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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 divided into three major
modules:

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.

e Reports Menu: Use the Reports menu for tracking and managing patient,
provider, and program statistics.

e Manager Utilities Menu: Use the Manager Utilities menu for setting site-
specific parameters related to security and program management. In addition,
options are available for exporting important program statistics to the Area
Office and HQE for mandated federal reporting and funding.
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1.1 Primary Menu
The primary menu option for this package is IHS Behavioral Health System
(AMHMENU).
*x IHS Behavioral Health System *x
Version 4.0 (Patch 1)
DEMO INDIAN HOSPITAL
DE Behavioral Health Data Entry Menu ...

Select Behavioral Health Information System Option:

RPTS Reports Menu ...
MUTL Manager Utilities ...

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 needs to 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, as shown in Table 1.

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
User Manual Table of Contents
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Key Permits Access To

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

AMHZ DELETE SIGNED NOTE Delete records containing signed notes

AMHZ UPDATE USER/LOCATIONS Update the locations the user is permitted to access

AMHZ CODING REVIEW Review records to ensure accurate coding
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2.0

2.1

2.1.1

2.1.2

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).

Standard Conventions (Roll and Scroll)

Caps Lock
Always work with the Caps Lock on.

Default Entries

Any time a possible answer is followed by //, 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
(?). 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.
2.15 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.
User Manual Orientation
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2.1.6

2.1.7

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.

Lookup

Be careful of misspellings. If unsure of the spelling of a name or an entry, use only
the first few letters. RPMS will display all choices that match those beginning letters,
as shown in Figure 2-2.

PATIENT NAME: W&&RM

1 W&&&RMAN, BARRY M 05-05-1989 054270542 PIMC 101623
SE 101624
2 W&&&MAN,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 displays when a multiple page report reaches the bottom of a
display screen and there are additional pages in the report.
1. Press Return to see the next page.
2. Type the 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)
User Manual Orientation
June 2014



Behavioral Health System (AMH) Version 4.0 Patch 4

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

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.

e 130-1:30PM

e 130A-1:30 AM

e |f the system prompts for both date and time, the acceptable formats are:

e T@1-TodayatlPM

o 4/3@830 - April 3 at8:30 AM

2.1.10 Stop
Press C-Ctrl to stop a report or to exit from the program immediately.

2.1.11 Delete
Type @ (at sign) in a field to delete the existing data.

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.

The mouse pointer may not be used to select a menu item on the RPMS terminal.

By typing two question marks (??) at the “Select Option:” prompt, additional menu
options are available for displaying, printing, or reviewing data. Entering the symbol
or letter mnemonic for an action at the “Select Action:” prompt will result in the
indicated action.

In Figure 2-3, 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 NAME HRN AT ACT PROB NARRATIVE
1 DKR W&&RMAN, RAE SE100003 31 14 SEVERE DEPRESSION
2 DKR - === 60 36 95 RPMS BH TRAINING
3 DKR - === 30 32 84 EMPLOYEE COUNSELING
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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)
UP 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, complete the following actions:

Use a plus sign (+) in a display that fills more than one page to see the next full
screen (when you are not on the last screen).

Use a minus 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.

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

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

Press the right arrow key on your keyboard to move the screen display to the
right.

Press the left arrow key on your keyboard to move the screen display to the left.
Use FS in a multi-page display to return to the first screen of the display.
Use LS in a multi-page display to go to the last screen in the display.

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

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

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.
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For example, if you were many pages into a patient’s Face Sheet and wanted to
know the patient’s age, you could use SL, then type the age, and press Return 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. Use the tab or arrow keys to move between
fields or to bypass 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, as shown in Figure 2-4.

* 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>:
Placement Disposition:

Visit Flag: Local Service Site:

COMMAND: Press <PF1>H for help Insert

Figure 2-4: Using ScreenMan sample screen 1

User Manual Orientation
June 2014



Behavioral Health System (AMH) Version 4.0 Patch 4

If you make a change or new entry on the form, press Enter to record the change. A
confirmation dialog 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 and
record the secondary provider information.

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, as shown in Figure 2-5.

*xxxkkx*  ENTER/EDIT PROVIDERS OF SERVICE  *******

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, as shown in Figure 2-6.

ey +]

] *xxxx*x  Enter/Edit Clinical Data ltems ******

i Encounter Date: MAR 27,2001 User: SMITH, STANLEY K. ]

1 Patient Name: JONES,ARTHUR DOB: 8/1/84 HR#: 101813 ]

1 CHIEF COMPLAINT: Alcohol Dependence

' S/0/A/P: [RET]

:

Figure 2-6: Using ScreenMan, sample screen 3
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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
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 to type the narrative in a
traditional word processing application like Microsoft Word or Word Perfect and
paste the text into the open RPMS window.

Table 2 lists the most commonly used RPMS text editor commands.

Table 2: 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

Figure 2-7 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> 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 (Figure 2-8). 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
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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 2-8: Using Text Editor, sample screen 2

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

e If 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 Figure 2-9 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 (Figure 2-10) 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
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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. At the “Select User’s Toolbox Option” prompt, type “Edit User Characteristics”
from TBOX 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.

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
are shown in Figure 2-11.

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 about using the Full
Screen Text Editor.
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2.6 Pop-up Windows (GUI)
The application displays pop-up windows (Figure 2-12) that have the same functional
controls on them. Generally, these are Crystal Report windows
FEEREE N T
P HI:H.l.'n':I;J.L M:J:;Illﬂ:m:‘tl:;::lm w:?:::::?“.‘l‘-;.;;.":..;;:Iill‘:!ll.::lﬂ
Thriséuf:::;;ﬁ:lﬁi‘ﬂtﬂ T
Citale:  HERICAL SO0CIAL SERVICES Eppointment Type: APPODNTHENT
ﬁ:‘::r;;ﬁ;TTmFE:‘mfCJEIU:DWLT:M-PT FEISENT 7
C::I:IEE«::‘.’.:H':::LB:J::?‘:;D::::M This field iz limited and shiuld ba
L T ]
This Cleid should Soataln Lhe PEODERSE BOLE DOT ThE l:hl:ﬂu‘h'!.l::. i
ToEyipariad INo this T191d. f uming 8 wOrd Processing azpiicetisn
:::L::::-‘_:?oum B B ENUEGSLYVE DOCRSULLGY, LOdEATLlng of use OF
FROVIRER SIGHATURES fenf E:‘::G:EI?C“I\JR I
CORMENT/NEXT APPOINTEINT:
o8 an Dikewcars | [PRIRANT OR PIRET LovE)
et Pag e 1 Total Fge bo.: 1+ Zoom Facar: 10w
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 window).
The pop-up window only displays the first page (when you first access the 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
2.6.2 provides more information about the buttons on the toolbar.
2.6.1  Buttons on Title Bar
The Minimize, Maximize, and Exit Program buttons on the upper right function like
their Windows equivalents.
User Manual Orientation
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2.6.2

26.2.1

2.6.2.2

2.6.2.3

26.24

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

Print Button

Click the Print =3 button to display the Print dialog. This is the same Print dialog in
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.

