(e eNe]

=Y

TOTAL 11 100.0 O 0.0 0

w/ POV 40
% #
0.0 0
0.0 0
0.0 0
0.0 0
0.0 0
0.0 0
0.0 0
0.0 0
0.0 0
0.0 0
0.0 0
0.0 0
0.0 0

[eNololololoNoNoNoNe]

(@)
(@)

w/

[efeloleololooNeoNe]

[eNeololololoNoNoNoNe]

(e eNe]

0.

[eNeolololololoNoNoNe]
[efeloleolololoNoNoNe]
[efeololeolololoNoNeNe]

(@)
o
o

POV 41 w/ 39/40/41/
V62.84/R45.8

% # %

0 0 0.0

0 0 0.0

0 0 0.0

0 0 0.0

0 0 0.0

0 0 0.0

0 0 0.0

0 0 0.0

0 0 0.0

0 0 0.0

0] 0 0.0

0 0 0.0

0 0 0.0

UNDUPLICATED PATIENT COUNT - BOTH MALE AND FEMALE PATIENTS
39, V62.84, R45.851 - Suicide ldeation; 40 & T14.91 — Suicide

Attempt/Gesture; 41 - Suicide Completed

AGE GROUP  # Encs # w POV 39

V62.84/R45.851 & T14.91

1-4 yrs

5-9 yrs

10-14 yrs
15-19 yrs
20-24 yrs
25-34 yrs
35-44 yrs
45-54 yrs
55-64 yrs
65-74 yrs
75-84 yrs
85+ yrs

(=)

NOORONUOON O #
hoo~NOAMUOON_ OSSN
O0OO0O0O0OO0O0O0O0O O #
0O0O0OO0OO0O0O0O0O0O0 O

O0O0O0O0OO0O0O0O0O0 O =X

= %)
U1OONOUI®OO O Ul O

TOTAL 13 100.0 0 0.0

w/ POV 40
# %
0 0.0
0 0.0
0 0.0
0 0.0
0 0.0
0 0.0
0 0.0
0 0.0
0 0.0
0 0.0
0 0.0
0 0.0
0 0.0

w/ POV 41 w/ 39/40/41/
V62.84/R45.8

# % # %

0 0.0 0 0.0

0 0.0 0 0.0

0 0.0 0 0.0

0 0.0 0 0.0

0 0.0 0 0.0

0 0.0 0 0.0

0 0.0 0 0.0

0 0.0 0 0.0

0 0.0 0 0.0

0 0.0 0 0.0

0 0.0 0 0.0

0 0.0 0 0.0

0 0.0 0 0.0

UNDUPLICATED PATIENT COUNT - MALE PATIENTS
39, V62.84, R45.851 - Suicide ldeation; 40 & T14.91 — Suicide

Attempt/Gesture; 41 - Suicide Completed
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AGE GROUP

1-4 yrs
5-9 yrs

10-14
15-19
20-24
25-34
35-44
45-54
55-64
65-74
75-84

yrs
yrs
yrs
yrs
yrs
yrs
yrs
yrs
yrs

85+ yrs

TOTAL

AGE GROUP

1-4 yrs
5-9 yrs

10-14
15-19
20-24
25-34
35-44
45-54
55-64
65-74
75-84

yrs
yrs
yrs
yrs
yrs
yrs
yrs
yrs
yrs

85+ yrs

TOTAL

# Encs

# %
0 0.0
0 0.0
1 25.0
0 0.0
0 0.0
2 50.0
1 25.0
0 0.0
0 0.0
0 0.0
0 0.0
0 0.0
4 100.0

UNDUPLICATED PATIENT COUNT - FEMALE
39, V62.84, R45.851 - Suicide ldeat
Attempt/Gesture; 41 - Suicide Completed

# Encs

o

NOORFRPROFRPRWOORrRRFLROH
N W
N OO w
NOORFRPRORFRPRWOORLRRFRLRORX

©
'_\
o
o
(@)

# w POV 39 w/ POV 40
V62.84/R45.851 & T14.91

# % # %

0 0.0 0 0.0

0 0.0 0 0.0

0 0.0 0 0.0

0 0.0 0 0.0

0 0.0 0 0.0

0 0.0 0 0.0

0 0.0 0 0.0

0 0.0 0 0.0

0 0.0 0 0.0

0 0.0 0 0.0

0 0.0 0 0.0

0 0.0 0 0.0

0 0.0 0 0.0

# w POV 39 w/ POV 40
V62.84/R45.851 & T14.91

# % # %

0 0.0 0 0.0

0 0.0 0 0.0

0 0.0 0 0.0

0 0.0 0 0.0

0 0.0 0 0.0

0 0.0 0 0.0

0 0.0 0 0.0

0 0.0 0 0.0

0 0.0 0 0.0

0 0.0 0 0.0

0 0.0 0 0.0

0 0.0 0 0.0

0 0.0 0 0.0

w/ POV 41

cNeloNoloNoNoloNoNoNeNols:S

0

0.

eNeoloNoNoNoNoNoNoloNoNe)

w/ 39/40/41/
V62.84/R45.8

ejoloNoNoNoNoNoNolNoNoNol=S
cNeloNoloNoNoloNoNoNeNols:S
eNeoloNoNoNoNoNoNolNoNoNe)

ejoloNoNoNoNoNoNoNoNoNol=S

0

o
(@)
(@)

PATIENTS
ion; 40 & T14.91 — Suicide

w/ POV 41

[cNeloNoloNoNoNoNoNoNoNals:

o

w/ 39/40/41/

V62.84/R45.8
% # %
0.0 0 0.0
0.0 0 0.0
0.0 0 0.0
0.0 0 0.0
0.0 0 0.0
0.0 0 0.0
0.0 0 0.0
0.0 0 0.0
0.0 0 0.0
0.0 0 0.0
0.0 0 0.0
0.0 0 0.0
0.0 0 0.0

13.5

Figure 13-84: Sample Suicide Purpose of Visit report

Print Standard Behavioral Health Tables (TABL)

Use the TABL option to print the various BH tables (activity code, clinical codes, and
BH Problem Codes).

The TABL option accesses the Print BH Standard Tables menu (Figure 13-85).