Go To Page

Click the Go To Page button (=1) to specify a page to move to. Figure 2-13 shows
the Go To Page dialog.

x
Please specify the page number:

Lo |
Cance|

Figure 2-13: Go to Page dialog

Type the page number to go to (in the Free Text field) and click OK to displays the
page. If a page outside the range of pages is enter, a blank page displays.

Find Text
Click the Find Text # - button to display the dialog shown in Figure 2-14.

Find what:

Figure 2-14: Find Text dialog
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2.6.2.5

2.7

Click the Find what button to search for a text string. When found, the line of text is
highlighted. Keep clicking the button to search for more occurrences.

When the system reaches the end of the search process, the application display a
message: informing you that the application has finished searching the document.
Click OK to close the message.

Click Cancel to close the dialog.

Zoom Button

Click Zoom to change 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 2-15).

Lot Admd {1ate iC

Figure 2-15: 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.

e Click the date field’s list to display the Calendar shown in Figure 2-16.
EN October. 2006 [

Sun Mon Tue 'wWed Thu Fri Sat
2 2= 2B 27 2 02 30
1 2 3 4 5 B 7
g 9 10 11 12 13 14
1% 16 17 18 m 20 A
22023 24 25 2% 2 28
29 330 3 1 2 3 4

=3 Today: 10/19/2006

Figure 2-16: Sample Calendar for Date Field

The calendar always indicates the date for today. Set a different date by selecting
it; the selected date will display in the Date field. To manipulate the calendar
further:

User Manual Orientation
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— To change the year, click the year label and click the up and down button to
step through the years (Figure 2-17).

ZUI]BE

Figure 2-17: Change Year

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

— To display a specific month, click the month label, and select from the list
displayed (Figure 2-18).

January
February
tarch
April

Mary

Jure

July
Augusk
September
Dckober
Movernber
Decemnber

Figure 2-18: List of Months to Select

— Press the up or down key to step through the calendar week by week.
— Press the left or right arrow key to step through the calendar day by day/
— Right-click the month label to select “Go to Today” and return to today’s date.

2.8 Using the Search Window (GUI)

Several fields in the application when clicked displays a search dialog. For example,
the Community field would access the Community search dialog, as shown in Figure

2-19.
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Bl
Comrunity

Search Sting || XCort |
Community |
Meost Recertly Selected

o 0K Iﬁ-ztbse .

Figure 2-19: Community search dialog
This type of window has similar functionality for other fields.
Click Close to dismiss the window and return to the previous window.

Type a few characters in the Search String field and click Search to retrieve records.
The retrieved records will display in the Community group box.

Select a record and click OK to open the form.
Select a record from the Most Recently Selected field and click OK.

Right-click the field and click Clear to remove the contents of the field.

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 shown in Figure 2-20.
User Manual Orientation
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[ 5 [=] S
POV
Scarch S | E=Em
POV Salpcted Bame
POV | Haatve |
|
B
bixgt Racently Selacied
POV | Harate
W OK ﬂlm

Figure 2-20: 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).

Click Close button to dismiss the window and return to the previous window.

Type a few characters in the Search String field and click Search to retrieve
records.

You can add one or more records from the Most Recently Selected group box to
the Selected Items group box by clicking the right-pointing arrow button.

Click the right arrow button to add one or more records from the POV group box
to the Selected Items group box.

Click the left-pointing arrow button to remove one or more selected records from
the Selected Items group box.

When you have the records you want in the Selected Item group box, click the
OK.
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2.10

Using the Multiple Select Window (GUI)

Several fields in the application have fields that display a multiple select window, as

shown in Figure 2-21.

Substance

Subsiance

ACETAMENOPHEN [EG. TYLENOL)
ALCOMOL

AMPHETAMINE/STIMULANT

ASFIRIN OR ASPIRIN-LIKE MEDICATIONS
NON-PRESCRIBED OPIATES (HERQIM)
QTHER

OTHER ANTIDEPRESSANT

OTHER OVER-THECOUNTER MEDICATIONS
OTHER PRESCRIFTION MEDICATION
PRESCRIBED OPATES (NARCOTICS)
SEDATIVES/BENZODIAZEPINES/BARBITURATES
TRICYCLIC AMTIDEPRESSANT (TCA)

[
5

=10 %]
Sesected Rems

Submiancs |

p OX |Elm |

Figure 2-21: Sample multiple select window

Click Close to dismiss the window.

To add one or more selected items in the Substance group box to the Selected Items
group box, click the right-pointing arrow. Select more than one code by holding down

the Ctrl key and selecting the next code.

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

When you have the records you want in the Selected Item group box, click the OK.
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2.11

2.12

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 Progress Notes field.

To aid in editing the text, a context menu is available, as shown in Figure 2-22.

Lindo

Cuk
Copy
Paste
Drelate

Sebact 21

Figure 2-22: Context menu to aid in editing text

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

Undo: removes the last edit action.
Cut: removes the selected text from its current position and places it on the clipboard.

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

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

Delete: removes the selected text from its current position.

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).
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2.12.1 Patient Selection (Roll and Scroll)

You are asked to select a patient at the “Select Patient” prompt. Use 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). 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)
You select a patient in the following circumstances:
e When no patient has been selected and you selected the One Patient option (such
as under Visit Encounters)

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

Figure 2-23 displays the Select Patient dialog.

=0/

1~ Patient Lookup Options [Last Mame, First-Chat-DOB[1./1./2008) Matches 1
] sDisphy || [|aLL |
Palient List — ]
& Help X Clex

Figure 2-23: Select Patient dialog
Click Help to access the online help for this dialog.
Click Clear button to remove all data from the Patient List group box.

At the Patient Lookup Options (Last Name, First Chart DOB (date) 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). You
can determine the number of matches by selecting an option from the Matches drop-
down list (the default is All).

Click Display to enter the search criteria.
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2.13

The valid candidates are retrieved as shown in Figure 2-24 and displayed in the Select
Patient window. If there are no candidates, then the group box remains empty. In
addition, a message will display in the bottom left corner stating: 0 records found.