IHS Behavioral Health System

Print BH Standard Tables

Version 4.0 (Patch 6)

DEMO

INDIAN HOSPITAL
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ACT Print Activity Code Table
CLN Print Clinic Codes
PROB Print Behavioral Health Problem Codes

Select Print Standard Behavioral Health Tables Option:

Figure 13-85: Options on the Print BH Standard Tables menu

13.5.1 Print Activity Code Table (ACT)
Use the ACT option to print the activity code table (Figure 13-86).

XX May 04, 2009 Page 1

FakFxxAxxx BEHAVIORAL HEALTH ACTIVITY CODES stk

CODE DESCRIPTION CATEGORY PCC  MNE

01 TWELVE STEP WORK - GROUP PATIENT SERV YES  TSG.
02  TWELVE STEP WORK - INDIVDUAL PATIENT SERV YES TSI

03  TWELVE STEP GROUP PATIENT SERV NO TWG

04  RE-ASSESSMENT, PATIENT PRESENT PATIENT SERV YES  RAS

05 RE-ASSESSMENT, PATIENT NOT PRESENT SUPPORT SERV NO

11  SCREENING-PATIENT PRESENT PATIENT SERV YES  SCN

12  ASSESSMENT/EVALUATION-PATIENT PRESENT PATIENT SERV YES EVL

13 INDIVIDUAL TREATMENT/COUNSEL/EDUCATION-PT PRESENT PATIENT SERV YES IND
14 FAMILY/GROUP TREATMENT-PATIENT PRESENT PATIENT SERV YES FAM
15 INFORMATION AND/ OR REFERRAL-PATIENT PRESENT PATIENT SERV YES REF

16 MEDICATION/MEDICATION MONITORING-PATIENT PRESENT PATIENT SERV YES MED

17 PSYCHOLOGICAL TESTING-PATIENT PRESENT PATIENT SERV YES  TST
18 FORENSIC ACTIVITIES-PATIENT PRESENT PATIENT SERV YES FOR
19 DISCHARGE PLANNING-PATIENT PRESENT PATIENT SERV YES DSG
20 FAMILY FACILITATION-PATIENT PRESENT PATIENT SERV YES FAC
21 FOLLOWTHROUGH/FOLLOWUP-PATIENT PRESENT PATIENT SERV YES FOL

Enter RETURN to continue or "~" to exit:

Figure 13-86: Sample Behavioral Health Activity Codes report

13.5.2 Print Clinic Codes (CLN)
Use the CLN option to print the activity code table (Figure 13-87).
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CLINIC STOP LIST
NAME

APR 16,2009 14:22 PAGE 1

ALCOHOL AND SUBSTANCE
AMBULANCE
ANESTHESI10LOGY
ANTICOAGULATION THERAPY
AUDIOLOGY

BEHAVIORAL HEALTH
CANCER CHEMOTHERAPY
CANCER SCREENING
CARDIOLOGY

CASE MANAGEMENT SERVICES
CAST ROOM

CHART REV/REC MOD

CHEST AND TB
CHIROPRACTIC

CHRONIC DISEASE
COLPOSCOPY
COMPLEMENTARY MEDICINE

Figure 13-87: Sample Clinic Stop List codes

User Manual Addendum
May 2016

407

Reports (Roll and Scroll Only)




Behavioral Health System (AMH) Version 4.0 Patch 6

14.0 Manager Utilities Module (Roll and Scroll)
The Manager Utilities module, shown in Figure 14-1, provides options for Site
Managers and program supervisors to customize BHS to suit their site’s needs.
Options are also available for administrative functions, including the export of data to
the Area, resetting local flag fields, and verifying users who have edited particular
patient records.
*x IHS Behavioral Health System *x
*x Manager Utilities *x
Version 4.0 (patch 6)
DEMO INDIAN HOSPITAL
SITE Update Site Parameters
EXPT Export Utility Menu ...
RPFF Re-Set Patient Flag Field Data
DLWE Display Log of Who Edited Record
ELSS Add/Edit Local Service Sites
EPHX  Add Personal History Factors to Table
DRD Delete BH General Retrieval Report Definitions
EEPC Edit Other EHR Clinical Problem Code Crosswalk
uu Update Locations a User can See

Select Manager Utilities Option:

14.1

Figure 14-1: Options on the Manager Utilities menu

This menu might be restricted to the site manager and the program manager or the
designee. Use this menu for setting site-specific options related to security and
program management. In addition, options are available for exporting important
program statistics to the Area Office and IHS Headquarters for mandated federal
reporting and funding.

Update Site Parameters (SITE)

Use the SITE option to modify the parameters in the Behavioral Health file.
Individual sites use the Site Parameters file to set BHS to suit their program needs.

Below are the prompts.

Select MHSS SITE PARAMETERS

Specify the location where the program visits take place. If you use a new one, the
application confirms that you are using the new one (use Y or N).

Figure 14-2 shows the Update BH Site Parameters window.
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** UPDATE BH SITE PARAMETERS ** Site Name: ABERDEEN AO

Update DEFAULT Values? N
Default Health Summary Type:

Default response on form print: Suppress Comment on Suppressed Form?
# of past POVs to display: Exclude No Shows on last DX Display?
DSM-5 Implementation Date:

Update PCC Link Features? N

Turn OFff EHR to BH Link?

Turn on PCC Coding Queue? NO Update Provider Exceptions to E Sig? N
Update those allowed to see all records? N

Update those allowed to override delete? N

Update those allowed to share visits? N

Update those allowed to order Labs? N

IT you are using the RPMS Pharmacy System, enter the Division:

COMMAND: Press <PF1>H for help Insert

Figure 14-2: Sample Update BH Site Parameters window
Below are the fields on the window.

Update DEFAULT Values?

Use Y or N. If you use Y, the application displays Figure 14-3. All default
settings are moved to this separate pop-up window.

**** Enter DEFAULT Values for each Data ltem ****
MH Location: DEMO INDIAN HOSPITAL

MH Community: TAHLEQUAH MH Clinic: MENTAL HEALTH
SS Location: DEMO INDIAN HOSPITAL
SS Community: TAHLEQUAH SS Clinic: MEDICAL SOCIAL SERVI

Chemical Dependency Location: DEMO INDIAN HOSPITAL

Chemical Dependency Community: TAHLEQUAH

Chemical Dependency Clinic: BEHAVIORAL H

OTHER Location: DEMO INDIAN HOSPITAL

OTHER Community: TAHLEQUAH OTHER Clinic: MENTAL HEAL

Default Type of Contact: OUTPATIENT
Default Appt/Walk In Response: APPOINTMENT
EHR Default Community: TAHLEQUAH

Figure 14-3: Pop-up for default values of BH site
Below are the prompts on the pop-up.

MH/SS/CD/OTHER Location: specify the name of the location where the
program visits take place.
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MH/SS/CD/OTHER Community: specify the name of the community where
the program visits occur.

MH/SS/CD/OTHER Clinic: specify the name of the clinic where the
program Vvisits occur.

Default Type of Contact: Specify the type of contact setting or code (e.g.,
Administrative, Chart Review, etc.).

Default Appt/Walk in Response: Specify the type of visit that occurred (e.g.,
appointment, walk in, or unspecified).

EHR Default Community: Specify the name of the default community used
in the EHR. In order to pass EHR behavioral health encounter records into the
BHS v4.0 files, a Default Community of Service field was created on the BHS
v4.0 site parameters’ menu. If the facility has opted to pass behavioral health
encounter records created in EHR to BHS v4.0, the application will populate
the Community of Service field with the value entered in the site parameter
“EHR Default Community” or, if that field is blank, with the default Mental
Health community value. If the default Mental Health community value is
blank, the field will be populated with the default Social Services community
value; if that field is also blank, the field will be populated with the default
Chemical Dependency value; and if that field is blank, the default Other
Community value will be used. If none of the default community fields
contains a value, no behavioral health record will be created.

Below are the fields on the update window.

Default HEALTH Summary Type

Specify the type of health summary printed from within the BH package.
Typically, the default value is the Mental Health/Social Services summary type.
Refer to the Health Summary System Manuals for further information on the
available types.

Default response on form print

Your response applies to when you print a Mental Health/Social Services record.
Use one of the following: B (both), F (full), S (suppressed form), T (Suppressed -
2 copies), E (Full — 2 copies). The suppressed report does NOT display the
following information: Chief Complaint, SOAP note, measurement data,
screenings.

A full encounter form prints all data for a patient encounter including the S/O/A/P
note. The suppressed version of the encounter form will not display the S/O/A/P
note for confidentiality reasons. It is important to note that the S/O/A/P and chief
complaint will be suppressed, but the comment/next appt, activity code, and POV
will still appear on the printed encounter.
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Suppress Comment on Suppressed Form?
Use Y or N to suppress the provider’s comments.

# of past POVs to display
Specify the number of the past POVs to be displayed on the Patient Data Entry
screen. This response must be a whole number between 0 and 5.

Exclude No Shows on last DX Display?
Use Y or N.

DSM-5 Implementation Date

From the date listed forward the application will use the DSM-5 Code Set.
Section Appendix D: provides information about DSM copyright and trademark
information.

Update PCC Link Features?

Use Y or N. If you use Y, the application displays the Update PCC Link Feature
Parameters pop-up window (Figure 14-4).

**** Update PCC Link Feature Parameters ****

Type of PCC Link

Type of Visit to create in PCC

Interactive PCC Link?

Allow PCC Problem List Update?

Update PCC LINK Exceptions?

Figure 14-4: Fields on the Update PCC Link Feature Parameters pop-up
The underlined fields are required on the pop-up window.

Type of PCC Link: what you use determines the type of data that passes from BHS
to the PCC. Use one of the following:

e No Link Active. Use this option to have the data link between the two
modules turned off. No data is passed to the PCC visit file from the BHS
system (including the Health Summary). Therefore, because the RPMS Third
Party Billing Package processes encounters in PCC, an alternative billing
process will need to be established. If you leave this field blank, it is the same
as choosing this option and no data will pass to PCC.

e Pass STND Code and Narrative. Use this option to have all patient contacts in
the Behavioral Health programs passed to the PCC visit file using the same
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ICD-10 code and narrative, as defined by the program. This approach does not
facilitate billing because all encounters will appear the same. For example, if
the code and narrative are entered in the site parameters as Z71.9, Encounter,
all encounters will have the ICD code of Z71.9 and narrative of Encounter.

Pass All Data as Entered (No Masking). Use this option to have all DSM-5
and Problem Codes passed as ICD codes as shown in the crosswalk along
with the narrative as written by the provider. This link type is the one most
preferred by billers and coders since the actual ICD code and narrative display
in PCC.

Pass Codes and Canned Narrative. Use this option to have both DSM-5 and
Problem Codes converted to ICD codes as shown in the 1crosswalk and
passed with a single standard narrative, as defined by the program, for all
contacts. This type of link facilitates billing by passing the POV entered in BH
applications as ICD codes although the standard narrative is not passed to the
Health Summary.

For “Pass STND Code and Narrative” and “Pass Codes and Canned Narrative”
options, the application displays the Standard Code to Use pop-up.

Standard ICD-9 Code to Use (Option 2 and 5 ONLY): V65.40

Standard ICD-10 Code to Use (Option 2 and 5 ONLY): Z71.9

Narrative for MH Program: MH/SS/SA COUNSELING

Narrative for SS Program: SS VISIT

Figure 14-5: Standard code to use screen

With each of these link types, standard data is passed to the PCC. You can specify
those standards using the Standard Code to Use screen. The standard code, shown in
the first line, will be passed if using Pass STND Code and Narrative. The narrative
entered will be the only narrative passed if you have selected Pass STND Code and
Narrative and Pass Codes and Canned Narrative options.

Type of Visit to create in PCC: what you use determines the type of visit created
from the encounter record you enter into BHS. Use one of the following, depending
on the classification of the BHS programs at your facility.

I (IHS)

C (Contract)

6 (638 Program)
T (Tribal)

O (Other)

V (VA)
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e P (Compacted Program)
e U (Urban Program)

Interactive PCC Link?: use Y or N. The BHS site parameters contain a question
about an interactive PCC link to address an issue with the PIMS Scheduling package.
Because it is possible to set up a clinic in the Scheduling package that initiates a PCC
record at check in, some sites were creating two separate records for each individual
patient encounter in the behavioral health clinics. If you leave the field blank, this is
the same as using N (for this prompt) and the interactive link will not be turned on.

In the Scheduling package, if the clinic set-up response is YES to the question about
creating an encounter at check in, then the Interactive PCC Link question in the BHS
site parameters must also be answered YES. If the clinic set up in the Scheduling
package has a negative response, then the Interactive Link question in BHS should be
set to NO.

Note: There should never be a mismatched response where one
package has YES and the other NO.

Allow PCC Problem List Update?: use Y or N to allow the ability to update a
patient’s PCC problem list from within BHS.

Update PCC LINK Exceptions?: (Figure 14-6) use Y or N to determine if you want
to set data passing parameters for individuals that are different from the program
default.

Provider Name Type of PCC Link for this Provider
SIGMA, LORRAINE NO LINK ACTIVE

Czz,BILL PASS CODE AND STND NARRATIVE

DELTA,GREG PASS STND CODE AND NARRATIVE

MBETAA ,MARY PASS ALL DATA AS ENTERED

Figure 14-6: Setting up PCC link exceptions
Below are the fields on the update window.

Turn Off EHR to BH Link?

Use Y or N. A site parameter was created to give sites the ability to “opt out” of
the new behavioral health (BH) Electronic Health Record (EHR) visit
functionality. This functionality allows BH providers to enter a visit into the EHR
that passes first to PCC and then to the behavioral health database (AMH). These
visits display in the EHR as well as the BH applications, BHS v4.0 and the RPMS
Behavioral Health System v4.0 GUI.