SI=TEY

[~ Patient Lockup Options: [Last Mame, First-Chaet-DOB([1./1./2008) Matches
[DEMO. o/Disply_ || [|aLL =

[~ Patient List
Patierit Mame | 55N | Chan | OB | Sex =
DEMOAMILYRS PEARL HARTER.MI... d-=-0821 106735 06,/30/,2008 F
DEMOALSTIM WiYME “SEMSITIVE™ 192640 “GENSITIVE™ M
DEMO.DARRELL LEE 0208 117305 03/231586 M
DEMO.DOROTHY ROSE Ml 1M 939333 1071051342 F
DEMOJAME S WILLLAM 192636 11051997 M
DEMOJOHN Hl 23 55 12401/2008 M
DEMOJUAMITA MATSISTA RODRL,.,  X0dd-4949 118033 040871965 F
DEMOL DEE DEMOLENNY DEE Al 0B2T7 201685 05/09,/1943 F =
DEMOLEMNY DEE ol 62T i) [ 05/08/1943 F
DEMOLOIS JEANMETTE Wl 26T 180335 02./16/1995 F
DEMOMIMMIE P TOMAHCOT REBE..  »ddidd 0808 113487 0701 11566 F
DEMOMEWEBORN DEMOMNEWEBOR.., X432 987654 110472009 F
DIEI'-'II:I.N E'WBORNN ol 4 321 487654 1;;131&1:09 F_lﬂ
4 »
& Help | ¥ Clea |

19 Record(s) Found

Figure 2-24: Sample Select Patient dialog

Use the scroll bars to scroll through the retrieved names. Double-click the patient you
want to view.

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 (Figure
2-25), the word SENSITIVE will be displayed in Social Security, Date of Birth, and
Age columns on the Select Patient dialog.
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[ Select Patient =18 %]
~ Patient Lockup Dptions [Last Mame, First-Chae-DOB[1.1/2008) ~ Matehes
[DEMO. pOisplay || [ALL =
~ Patient List
Patient Name | 55M | Chart & | pog | Sex ~
DEMOAMILYS PEARL HARTERMI.. 3004440821 106735 06/30/2008 F
DEMOAUSTIN WATHE “SEMSITIVE™ 192640 “SEMSITIVE™ M
DEMO.DARRELL LEE Mol 0208 17306 09/2371986 M
DEMO.DOROTHY ROSE HEEFEIM 993333 101071342 F
DEMOJAMES WILLLAM 19263% 11/051997 M
DEMOJOHM HEEAEAEZN 55 120172008 M
DEMOJUAHITA MATSISTA RODRL.,. 34949 118039 4/081955 F
DEMOL DEE DEMOLENNY DEE Hol ol 0827 2GS 050811343 F =
DEMO.LEMMY DEE ol 627 20655 05/08/1943 F
DEMOLOIS JEAMMETTE e B 2ET 180535 02/16/1995 F
DEMO MIMMIE P TOMAHCOT REBE.., ddidd 0000 113457 070171966 F
DEMOMEWEORM DEMOMEWEBOR.., 44444321 Y7654 110472009 F
DIE MO MEWEDRMN Mol 4321 9A7E54 1i|fﬂ4!2t09 F_lll
4 »
& Help | K Clea |
19 Record(s) Found

Figure 2-25: Sample Select Patient dialog showing sensitive patient
Figure 2-26 displays the Continue with this Record message.
=

WARNING RESTRICTED RECORD This record is protected by the Privacy Ack of 1974 & Health Insurance Portability &
Accountablity Act of 1996, IF you slect bo procesd, you must prove you hawve a nead to know, Access bo this patient is
tracked and vour Security Officer will contact you fior your justification.

] w |

Figure 2-26: Warning message displayed in GUI

Click Yes to access the patient’s record.
Click No to return to the Select Patient dialog.
There can be two types of messages in Roll and Scroll.

The Restricted Record warning message is shown in Figure 2-27.

***% 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 2-27: Warning message about restricted record in roll and scroll

A simple warning message is shown in Figure 2-28.
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*** WARNING ***
*** RESTRICTED RECORD ***

2.14

2141

Figure 2-28: Shorter warning message in Roll and Scroll
Press Enter to access the patient’s record.

Type " and the patient record will not display.

Electronic Signature

The following provides information about the electronic signature. This signature
applies to roll and scroll application as well as the GUI. You use the electronic
signature to sign a SOAP/Progress note, Intake document, and Update document.

Creating Your Electronic Signature

The User’s Toolbox option in RPMS will setup the electronic signature. Use the
option in bold (Electronic Signature Code Edit), as shown in Figure 2-29:

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 2-29: Options on the TBOX User’s Toolbox

Prompts will appear for the electronic signature on SOAP/progress notes, as shown in
Figure 2-30. Do not enter credentials (such as MD) under both the block name to
prevent the credentials from appearing twice. Ensure the printed signature block
printed name contains the appropriate name and credentials.

INITIAL: MGH//

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

OFFICE PHONE:

VOICE PAGER

DIGITIAL PAGER

Figure 2-30: Prompts that display at the beginning of the process

The prompt to enter the current electronic signature is shown in Figure 2-31.
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Enter your Current Signature Code:

Figure 2-31: Prompt to enter your current electronic signature

Enter a new electronic signature code as shown in Figure 2-32.

Enter code:

Figure 2-32: Prompt for a new code

Enter a new code (using between 6 and 20 characters) with Caps Lock ON.
(special characters are not allowed in the code.)

If you forget the code, it must be cleared out by your Site Manager and a new one
must be created. 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
Health Record).
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.
The sample in
Figure 2-33 shows the electronic signature and date/time stamp in the SOAP/Progress
Note section of the printed encounter record.
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2.14.4

2.14.5

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

Figure 2-33: Sample date/time stamp for electronic signature

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 |f 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.

Signing a Note (GUI)
If you have entered a SOAP/progress note, the Sign? dialog, as shown in Figure 2-34.

Jsionz £

Do yow wank bo sign this SOAPProgress Nobe Now?

Figure 2-34: Sign dialog
Click No to save the note without a signature.

Click Yes to display the Electronic Signature dialog. In Figure 2-35.

o
Elecironic Signature

[

[ o] Boes 1

Figure 2-35: Electronic Signature dialog

Input a valid electronic signature and click OK. This process saves the encounter with
a signed note.
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If you enter an invalid electronic signature and click OK, the application displays the
Invalid notice that states: Invalid Signature Code. Click OK to return to the Electronic
Signature dialog.

Click Close on the Electronic Signature dialog and the message ‘Are You Sure?’
dialog displays, as shown in Figure 2-36.

5

Are wou sure you want to Close without Electronscally Sigring the Note?

Figure 2-36: Are you Sure dialog
Click No to return to the Electronic Signature dialog.

Click Yes to display the Message dialog, as shown in Figure 2-37.

|
You did not Electronically Sign the note

Figure 2-37: Text of Message

Click OK and the record will not have a signed note.

2.14.6 Signing a Note (Roll and Scroll)
Save and exit an encounter record, then enter a note; a prompt for a signature
displays, as shown in Figure 2-38.
Enter your Current Signature Code:
Figure 2-38: Prompt asking for your current signature code
If you use your valid electronic signature, the encounter record with a signed note is
saved.
If you use an invalid electronic signature, the encounter with a signed note will not be
saved.
If you edit a visit with a signed note, you get a message indicating that the note
cannot be edited, as shown in Figure 2-39.
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The progress note has been electronically signed. You will not be able to edit the
note.