The name of the site parameter is “Turn Off EHR to BH Link” and it is accessed
via the BHS v4.0 Manager Utilities module SITE menu option. The default
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setting on this new site parameter is “NO” and no action is required if sites will be
deploying the BH EHR functionality. If sites will not be deploying the BH EHR
visit functionality, then the site parameter should be changed to “YES.”

Turn on PCC Coding Queue?
Use Y (yes) or N (no).

e Ifyou use Y, the visits will not be passed directly to the billing package. The
visits will be marked as incomplete and must be reviewed by local data entry
staff, billers, or coders.

e Ifyou use N, all visits will continue to pass to PCC as complete.

Because the visits entered in the behavioral health system have always been
marked as complete, the visits were going through PCC to the claims generator
without review. With this version of the software, sites are given the option of
transmission to the Coding Queue or continuing to send visits to PCC marked as
complete.

In addition to establishing an option on the site parameters’ menu to turn on the
Coding Queue, an option that can be placed on data entry staff’s RPMS menu has
been created. Because the SOAP/Progress Notes related to visits created in BHS
do not pass to PCC, the data entry staff, billers, and/or coders needed some
method to access the notes for review. The option will allow them to review the
specifics for a particular visit but will not give them full access to BHS. For
example, they will not be able to view treatment plans, case status information, or
the Suicide Reporting Forms.

Turning on the link to the Coding Queue in the Behavioral Health System should
not be done if the PCC Coding Queue has not been activated. However, if the
PCC Coding Queue has been activated and the site wants the BHS-generated
visits to be reviewed, complete the following steps:

a. Log into BHS v4.0 and select the Manager Utilities menu.

Select the Site Parameters option and enter the name of the site you want to
update.

c. On the site parameters entry window, scroll down to the “Turn on PCC
Coding Queue” field.

d. UseY at this field.
e. Save the changes to the site parameters.

Once the coding queue option has been turned on and the changes to the site
parameters are saved, any visits documented in BHS v4.0 will be flagged as
incomplete. Visits created the same day but before the site parameters were
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changed will still be marked as complete. The date and time the visit was entered
in RPMS determines the flag to be applied, not the date and time of service.

Update Provider Exceptions to E Sig?

Use Y (yes) or N (no). The electronic signature function is available on the PDE,
SDE, Intake, and Group entry menus (in roll and scroll) and also available on the
One Patient, All Patients, Intake, and Group entry menus (in the GUI). Only those
encounter records with signed SOAP/Progress Notes will pass to PCC.

If you use Y, Figure 14-7 displays.

Electronic Signature will not be activated for providers added to
this list.

PROVIDER:
PROVIDER:
PROVIDER:
PROVIDER:
PROVIDER:

Figure 14-7: Place to list provider exceptions to electronic signature

Populate the PROVIDER field with the name of provider with exception to
electronic signature.

Because some sites might still use data entry staff to enter behavioral health
visits, the ability to opt out of the electronic signature for a specific provider
has been added to the site parameters menu. If a site determines that a
particular provider should be exempted from the electronic signature, those
visits will pass to PCC but show up as unsigned on the visit entry display.

Update those allowed to see all records?
Use Y or N to determine if you want to update those allowed to see all records.

e If the user’s name is added to this list, the user will be able to see all records
entered into the system, whether the user was the provider of the visit or not,
or whether the provider created the record or not.

e If the user’s name is not added to this list, only those encounter records the
user created or those on which the user was a provider will be visible to that
user.

The Help prompt has been updated and provides the following information when
the user types in a question mark (?): “If users need to see records other than their
own, their names should be added to this list. Type a Y to update the list.”

If you use Y, Figure 14-8 displays. You can add another user to the list. This new
user will be able to see all visits when using the SDE or PDE options.
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Enter only those users who should be permitted to see all Visit and Intake records
for all patients whether they were the provider of record or the user who entered
the record or not. Users not entered on this list will see only those Visits or
Intake records that they entered or for which they were the provider of record. This
parameter applies to the SDE menu option and all other options that display Visit
and Intake information.
+THETA, SHIRLEY

PHI,LISA M

RHO,SUSAN P

ALPHA ,WENDY

Figure 14-8: List of names allowed to see all records

Update those allowed to override delete?
Use Y or N to determine if you want to update those allowed to override delete.

If you use Y, Figure 14-9 displays. You can add another name to the list.

Enter only those users who should be permitted to delete any Intake
document, signed or unsigned, whether they are the user who
entered the Intake document or the provider of record.

THETA ,MARK
CHI ,RONALD D SR
NU , KAREN

Figure 14-9: List of names allowed to delete any Intake document

Update those allowed to share visits?

Use Y or N to update those allowed to share visit information via RPMS mail
message.

If you use Y, Figure 14-10 displays. Here you can add a new name at the “User
allowed to share visits via mail” prompt. All users permitted to share visit
information via RPMS mail messages should be entered here.

Entering users into this field will give them access to send a copy of
a completed encounter form (either full or suppressed) to other

RPMS users. Keep confidentiality issues in mind when deciding on

who should be given this access.

User allowed to share visits via mail: BETA,BJ
User allowed to share visits via mail: ALPHA,WENDY
User allowed to share visits via mail: GAMMA,RYAN
User allowed to share visits via mail:

User allowed to share visits via mail:

User allowed to share visits via mail:

User allowed to share visits via mail:

User allowed to share visits via mail:

User allowed to share visits via mail:

User allowed to share visits via mail:
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Figure 14-10: Sample pop-up to enter user names allowed to share visits via mail

Update those allowed to order Labs?
Use Y or N to permit those allowed to order lab tests.
If you use Y, Figure 14-11 displays. Here you can add a new name at the “User

Permitted to Order Labs” prompt. All users permitted to order lab tests should be
entered here.

The users that you enter into this field will be given access to

order LAB tests through the SEND PATIENT option.

IT a user is not entered here he/she will not be granted access to the
LAB SEND PATIENT option.

User Permitted to Order Labs:
User Permitted to Order Labs:
User Permitted to Order Labs:

Figure 14-11: Pop-up to enter user names allowed to order labs

If you are using the RPMS Pharmacy System, enter the Division
Specify the name of the division for the RPMS Pharmacy System.

14.2  Export Utility Menu (EXPT)

Use the EXPT option to access the options on the Export Utility Menu (Figure 14-
12).

DEMO INDIAN HOSPITAL

GEN Generate BH Transactions for HQ
DISP Display a Log Entry

PRNT Print Export Log

RGEN Re-generate Transactions

RSET Re-set Data Export Log

CHK Check Records Before Export

EDR Re-Export BH Data in a Date Range
ERRS Print Error List for Export

OUTP  Create OUTPUT File

SAE Set Automated Export Option

Select Export Utility Menu Option:

Figure 14-12: Options on the Export Utility Menu

Use the options on this menu to pass data from your facility to the IHS Headquarters
office for statistical reporting purposes.
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Important: This set of utilities should only be accessed and used
by the site manager, the BH program manager, or
designee.

These options should be familiar to site managers and other RPMS staff who generate
exports. The recommended sequence for their use follows those from PCC- CHK,
clean, GEN, DISP, ERRS, transmit. RGEN, RSET and OUTP should be reserved for
expert use as required.

14.2.1 Generate BH Transactions for HQ (GEN)

Use the GEN option to generate BHS transactions to be sent to HQ. The transactions
are for records posted between a specified date range.

The transactions are for records posted since the last time you did an export up until
yesterday. Both BH visit records and Suicide forms will be exported.

You can “~” out at any prompt and the application will ask you to confirm your
entries prior to generating transactions.

Figure 14-13 displays.

The inclusive dates for this run are DEC 28,2008 through APR 18,2009.
The location for this run is DEMO INDIAN HOSPITAL.
Do you want to continue? N//

Figure 14-13: Sample information before continuing

Do you want to continue?

Use Y or N. If you use N, you return to the Export Utility menu. If you use Y, the
prompts continue.

Do you want to QUEUE this to run at a later time?

Use Y or N. If you use Y, the generation will be put in the queue. If you use N,
the generate process continues. The BH export generally takes less than five
minutes to generate. It will still tie up your computer while doing the export (but
it is quick). Figure 14-14 shows a sample.

Enter beginning date for this run: SEP 1, 2008

The inclusive dates for this run are SEP 1, 2008 THROUGH SEP 30, 2008
The location for this run is the HOSPITAL/CLINIC.

Do you want to continue (Y/N) N// Y
Generating transactions. Counting records ( * 100* )}

*100* Transactions were generated.
Updating log entry.
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Deleting cross reference entries (100)

RUN TIME (H.M.S): 0.3.56

Figure 14-14: Sample information for generating the new log entry

14.2.2 Display a Log Entry (DISP)

Use the DISP option to display the extract log information in a specified date range.

Select MHSS EXTRACT LOG BEGINNING DATE

Specify the extract log beginning date. (You can view the extract date by using ?

at this prompt.)

DEVICE
Select the device to output the log information.

Figure 14-15 shows the extract log information.

NUMBER: 2 BEGINNING DATE: SEP 1, 2008
ENDING DATE: SEP 30, 2008@10:26:49
RUN STOP DATE/TIME: OCT 2, 1994@10:30:51

COUNT OF ERRORS: 2 COUNT OF TRANSACTIONS: 98
COUNT OF RECORDS PROCESSED: 100 RUN LOCATION:
# ADDS: 97 # MODS: 1

# DELETES: O

TRANSMISSION STATUS: SUCCESSFULLY COMPLETED

Figure 14-15: Sample extract log information

14.2.3 Print Export Log (PRNT)
Use the PRNT option to display the export extract log report.
The application displays the previous selection beginning date.

START WITH BEGINNING DATE

Press Enter to accept the default date. Otherwise, specify the first beginning date

of the date range.

GO TO BEGINNING DATE

Press Enter to accept to default date. Otherwise, specify the next beginning date.

DEVICE
Specify the device to print/browse the log.

The application displays the Mental Health/Social Service Export Extract Log (Figure

14-16).
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*xx**MENTAL HEALTH/SOCIAL SERVICES*****

***EXPORT EXTRACT LOG*** PAGE: 1
REPORT DATE: 04/20/09
ADDS DEL MODS TRANS ERROR  RECORD
3 10/24/06 12/21/06 39 10 45
10/24/06 12/21/06
4 12/20/06 05/14/07 256 34 278
12/20/06 05/14/07
5 05/13/07 08/22/07 128 55 181
05/13/07 08/22/07
6 08/21/07 10/03/08 537 77 595
08/21/07 10/03/08
7 10/702/08 11/17/08 21 4 17
10/02/08 11/17/08
8 11/16/08 12/10/08 185 12 180
11/16/08 12/10/08
9 12/709/08 12/29/08 33 0 33
12/09/08 12/29/08
TOTAL 0 0 0 1199 192 1329

Figure 14-16: Sample export extract log

14.2.4 Re-generate Transactions (RGEN)

Use the RGEN option to re-generate transactions between two dates.

Warning: Do not use this option if you are not an expert user.

Below are the prompts.

Select MHSS EXTRACT LOG BEGINNING DATE
Specify the beginning date.

If you specified an existing date, Figure 14-17 displays.

Log entry 6 was for date range MAR 2, 2007 through JUN 16, 2007
And generated 44 transactions from 67 records.

This routine will generate transactions.

Do you want to regenerate the transactions for this run? N//

Figure 14-17: Sample information about re-generate transactions

14.2.5 Re-set Data Export Log (RSET)

Use the RSET option to reset the BH Data Transmission Log. You must be absolutely
sure that you have corrected the underlying problem that caused the Transmission
process to fail in the first place!
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The BH Data Transmission log entry you choose will be REMOVED from the log
file and all Utility and Data globals associated with that run will be killed!!

You must now select the Log Entry to be reset. <Select carefully>

The BH Data Transmission log entry you choose will be removed from the log file
and all Utility and Data globals associated with that run will be killed.

14.2.6 Check Records Before Export (CHK)

Use the CHK option to review all records that were posted to the BH database since
that last export was done. It will review all records that were posted from the day
after the last date of that run up until 2 days ago.

Figure 14-18 shows the BH Export Record Review report.

DEMO INDIAN HOSPITAL Page 1
BH EXPORT RECORD REVIEW
Record Posting Dates: APR 19, 2009 and APR 20, 2009

RECORD DATE PATIENT HRN PGM TYPE ACT TYPE

APR 20, 2009@09:44 ALPHA,CHELSEA MARIE 116431 S  OUTPATIENT 16
EO023-NO AFFILIATION FOR PROVIDER

APR 20, 2009@09:51 DUCK,EDWIN RAY 105321 S  OUTPATIENT 85
E023-NO AFFILIATION FOR PROVIDER

APR 20, 2009@10:46 DUCK,EDWIN RAY 105321 S  OUTPATIENT 85
EO23-NO AFFILIATION FOR PROVIDER

APR 20, 2009@10:56 SIGMA,SERGIO 206293 S  OUTPATIENT 15
E023-NO AFFILIATION FOR PROVIDER

RUN TIME (H-M.S): 0.0.0
End of report. PRESS ENTER:

Figure 14-18: Sample report about records before export

14.2.7 Print Error List for Export (ERRS)

Use the ERRS option to print/browse the report that shows all records that have been
posted to the database and are still in error AFTER the latest Export/Generation.