Figure 2-39: Message about progress note already signed.

If you edit the note with an unsigned note and you are not the primary provider, you
will receive a message, as shown in Figure 2-40.

Only the Primary provider is permitted to sign a note.

Figure 2-40: 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 display (Figure 2-41).

1HS Behavioral Health System Login

APMS Sesver: | j

Accecs Code: ]

Verily Code: |
[ Use Windows Authentication

oK | Canca |
r— Description

Llze thiz panel to enter the Acces: and Venfy codes that you use
I log in bo the RPMS sarver.

Figure 2-41: Initial login dialog

Click Edit Connections option on the drop-down list for the RPMS Server field. The
RPMS Server Connection Management dialog displays, as shown in Figure 2-42,
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RPMS Server Connection Management

Cannection | SemverPot | Namespace

AFMS Behavioral Health  161.22392251:..  TEHR

1]

RPMS

Figure 2-42: Sample RPMS Server Connection Management dialog

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

The Edit RPMS Server Connection dialog displays, as shown in Figure 2-43.

Edit RPMS Server Connection

Connection Mame: [
[~ Defaukt BPMS Server Connection

[~ RPMS Connection Proparties

Senver Address/Mame: |

Server Port: 0

Server Mamespace: W Use defaull namespace

[ Use Windows Authentication

Cancel

Figure 2-43: Sample Edit RPMS Server Connection dialog

Do not check the “Default RPMS Server Connection” or “Use Windows

Authentication” checkboxes.

On the Edit RPMS Server Connection dialog, type one of the following:

e Connection Name: Use this field to name your connection (your choice of

words).

e Server Address/Name: 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.
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e Server Port: Type the number of the server port. Your Site Manager will provide
this information.

e Server Namespace: 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.

e Use default namespace: Check this checkbox if the Server Namespace is the
default one you want to use.

e Test Connection: After populating the fields, this button becomes active. Click it
to display the Test Login dialog. Populate the “Access Code” and “Verify Code”
fields and then click OK.

Click OK to accept and the application displays the Connection Test message that
states: RPMS login was successful. Click OK to

If an error message displays, click OK to return to the Test Login dialog.
Click Save after the RPMS Server Connection Management dialog is complete.

Figure 2-44 displays the IHS Behavioral Health System Login dialog.

RPMS Server RPMS Behavioral Health -

Access Code: |

Verify Code: |
[ Usewindows Authentication

14 | Cancel
— Diescription

Llze this panel to entes the Access and Venly codes thal you use
bar log in bo the BPMS senver.

Figure 2-44: Sample login dialog
The designated server displays in the RPMS Server field.

Type the RPMS access and verify codes. These are the same access and verify codes
used to open any RPMS session.

e Do not select the field with the checkbox.
Click OK to accesses the RPMS Behavioral Health System tree.
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2.16 RPMS Behavioral Health System Tree
Below is the default display of the RPMS Behavioral Health System tree structure, as
shown in Figure 2-45.
1 Re5 BehavioralHealth System - DEIO INDIAN HOSPITAL =loix]
Patiert  Preferences RPMS Exk  Help  Abowt
[Ef Chinical Actvities
+- Wiewe Pabert Datls
=1 Wiz Encountery
One Patient
All Paberts
Group Encounitess
Browese Visits
Intake
Case Management
+| Treatment Plans
#]- Suicade Reporting Forms
Adminitrative Commiunily Activilies
Figure 2-45: Tree structure for the RPMS Behavioral Health System
The tree structure is similar to any tree structure in Microsoft© Office™.
e Click the Minimize (-) icon to collapse the list. The icon will change to the
Maximize (+) icon. The View Patient Data, Treatment Plans and Suicide
Reporting Forms options are collapsed in Figure 2-45.
e Click the Maximize (+) icon to expand the list. The icon will change to the
Minimize (-) icon. The Visit Encounters option is expanded in Figure 2-45.
2.16.1 Patient Menu
Select the current patient from the Patient menu.
2.16.2 Preferences Menu
Select another division as well as change the font on the main menu tree on the
Preferences menu, as shown in Figure 2-46.
Preferences | Ext  Help  ab
| e Divisior |
Change Menw Fonk
Figure 2-46: Menu options on the Preferences menu
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Change Division

Use the Change Division option to change the RPMS Division. This option
applies to a site that uses more than one RPMS database.

Change Menu Font

Use the Change Menu Font option to change the font on the tree structure. The
application displays the Font dialog, as shown in Figure 2-47.

Font
Fonk: Font style: L
Im |F€sgu|a|

() Edwardian Scipt ITC 1 |Bold
() Elephant Boid Italic
{) Engiavers MT
{) Eras Bold ITC
{) Evas Demi ITC =l

- Effects | [~ Sample
[ Stikeout
™ Under haBb¥yZz
Script
] |’w’catcm El

Figure 2-47: Font dialog

Use the Font dialog 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.

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

Click OK to apply your changes to the text on the tree structure. (Otherwise, click
Cancel and the changes will not be applied.)

2.16.3 RPMS Menu

1. Select 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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2. Onthe RPMS Terminal Emulator window, select File | Connect to access the
Connect dialog.

3. Type the IP address in the Host field.
4. Click OK to access the RPMS system and login.

5. Select File | Exit to return to the GUI.

2.16.4 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).

2.16.5 Help Menu

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

2.16.6 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 (Figure 3-1). 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.

DE
RPTS
MUTL

Select Behavioral Health Information System Option: DE

AEXEAXEIXKXAXAIAAXEAXAXAAXAAXAXAAXAAAXAAXAAAXAAAAAAAAXAAAXAAdX

*x IHS Behavioral Health System *x
AEAEEAAAAAAAAAAXAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAX
Version 4.0 (Patch 4)
DEMO INDIAN HOSPITAL

Behavioral Health Data Entry Menu ...
Reports Menu ...
Manager Utilities ...

Figure 3-1: Data Entry Module

The DE option has the options shown in Figure 3-2.

PDE
SDE
GP
DSP
TPU
DPL
EHRE
EBAT
SF

Select Behavioral Health Data Entry Menu Option: PDE

EAEAEEXEAAXEAAXAAXEAAXAAXAAXAAAXAAXAAAAAXAAAXAAAXAAAAXAAXX

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

EAEAEEAXEAAXEAAXAXEAAXAAXAAXAAAXAAXAAAAAXAAAAAAXAAXAXAAXX

Version 4.0 (patch 4)

DEMO INDIAN HOSPITAL

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

Group Form Data Entry Using Group Definition
Display Record Options ...