If the records are listed here, they aren’t passing to PCC and the billing package.

Below are the prompts.
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Select MHSS EXTRACT LOG BEGINNING DATE

Specify the extract log beginning date. (You can view the extract date by using ?
at this prompt.)

Note: The Check Records before Export option should have been
used to determine all errors before running the generation.
You can now correct these remaining errors before the next
export/generation.

DEVICE
Specify the device to print/browse the report.

Figure 14-19 shows the MHSS Extract Log Error Report.

MHSS EXTRACT LOG ERROR REPORT APR 20,2009 13:15 PAGE 1
ACT

VISIT DATE PATIENT HRN PGM TYPE TYPE

AUG 21,2006 17:44  ALPHAAA,STEVEN ALLAN 165583 S OUTPATIENT 31

ERROR: EO021-NO PURPOSE OF VISIT

68,1700
ERROR: E023-NO AFFILIATION FOR PROVIDER

Press ENTER to Continue:

Figure 14-19: Sample MHSS Extract Log Error Report

14.2.8 Create OUTPUT File (OUTP)

Use the OUTP option to create an output file. Consult with the site manager on how
to create an RPMS export.

14.2.9 Set Automated Export Option (SAE)

These options control the destination of the BHSX Export once it is generated. If no
selection is made the application comes set with option 1 Automatically Send Export
to HQ.
Select HSS SITE Parameters

Use the site parameter to set the destination for the export file.

Auto Export Option

Use one of the following: 1 Automatically Send Export to HQ, 2 Automatically
Send Export to Area, 3 Automatically Send Export to Both Area and HQ, 4 Do
Not Automatically Send Exports
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14.3 Re-Set Patient Flag Field Data (RPFF)

Use the RPFF option to reset all patient flag fields to null. This should be done each
time you want to flag patients for a different reason. You can reset one particular flag
or all flags. You may use this reset option to reassign a particular flag or all flags as
needed.

Below are the prompts.

Reset which flags
Use one of the following: A (all flags) or O (one particular flag). If you use O,
other prompts will display.

Are you sure you want to do this?
Use Y or N. If you use Y, Figure 14-20 shows the information:

Hold on... resetting data..
All done.

Figure 14-20: Information from the application about the reset process

14.4  Display Log of Who Edited Record (DLWE)
Use the DLWE option to display a list of who edited a BH record.
Below are the prompts.

Enter ENCOUNTER DATE
Specify the date of the encounter.

Enter LOCATION OF ENCOUNTER
If known, specify the location. Otherwise press Enter.

Enter PATIENT
Specify the name of the patient.

Figure 14-21 shows the Behavioral Health Visits for the date specified. The following
examples were visits with no location and no patient.

# PROVIDER  LOC COMMUNITY ACT CONT PATIENT PROB NARRAT IVE
1 BJB ALPHAA,CHELSEA M WW116431 60 16 F84.0 AUTISM SPECTRUM DISORDER
2 BJB ALPHAA,CHELSEA M WW116431 30 13 F10.24  ALCOHOL-INDUCED BIPOLAR AND
3 BJB ALPHAA,CHELSEA M WW116431 15 19 F42. HOARDING DISORDER
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* 4 JC ALPHAA,CHELSEA M 876543 60 13 F32.3 MAJOR DEPRESSIVE DISORDER, S

* 65 JC ALPHAA,CHELSEA M 876543 60 13 T43.205A ANTIDEPRESSANT DISCONTINUATI
6 DG ALPHAA,CHELSEA M WW116431 11 22 F32.1 MAJOR DEPRESSIVE DISORDER, S
7 DG ALPHAA,CHELSEA M Ww116431 20 15 F10.259  ALCOHOL-INDUCED PSYCHOTIC DI
8 ST DEMO,DOROTHY ROS WW999999 1 99 97 ADMINISTRATIVE

Which record do you want to display: (1-7):

Figure 14-21: Sample Behavioral Health Visits window

You can display the visit data for a particular record by responding the “Which record
do you want to display?” prompt. Figure 14-22 shows the visit data.

MHSS RECORD LIST APR 20,2009 11:31 PAGE 1
DATE
CREATED WHO ENTERED RECORD LAST MOD USER LAST UPDATE
DATE/TIME EDITED WHO EDITED
04/10/09 BETAAAA,BJ 04/10/09 BETAAAA,BJ
APR 10,2009 12:01 BETAAAA,BJ

End of report. Press enter:

Figure 14-22: Sample report about visit data of a particular record

14.5 Add/Edit Local Service Sites (ELSS)

Use the ELSS option to add/edit location service sites. If you add a new location
service site, you give it a name and abbreviation. Counts of these visits can be
recovered using the GEN option in Encounter Reports or ACT in the Workload
reports.

Below are the prompts.

Select MHSS LOCAL SERVICE SITES

Specify a new or existing local service site. Specify a new service site using 3-30
characters.

If you specify a new service site, the application confirms that you are adding this
new service site (use Y or N); if you use N, the above prompt repeats.

If you specify an existing factor, for example, HEADSTART, the application
displays the following prompt:

LOCAL SERVICE SITE: HEADSTART//

You can accept the existing service site by pressing Enter. Otherwise, you can
give it a new service site name.
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ABBREVIATION: HEAD

You can accept the abbreviation of the existing service site by pressing Enter.
Otherwise, you can give it another abbreviation.

14.6  Add Personal History Factors to Table (EPHX)

Use the EPHX option to add personal history factors to the four-item list initially
identified for use in BHS programs. Added items will be shown as items in the
Personal History field any place this option exists in a Select or Print field in the GEN
reports.

Below are the prompts.

Enter a PERSONAL HISTORY FACTOR
Specify a new or existing personal history factor. If you use a new factor, using 3-
30 characters, with no numeric or starting with punctuation.

If you specify a new factor, the application confirms that you are adding this new
factor (use Y or N); if you use N, the above prompt repeats.

If you specify an existing factor, for example, FAS, the application displays the
following prompt:
FACTOR: FAS//

You can accept the existing factor by pressing Enter. Otherwise, you can give it a
new factor name.

14.7 Delete BH General Retrieval Report Definitions (DRD)

Use the DRD option to delete a PCC Visit or Patient General Retrieval report
definition. This option enables the user to delete a PCC Visit or Patient General
Retrieval report definition. For example, if a provider had created multiple report
definitions using GEN or PGEN and saved the logic, these reports may be deleted
when the provider leaves the facility.

Below are the prompts.

REPORT NAME
Specify the name of the report whose definition you want to remove. You use ? at
this prompt to view a list of existing definitions.