Update BH Patient Treatment Plans ...
View/Update Designated Provider List

Edit BH Data Elements of EHR created Visit
Listing of EHR Visits with No Activity Time
Suicide Reporting Forms - Update/Print

Figure 3-2: Data Entry menu
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Below is an overview of the options on the Data Entry Menu.

Enter/Edit Patient/Visit Data - Patient Centered (PDE): documents a patient
encounter and displays all the information required for a single patient from a single
screen.

Enter/Edit Visits Data - Full Screen Mode (SDE): type the appropriate set of
defaults to be used in Data entry.

Group Form Data Entry Using Group Definition (GP): type the 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 BH data for a visit
that was created in the RPMS Electronic Health Record (EHR) application.

Listing of EHR Visits with No Activity Time (EBAT): lists the behavioral health
EHR visits that have no activity time.

Suicide Reporting Forms - Update/Print (SF): updates, reviews, and prints IHS
Suicide forms that have been entered into the BHS module.

3.2 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) (Figure 3-3).
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|® rPMs Behavioral Health System - DEMO INDIAN HOS =10 %
Patient  Preferences RPMS  Exit  Heip  About

+ Wiews Fabert Dala
=1- iz Encounters
One Pabsnt
Al Paberis
Grewan E meeiribed s
Browese Vi
Intake
Caze Managemant
4 Treatment Plans
+- Suicade Reportng Forms
Adraritistnee Commimaly Actriles

Figure 3-3: Location of Visit Encounters category on tree structure
One Patient: manages the visits for the one patient within a particular date range.
All Patients: manages the visits for all of the patients within a particular date range.

Group Encounters: manages the Group Encounter data for group encounters within
a particular date range.

Browse Visits: displays 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 BHS Roll and Scroll application and the BHS GUI.

4.1 Enter or Edit Patient Visit Data (Roll and Scroll)

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.

AEXEAXEIXKXAXAIAAXAIAXAAXAAXAXAAXAAAXAAXAAAXAAAAAAAAXAAAXAAdX

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

Version 4.0 (patch 4)

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.

4.1.1  Enter or 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.

Below are the prompts:

Select PATIENT NAME
Specify the patient you want to use.

If you enter the name of a deceased patient, the application displays the patient’s date
of death (Figure 4-2).
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Ok? Yes//

*xxxx PATIENT®S DATE OF DEATH IS Jan 14, 2000@20:30

Figure 4-2: Information about patient’s date of death

Type No at the “OK” prompt to return to the “Enter Patient Name” prompt.
Type Yes at the OK prompt to go to the Patient Data Entry window.

If the patient is living, the Patient Data Entry window displays as in Figure 4-3.

PATIENT DATA ENTRY
Patient: DEMO,DOROTHY ROSE

Designated Providers:
Mental Health:
A/SA:
Other (2):

Pending Appointments:

Select the
AV Add Visit LD
EV Edit Visit TP
DR Display Record CD
ES Edit SOAP 1D
DE Delete Visit AP
PF Print Encounter Form HS
LV Last BH Visit DM
BV Browse Visits LA

Select Action: Q// Q

FEMALE DOB: Oct 10,

Mar 11, 2009 17:15:55

HRN: 999999
1942  AGE:

Social

Last Visit (excl no shows): May 29, 2008 BETAAAA,BJ REGULAR VISIT
314.9 ATTENTION-DEFICIT/HYPERACTIVITY DIS. NOS

appropriate action
List Visit Dates
Treatment Plan Update

Update Case

Intake Document

Appointments

Health Summary

Display Meds

Interim Lab Reports

Page: 1 of

66 YRS SSN: XXX-XX-1111
Services:
Other:

Primary Care: SMITH,A

Q for QUIT
GS GAF Scores
Ol Desg Prov/Flag/Pers Hx
EH Edit EHR Visit
PPL Problem List Update
SN Sign Note
TN TIU Note Display
MM Send Mail Message
FS Face Sheet

Data

Figure 4-3: Sample Patient Data Entry window

The following fields display when using the Add Visit (AV) and Edit Visit (EV)
options at the “Select Action” prompt.

Which set of default do you want to use in Data Entry

Specify 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: M (Mental Health Defaults), S
(Social Services Defaults), C (Chemical Dependency or Alcohol/Substance
Abuse), or O (Other).

Enter ENCOUNTER DATE
Specify the date of the encounter. Section 2.1.9 provides more information about

entering dates.

The application displays “Creating new record” message when adding a visit.
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Enter PRIMARY PROVIDER
Specify the primary provider name (or press Enter to accept the default) for the

Visit.

If you used Edit Visit (EV) option, the application displays the Behavioral Health
Record Edit window. Section 4.1.4 provides more information about this window.

If you used the Add Visit (AV) option, the application displays the Behavioral Health
Visit Update screen. Section 4.1.3 provides more information about this screen.

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

Use the SDE option to specify 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.

Below are the prompts.

Which set of defaults do you want to use in Data Entry

Specify 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:

M Mental Health Defaults
e S Social Services Defaults

e C Chemical Dependency or Alcohol/Substance Abuse

e O Other

Enter ENCOUNTER DATE

Specify the date of the encounter. The application displays “Creating new record”
message when adding a visit.

The application displays the Update BH Forms window (Figure 4-4).

Update BH Forms

# PRV PATIENT NAME

1 BJB ALPHAA,CHELSEA M
2 BJB ALPHAA,CHELSEA M
3 BJB ALPHAA,CHELSEA M
4 JC ALPHAA,CHELSEA M
5 JC ALPHAA,CHELSEA M
6 DG ALPHAA,CHELSEA M
7 DG ALPHAA,CHELSEA M
8 ST DEMO,DOROTHY ROS

Mar 19, 2009 13:50:42

Ww116431
WW116431
Ww116431
876543

876543

WW116431
Ww116431
WW999999

ACT PROB

16 295.15
13 305.02
19 V60.0
13 295.15
13 295.15
22 305.62
15 79
99 97

NARRATIVE

SCHIZOPHRENIA, DISORGANIZED
ALCOHOL ABUSE, EPISODIC,
LACK OF HOUSING
SCHI1ZOPHRENIA, DISORGANIZED
SCHIZOPHRENIA, DISORGANIZED
COCAINE ABUSE, EPISODIC
FINANCIAL NEEDS/ASSISTANCE
ADMINISTRATIVE
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?? 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 4-4: Sample Update BH Forms window

The asterisk (*) preceding the number of the encounter record indicates that the
record contains an unsigned note. Section Electronic Signature2.14 provides more
information about the electronic signature.

Use the EV option to edit a selected record (patient visit). Section 4.1.4 provides
more information about this option. Use the AV option to add a patient visit.

The PPL option is fully described below. Section 9.0 provides more information
about the problem list.

When you use the AV option, the following prompts display.

TYPE THE PATIENT’S HRN, NAME, SSN OR DOB
Specify the patient you want to use.

Enter PRIMARY PROVIDER

Specify the primary provider for the patient visit (the default is the current logon
user).

The application displays the Behavioral Health Visit Update screen.

4.1.3 Using the Behavioral Health Visit Update Screen

Figure 4-5 shows the Behavioral Health Visit Update screen that is used to enter
patient visit data.

* 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
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Display Current Medications? N MEDICATIONS PRESCRIBED <enter>:

Placement Disposition:

Visit Flag: Local Service Site:

COMMAND: Press <PF1>H for help Insert

Figure 4-5: Sample Behavioral Health Visit Update screen

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

The underlined fields on the Behavioral Health Visit Update screen are required.

Arrival Time
The default is 12:00. Change this time if needed.

Display/Edit Visit Information
Use N or Y (the default). Use Y to access the Visit Information pop-up, as shown

in Figure 4-6.
Fkkxk Visit Information Fkkxk
Program: MENTAL HEALTH Location of Encounter: SELLS HOSP
Clinic: MENTAL HEALTH Appointment/Walk In: APPOINTMENT

Type of Contact: OUTPATIENT

Community of Service: TUCSON

Figure 4-6: Sample Visit Information pop-up

The application automatically populates the fields on the Visit information
pop-up according to which set of defaults you 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.

Program: This field determines the program associated with the visit. Use
one of the following: M (Mental Health), S (Social Services) O (Other), or C
(Chemical Dependency).

Location of Encounter: This field determines the location of the encounter.

Clinic: This field identifies the clinic context. The response must be a clinic
that is listed in the RPMS Standard Code Book table.
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Appointment/Walk-1In: This field determines the type of visit. Use one of the
following: A (Appointment), W (Walk In), or U - Unspecified (for non-
patient contact or telephone contact).

Type of Contact: This field determines the type of contact (the activity
setting).

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.

Any Secondary Providers?

Use Y or N (the default) to indicate if there were any additional secondary BHS
providers that were also providing care during this particular encounter. Use Y to
access the Enter/Edit Providers of Service pop-up (Figure 4-7).

Encounter Date: MAR 5,2009@12:00 User: THETA,SHIRLEY

Fkkkkkk  ENTER/ZEDIT PROVIDERS OF SERVICE  *¥kix

Patient Name: DEMO,DARRELL LEE

PROVIDER:
PROVIDER:
PROVIDER:
PROVIDER:
PROVIDER:
PROVIDER:

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

Figure 4-7: Sample Enter/Edit Providers of Services pop-up

The underlined fields are required.
PROVIDER: Specify the secondary provider name.

PRIMARY/SECONDARY: Populate with the type of provider. 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 Visit Update screen.

Chief Complaint/Presenting Problem

Specify the chief complaint or presenting problem using 2 to 80 characters in
length. This information describes the major reason the patient sought services.

User Manual One Patient Visit Data

June 2014

39



Behavioral Health System (AMH) Version 4.0 Patch 4

SOAP/Progress Note <press enter>
Press Enter to access another 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.
Comment/Next Appointment <press enter>
Press Enter to access another window. Populate it with the text of the comment
about the next appointment. This field is not used for appointment scheduling.
PURPOSE OF VISIT (POVS) <enter>
Press Enter to access the Purpose of Visit Update pop-up (Figure 4-8).

*****x*x* BH RECORD ENTRY - PURPOSE OF VISIT UPDATE *******
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 4 visits:
7/8/09 28 DRUG DEPENDENCE

5/15/09 39 PT HAS PROBLEM

3710709 29 ALCOHOL ABUSE

3/10/709 291.0 ALCOHOL WITHDRAWAL DELIRIUM

Enter RETURN to continue or "~" to exit:

Figure 4-8: Sample BH Record Entry - Purpose of Visit Update
Use ‘A at the last prompt to exit this pop-up window.

If you use Return at the last prompt, the cursor jumps to the DIAGNOSIS
field.

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

DIAGNOSIS: Specify the POV (the one- or two-digit BHS Purpose of Visit
Code or the more specific five-digit DSM-5 diagnostic code). Section
Appendix D: provides information about DSM copyright and trademark
information.

NARRATIVE: Specify the text of 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.
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Any CPT Codes to enter?

Use N or Y (the default). Use Y to access the Add/Edit CPT Procedures pop-up
(Figure 4-9).

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

Cpt Code:
Cpt Code:
Cpt Code:
Cpt Code:
Cpt Code:

Figure 4-9: Sample Add/Edit CPT Procedures window

The underlined fields are required.

CPT Code: Specify 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.

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

QUANTITY:

‘MODIFIER
‘MODIFIER 2
I

Quantity: use the Quantity field to determine the number of CPT codes to use
to help facilitate billing.

Modifier: use the Modifier field to define 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.
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Activity

Specify 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 activity codes and
definitions.

Activity Time

Specify the activity time, using any number between 1 and 9999 (no decimal
digits). This is how much provider time was involved in providing and
documenting the service or performing the activity. The understood units of
measure are minutes. Please note, O (zero) is not allowed as a valid entry.

# Served

Specify 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.

Interpreter?

Use 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.

Any Patient Education Done?

Use Y or N (the default). Use Y to access the Patient Education Enter/Edit pop-up
(Figure 4-10).

*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 4-10: Sample Patient Education enter/edit screen

User Manual One Patient Visit Data
June 2014

42



Behavioral Health System (AMH) Version 4.0 Patch 4

Display Patient Education History?: Use Y or N 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.

EDUCATION TOPIC: Specify the education topic used at this encounter.
For a complete list of the current Education Topics, please see the IHS Patient
Education Manual or use “?” at the prompt to view the whole list.

After entering the Education Topic, the application displays the following
pop-up (Figure 4-11):

EDUCATION TOPIC: ABD-COMPLICATIONS

INDIVIDUAL/GROUP: INDIVIDUAL
READINESS TO LEARN:

LEVEL OF UNDERSTANDING:
PROVIDER: THETA,MARK
MINUTES:

COMMENT :
STATUS (Goal):
GOAL COMMENT:

Figure 4-11: Sample pop-up for education topic information
The underlined prompts are required.
Education Topic: the education topic (can be changed).
Individual/Group: Specify if the education is for an individual or for a group.
Readiness to Learn: use one of the following:

e Distraction: use when the patient has limited readiness to learn because the
distractions cannot be minimized.

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

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

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

e Severity of IlIness: use when the patient has a severity of illness that limits
readiness to learn.
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e Unreceptive: use when the patient is NOT ready or willing to receive
education.

Level of Understanding: Specify the level of understanding. This is a
required field. Use one of the following:

e 1 (Poor)
e 2 (Fair)
e 3(Good)

e 4 (Group No Assessment)
e 5 (Refused)

Provider: the provider for the visit (can be changed). The default is the
current logon user.