Are you sure you want to delete the [report name] definition?

The [report name] is the name of the report you specified in the previous prompt.
Use Y or N at this confirmation prompt.
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14.8

14.9

Edit Other EHR Clinical Problem Code Crosswalk (EEPC)

Use the EEPC option to loop through all MHSS PROBLEM/DSM-5 table entries
created by EHR users to change the grouping from the generic 99.9 OTHER EHR
CLINICAL grouping to a more specific MHSS PROBLEM CODE grouping.

In the RPMS behavioral health applications the Purpose of Visit (POV) is recorded as
either a BH Problem Code or DSM-5 code. For the purpose of reports, these codes
are grouped within larger problem code groupings and then again in overarching
categories. For example, DSM-5 code 311 Depressive Disorder NOS is also stored as
problem code grouping 14 Depressive Disorders and problem category Psychosocial
Problems.

In the RPMS EHR, the POV is recorded using ICD-9 or SNOMED codes that are
mapped to ICD codes and pulled into BHS, not DSM-5 codes. Many ICD and DSM
numeric codes are identical. There may be instances when a provider selects an ICD
code that does not have a matching DSM code. When this occurs it will be
dynamically added to the MHSS PROBLEM/DSM-5 table. Once the ICD code is in
the MHSS PROBLEM/DSM-5 table, then it is accessible to users in BHS or BH GUI
as well.

These ICD codes that have been added to the MHSS PROBLEM/DSM-5 table will
not have been automatically assigned to the appropriate BH problem code group. To
ensure that these ICD codes are captured in BHS reports that have the option to
include problem code groupings, a site can manually assign the code to the
appropriate group. The assignment of this code to a group only needs to be done one
time.

Below are sample prompts for a site.

CODE: V72.3
ICD Narrative: GYNECOLOGIC EXAMINATION
Enter the Problem Code Grouping
Specify the grouping code for the above Code and ICD Narrative.

The application provides you with the ” option so that you don’t have to go all the
way through the entries.

Update Locations a User can See (UU)

Use the UU option to specify the location a user can view in this application.

BHS v4.0 contains a new field called the BH User that will permit a site to screen the
locations that a user may access to view or enter information.
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If a site wants to limit the visits by location that a BH user can access then they will
enter that user into this file and list all the facilities/locations that that user is allowed
to “see” or access. If an entry is made in this file for a user that user will only be able
to “lookup” patients with a health record at those facilities, only patients with health
records at those facilities will display on patient lists and reports, and will only be
able to view/access visits to those locations. If a user is not entered into this file that
person will be able to see visits to all locations. This file will only be updated if a site
is multi-divisional and there is a need to restrict the viewing of data between sites.

Select BH USER NAME

Specify the user you want to use. This will add the user to the BH User file. A
ScreenMan screen will pop-up and the manager can enter all of the locations that
the user is able to access or “see” on the screen.

Figure 14-23 shows the Update Visit Locations a User can See window.

**** Update Visit Locations a User can See ****
USER: BETA,LORI

Location: DEMO INDIAN HOSPITAL
Location: SELLS HOSP

Location:

Location:

Location:

COMMAND: Press <PF1>H for help Insert

Figure 14-23: Sample Update Visit Locations a User can See window

Location
Specify the location that the user can view in this application.

You can specify more than one location. If this is the case, use the next Location
field.

In the above example, the provider Lori Beta will only be able to access visits to Demo Indian
Hospital and Sells Hospital. If a patient that she is treating had a visit to Phoenix Hospital, she
would not see that visit information. This logic applies to any option that displays or reports on
visit data. For example, Lori Beta chooses option “Browse Visits” she would not see any visit in
the visit list that was to a location other than the two listed above.

User Manual Addendum Manager Utilities Module (Roll and Scroll)
May 2016

427



Behavioral Health System (AMH) Version 4.0 Patch 6

Appendix A: Activity Codes and Definitions

BHS activity codes are presented here by category for ease in reviewing and locating
particular codes. The category labels are for organizational purposes only and cannot
be used alone to report activities. However, aggregate reports can be organized by
these activity categories.

All the Activity Codes shown with a three letter acronym are assumed to involve
services to a specific patient. During the data entry process, if you enter one of these
activity codes, you must also enter the patient’s name so that the data you enter can
be added to the patient’s visit file.

A.l Patient Services - Patient Always Present (P)

Direct services provided to a specific person (client/patient) to diagnose and
prognosticate (describe, predict, and explain) the recipient’s mental health status
relative to a disabling condition or problem; and where indicated to treat and/or
rehabilitate the recipient to restore, maintain, or increase adaptive functioning.

01-Twelve Step Work — Group (TSG)
Twelve Step work facilitation in a group setting; grounded in the concept of
the Twelve Step model of recovery and that the problem — alcoholism, drug
dependence, overeating, etc. It is a disease of the mind, body, and spirit.

02-Twelve Step Work - Individual (TSI)
Twelve Step work facilitation in an individual setting grounded in the concept
of the Twelve Step model of recovery and that the problem — alcoholism, drug
dependence, overeating, etc. It is a disease of the mind, body, and spirit.

03-Twelve Step Group (TSG)
Participation in a Twelve Step recovery group including but not limited to
AA, NA, Alateen, Al-Anon, CoDA (Co-dependents Anonymous).and OA
(Overeaters Anonymous).

04-Re-assessment, Patient Present (RAS)
Formal assessment activities intended to reevaluate the patient’s diagnosis and
problem. These services are used to document the nature and status of the
recipient’s condition and serve as a basis for formulating a plan for subsequent
services.

11-Screening (SCN)
Services provided to determine in a preliminary way the nature and extent of
the recipient’s problem in order to link him/her to the most appropriate and
available resource.
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12-Assessment/Evaluation (EVL)
Formal assessment activities intended to define or delineate the
client/patient’s diagnosis and problem. These services are used to document
the nature and status of the recipient’s condition and serve as a basis for
formulating a plan for subsequent services.

13-Individual Treatment/Counseling/Education (IND)
Prescribed services with specific goals based on diagnosis and designed to
arrest, reverse, or ameliorate the client/patient’s disease or problem. The
recipient in this case is an individual.

15-Information and/or Referral (REF)
Information services are those designed to impart information on the
availability of clinical resources and how to access them. Referral services are
those that direct or guide a client/patient to appropriate services provided
outside of your organization.

16-Medication/Medication Monitoring (MED)
Prescription, administration, assessment of drug effectiveness, and monitoring
of potential side effects of psychotropic medications.

17-Psychological Testing (TST)
Examination and assessment of client/patient’s status through the use of
standardized psychological, educational, or other evaluative test. Care must be
exercised to assure that the interpretations of results from such testing are
consistent with the socio-cultural milieu of the client/patient.