Minutes: Specify the number of minutes spent on education, using any integer
1-9999.

Comment: Add comments about the education topic for the visit, if any.

Status (Goal): Specify the status of the education, if any. Use one of the
following:

e GS-goal set

e GM - goal met

e GNM - goal not met

e GNS - goal not set

Goal: Populate with the text of the stated goal of the education, if any.

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

Any Screenings to Record?

Use Y or N (the default). If you use Y, use the displayed fields to record any
Intimate Partner Violence, Alcohol Screen, or Depression Screening performed
during the encounter. Use N to accept the default response if no screenings were
completed during the visit. Use Y to access the screen as shown in Figure 4-12.

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:
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Alcohol Screening Comment:

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

Figure 4-12: Sample IPV, Alcohol Screening, and Depression Screening pop-up

The following provides information about the fields on the pop-up.

Display IPV/DV screening History?: use Y or N. If you use Y, the IPV/DV
screening history displays on another screen. The display includes screenings
entered in both BHS and PCC.

IPV Screening/Exam Result: Specify the result of the intimate partner
violence/domestic violence screening. Use one of the following:

e N - Negative

e PR -Present

e PAP - Past and Present

e PA - Past

e REF - Patient Refused Screening

e UAS - Unable to screen

IPV Screening Provider: Specify the IPV/DV provider name.

IPV Comment: Populate with the text of any comment related to the IPV/DV
screening, using 2—245 characters.

Display Alcohol screening History?: use Y or N. If you use Y, the alcohol
screening history displays on another screen. The display includes screenings
entered in both BHS and PCC.

Alcohol Screening Result: Specify the result of the alcohol screening. Use
one of the following:

e N - Negative

e P -Positive

e UAS - Unable to screen

e REF - Patient Refused Screening

Alcohol Screening Provider: Specify the provider name for the alcohol
screening.

User Manual
June 2014

One Patient Visit Data

45



Behavioral Health System (AMH) Version 4.0 Patch 4

Alcohol Screening Comment: Populate with the text of any comment related
to the alcohol screening, using 2—-245 characters.

Display Depression screening History?: use Y or N. If you use Y, the
depression screening history displays on another screen.

Depression Screening Result: Specify the result of the depression screening.
Use one of the following:

e N - Negative

e P -Positive

e UAS - Unable to screen

e REF - Patient Refused Screening

Depression Screening Provider: Specify the provider name for the
depression screening.

Dep Screening Comment: Populate with 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.

Any Measurement?

Use N or Y. Use Y to access the Measurements pop-up (Figure 4-13).

*xxk

Measurements ***

Measurement Description Value Provider

Figure 4-13: Sample Measurements pop-up

Measurement: Specify the type of measurement being taken on the patient.
Then the application populates the Description field.

Value : Specify 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.

Provider : Specify the name of the provider.

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.

User Manual
June 2014

One Patient Visit Data

46



Behavioral Health System (AMH) Version 4.0 Patch 4

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

Any Health Factors to enter?

Use Y or N (the default) to indicate that you want to record health factor
information about the patient. Use Y to access the Patient Health Factor Update
pop-up (Figure 4-14).

FxxxAxx 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 4-14: Sample Patient Health Factor Update pop-up

Display Health Factor History?: Use N or Y. If you use Y, the health factor
history for the current patient displays on another screen. Use quit in order to
continue with the prompts.

HEALTH FACTOR: Specify the health factor. This is the entry in the Health
Factor file that most closely represents the patient’s health factor status at the
encounter for a given health factor category. The application displays other
fields about the health factor (Figure 4-15).

LEVEL/SERVERITY
QUANTITY

COMMENTS

Figure 4-15: Other fields for health factor data
Level/Severity: use M (Minimal), MO (Moderate), or H (Heavy/Severe).
Quantity: use any integer between 0 and 99999.
Comments: populate with any comments regarding the health factor.
The following are the fields on the Behavioral Health Visit Update screen.

Display Current Medications?

Use Y or N (the default) to display a list of currently dispensed medications. If
you use Y, the list displays on the “Medication List for patient” window (Figure
4-16).

OUTPUT BROWSER Mar 11, 2009 17:59:30 Page: 1 of 1
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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 4-16: 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.

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

MEDICATIONS PRESCRIBED <enter>

Press Enter to access another screen where you can enter the medications
prescribed.

Placement Disposition

Specify the active disposition. Use this field 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 pop-up shown in Figure 4-17
displays:

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

Figure 4-17: Sample pop-up for facility name

FACILITY REFERRED TO: Specify the name of the facility to which the
patient was referred.

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

Visit Flag

Specify 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.

User Manual One Patient Visit Data
June 2014

48



Behavioral Health System (AMH) Version 4.0 Patch 4

Local Service Site
Specify the local service site.

4.1.4  Using the Behavioral Health Record Edit Window
Use the Behavioral Health Record Edit window (Figure 4-18) to edit an existing visit

data.
* 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 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 4-18: Sample Behavioral Health Record Edit window
The underlined fields are required.

Date
The date of the visit.

Location of Service
Where the service took place.

Program
Name of the program with which the provider is affiliated.

Outside Location
Name of the outside location (3 to 30 characters in length).
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Clinic
This field identifies the clinic context. The response must be a clinic that is listed
in the RPMS Standard Code Book table.

Appt/Walk in
Can be appointment, walk-in, or unspecified (for non-patient contact).

Visit Flag

Specify 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.
Type of Contact

Type of contact (the activity setting).

Community
Name of the community.

Providers <press enter>
Press Enter to access the Enter/Edit Providers of Service pop-up (Figure 4-19).

F*xxxkk*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 4-19: Sample Enter/Edit Providers of Service pop-up

PROVIDER: Specify the name of the service provider.
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PRIMARY/SECONDARY: Specify the type of provider (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.

Local Service Site
Name of the local service site.

Activity

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.
Section Appendix A: provides more information about activity codes and
definitions.

Activity Time

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.

# Served

The number served at the encounter, any integer between 0 and 999.

Interpreter Utilized

Use Y or N. Use Y only if an interpreter is required to communicate with the
patient.

Chief Complaint/Presenting Problem
This information describes the major reason the patient needed services.

SOAP/PROGRESS NOTE

Press Enter to access another window that can be populated with the text of the
note. The note can be edited only if it is unsigned.

Comment/Next Appointment

Populate with the text of the comments about the next appointment.

Medications Prescribed

Press Enter to access another window where you enter the medications prescribed.
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Edit Purpose of Visits?
Use Y or N. Use Y to access the Purpose of Visit Update pop-up (Figure 4-20).