18-Forensic Activities (FOR)
Scientific and clinical expertise applied to legal issues in legal contexts
embracing civil, criminal, and correctional or legislative matters.

19-Discharge Planning (DSG)
Collaborative service planning with other community caregivers to develop a
goal-oriented follow-up plan for a specific client/patient.

20-Family Facilitation (FAC)
Collection and exchange of information with significant others in the
client/patient’s life as part of the clinical intervention.

21-Follow-through/Follow-up (FOL)
Periodic evaluative review of a specific client/patient’s progress after
discharge.

22-Case Management (CAS)
Focus is on a coordinated approach to the delivery of health, substance abuse,
mental health, and social services, linking clients with appropriate services to
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address specific needs and achieve stated goals. May also be called Care
Management and/or Service Coordination.

23-Other Patient Services not identified here (OTH)
Any other patient services not identified in this list of codes.

47-Couples Treatment (CT)
Therapeutic discussions and problem-solving sessions facilitated by a
therapist sometimes with the couple or sometimes with individuals.

48-Crisis Intervention (CIP)
Short-term intervention of therapy/counseling and/or other behavioral health
care designed to address the presenting symptoms of an emergency and to
ameliorate the client’s distress.

85-Art Therapy (ART)
The application of a variety of art modalities (drawing, painting, clay, and
other mediums), by a professional Art Therapist, for the treatment and
assessment of behavioral health disorders; based on the belief that the creative
process involved in the making of art is healing and life-enhancing.

86—Recreation Activities (REC)
Recreation and leisure activities with the purpose of improving and
maintaining clients’/patients’ general health and well-being.

88—-Acupuncture (ACU)
The use of the Chinese practice of Acupuncture in the treatment of addiction
disorders (including withdrawal symptoms and recovery) and other behavioral
health disorders.

89—-Methadone Maintenance (MET)
Methadone used as a substitute narcotic in the treatment of heroin addiction;
administered by a federally licensed methadone maintenance agency under the
supervision of a physician. Services include methadone dosing, medical care,
counseling and support and disease prevention and health promotion.

90-Family Treatment (FAM)
Family-centered therapy with an emphasis on the client/patient’s functioning
within family systems and the recognition that addiction and behavioral health
disorders have relational consequences; often brief and solution focused.

91-Group Treatment (GRP)
This form of therapy involves groups of patients/clients who have similar
problems that are especially amenable to the benefits of peer interaction and
support and who meet regularly with a group therapist or facilitator.

92-Adventure Based Counseling (ABC)
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The use of adventure-based practice to effect a change in behaviors (both
increasing function and positive action and decreasing dysfunction and
negative action) as it relates to health and/or mental health.

93-Relapse Prevention (REL)
Relapse prevention approaches seek to teach patients concrete strategies for
avoiding drug use episodes. These include the following:

e Cataloging situations likely to lead to alcohol/drug use (high-risk
situations)

e Strategies for avoiding high-risk situations

e Strategies for coping with high-risk situations when encountered

e Strategies for coping with alcohol/drug cravings

e Strategies for coping with lapses to drug use to prevent full-blown relapses

94-L.ife Skills Training (LST)
Psychosocial and interpersonal skills training designed to help a patient or
patients make informed decisions, communicate effectively, and develop
coping and self-management skills.

95—Cultural Activities - Pt. Present (CUL)
Participation in educational, social, or recreational activities for the purpose of
supporting a client/patient’s involvement, connection, and contribution to the
patient’s cultural background.

96—Academic Services (ACA)
Provision of alternative schooling under the guidelines of the state education
program.

97-Health Promotion (HPR)
Any activities that facilitate lifestyle change through a combination of efforts
to enhance awareness, change behavior, and create environments that support
good health practices.

A.2 Support Services - Patient Not Present (S)
Indirect services (e.g., information gathering, service planning, and collaborative
efforts) undertaken to support the effective and efficient delivery or acquisition of
services for specific clients/patients. These services, by definition, do not involve
direct recipient contact. Includes:
05-Re-assessment, Patient Not Present
Reassessment or reevaluation activities when patient is not present at time of
service delivery.
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24-Material/Basic Support (SUP)
Support services required to meet the basic needs of the client/patient for
food, shelter, and safety.

25-Information and/or Referral (INF)
Information services are those designed to impart information on the
availability of clinical resources and how to access them. Referral services are
those that direct or guide a client/patient to appropriate services provided
outside of your organization

26-Medication/Medication Monitoring (MEA)

Prescription, assessment of drug effectiveness, and monitoring of potential side
effects of psychotropic medications. Patient is not present at the time of service
delivery.

27-Forensic Activities (FOA)
Scientific and clinical expertise applied to legal issues in legal contexts
embracing civil, criminal, and correctional or legislative matters. Patient is not
present at time of service delivery.

28-Discharge Planning (DSA)
Collaborative service planning with other community caregivers to develop a
goal oriented follow-up plan for a specific client/patient.

29-Family Facilitation (FAA)
Collection and exchange of information with significant others in the
client/patient’s life as part of the clinical intervention.

30-Follow-up/Follow-through (FUA)
Periodic evaluative review of a specific client/patient’s progress after
discharge.

31-Case Management (CAA)
Focus is on a coordinated approach to the delivery of health, substance abuse,
mental health, and social services, linking clients/patients with appropriate
services to address specific needs and achieve stated goals. May also be called
Care Management and/or Service Coordination. Patient is not present at the
time of service delivery.

33-Technical Assistance
Task-specific assistance to achieve an identified end.

34-Other Support Services
Any other ancillary, adjunctive, or collateral services not identified here.

44-Screening
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Activities associated with patient/client screening where no information is
added to the patient/client’s file.

45-Assessment/Evaluation
Assessment or evaluation activities when patient is not present at time of
service delivery.

49-Crisis Intervention (CIA)
Patient is not present. Short-term intervention of therapy/counseling and/or
other behavioral healthcare designed to address the presenting symptoms of an
emergency and to ameliorate the client’s distress.

A.3 Community Services (C)

Assistance to community organizations, planning groups, and citizens’ efforts to
develop solutions for community problems. Includes:

35-Collaboration
Collaborative effort with other agency or agencies to address a community
request.

36-Community Development
Planning and development efforts focused on identifying community issues
and methods of addressing these needs.

37-Preventive Services
Activity, class, project, public service announcement, or other activity whose
primary purpose is to prevent the use/abuse of alcohol or other substances
and/or improve lifestyles, health, image, etc.

38-Patient Transport
Transportation of a client to or from an activity or placement, such as a
medical appointment, program activity, or from home.

39-Other Community Services
Any other form of community services not identified here.

40-Referral
Referral of a client to another agency, counselor, or resourc