Fxxxxx*x BH RECORD ENTRY - PURPOSE OF VISIT UPDATE *******
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: NARRAT IVE:
DIAGNOSIS: NARRATIVE:
DIAGNOSIS: NARRAT IVE:

Patient’s Diagnoses from last 5 visits:
5/6/10 312.32 KLEPTOMANIA

8/11/709 300.02 GENERALIZED ANXIETY DISORDER
9/11/09 300.3 OBSESSIVE-COMPULSIVE DISORDER

Enter RETURN to continue or “~” to exit:

Figure 4-20: Sample BH Record Entry - Purpose of Visit Update
The underlined fields are required.

DIAGNOSIS : Specify the POV (the one- or two-digit BHS Purpose of Visit
Code or the more specific five-digit DSM-5 diagnostic code). Section
Appendix D: provides information about DSM copyright and trademark
information.

NARRATIVE: Populate with the narrative associated with the diagnosis 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.

Edit Prevention Activities

Press Enter to access another screen where you can enter prevention activities
(Figure 4-21).

Please enter all Prevention Activities
PREVENTION ACTIVITY:
PREVENTION ACTIVITY:
PREVENTION ACTIVITY:

TARGET:

Figure 4-21: Fields that define the prevention activities

Prevention Activity: Indicate the prevention activity
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Target: Indicate the target for the activity as one of the following: A (Adult),
Y (Youth), or F (Family)

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

Edit CPT Codes?
Use Y or N. Use Y to access the Add/Edit CPT Procedures pop-up (Figure 4-22).

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

Cpt Code:
Cpt Code:
Cpt Code:
Cpt Code:
Cpt Code:

Figure 4-22: Sample Add/Edit CPT Procedures window
The underlined fields are required.

CPT Code: Specify the CPT Code field (more than one can be used). 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.

To edit a CPT Quantity or Modifier, highlight the CPT code and press Enter.
The following are the fields on the Behavioral Health Record Edit window.

Edit Health Factors?

Use Y(yes) or N (no). Use Y to access the Patient Health Factor Update pop-up
(Figure 4-23).

Fxxkkkx 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 4-23: Sample Patient Health Factor Update pop-up

Display Health Factor History?: Use N or Y. If you use Y, the health factor
history displays on another screen.

HEALTH FACTOR: Specify the health factor.
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The following pop-up displays where you specify other data about the health
factor (Figure 4-24).

LEVEL/SEVERITY:
QUANTITY

COMMENTS

Figure 4-24: Additional data items requested

Level/Severity: use one of the following : M (minimal), MO (moderate), or
H (heavy/severe).

Quantity: use any number between 0 and 99999 (no decimal points).

Comment: populate with the text of a comment related to the patient’s health
factor.

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

Edit Patient Education?

Use Y or N. Use Y to access the Patient Education Enter/Edit pop-up (Figure 4-
25).

*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 4-25: Sample Patient Education enter/edit screen

Display Patient Education History?: Use Y or N. Use Y to display all
education provided in the last two years by BH programs. This history is
displayed in the Output Browser window.

EDUCATION TOPIC: Specify the education topic name. The following
pop-up displays where you enter data about the education topic (Figure 4-26):

EDUCATION TOPIC: ABD-COMPLICATIONS

INDIVIDUAL/GROUP: INDIVIDUAL
READINESS TO LEARN:
LEVEL OF UNDERSTANDING:
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PROVIDER: THETA,MARK

MINUTES:

COMMENT :
STATUS (Goal):
GOAL COMMENT :

Figure 4-26: Sample pop-up for education topic information

The underlined fields are required.

Education Topic: the education topic (can be changed).

Individual/Group: Specify if the education is for an individual or for a group.

Readiness to Learn: Use 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.

Level of Understanding: Specify the level of understanding. Use one of the
following:

1 (Poor)

2 (Fair)

3 (Good)

4 (Group No Assessment)
5 (Refused)

Provider: The provider for the visit (can be changed). The default is the
current logon user.
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Minutes: Specify the number of minutes spent on education, using any integer
1-9999.

Comment: Add comments about the education topic for the visit, if any.

Status (Goal): Specify the status of the education, if any. Use one of the
following:

e GS-goal set

e GM - goal met

e GNM - goal not met

e GNS - goal not set

Goal: Populate with the text of the stated goal of the education, if any.

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

Edit Any Screening Exams?

Use N or Y for any Intimate Partner Violence, Alcohol Screen, or Depression
Screening performed during the encounter. Use Y to access the following pop-up
screen (Figure 4-27).

Intimate Partner Violence (IPV/DV) Display IPV/DV screening history? N
IPV Screening/Exam Result:
IPV Screening Provider:
IPV 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 4-27: Sample IPV, Alcohol Screening, and Depression Screening pop-up

Display IPV/DV screening History?: Use Y or N. If you use Y, the IPV/DV
screening history displays on another screen.

IPV Screening/Exam Result: Specify the result of the intimate partner
violence/domestic violence screening. Use one of the following:

N - Negative
PR - Present
e PAP - Past and Present
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e PA -Past

e UAS - Unable to screen

e REF - Patient Refused Screening

IPV Screening Provider: Specify the IPV/DV provider name.

IPV Comment: Populate with the text of any comment related to the IPV/DV
screening, using 2—245 characters.

Display Alcohol screening History?: Use Y or N. If you use Y, the alcohol
screening history displays on another screen.

Alcohol Screening Result: Specify the result of the alcohol screening. Use
one of the following:

e N - Negative

e P -Positive

e UAS - Unable to screen

e REF - Patient Refused Screening

Alcohol Screening Provider: Specify the provider name for the alcohol
screening.

Alcohol Screening Comment: Populate with the text of any comment related
to the alcohol screening, using 2—-245 characters.

Display Depression screening History?: Use Y or N. If you use Y, the
depression screening history displays on another screen.

Depression Screening Result: Specify the result of the depression screening.
Use one of the following:

e N - Negative

e P -Positive

e UAS - Unable to screen

e REF - Patient Refused Screening

Depression Screening Provider: Specify the provider name for the
depression screening.

Dep Screening Comment: Populate with 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.
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Edit Measurements?
Use Y or N. Use Y to access the Measurements pop-up (Figure 4-28).

***  Measurements ***

Measurement Description Value Provider

Figure 4-28: Sample Measurements pop-up

Measurement: Specify the type of measurement being taken on the patient.
Then the application populates the Description field.

Value: Specify the numeric value of the measurement. The value must be in
the valid numeric range for the measurement.

Provider: Specify the name of the provider.
The following are the fields on the Behavioral Health Record Edit window.

Placement Disposition

This is a required field used when hospitalization or placement in a treatment
facility is required.

Referred to

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.

Enter you Current Signature Code

Populate with your (valid) signature code. This signature applies to the
SOAP/Progress Note associated with the current visit. Section 2.14 provides more
information about electronic signatures.

If you do not populate with your electronic signature and you 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 application then displays the Other Information window (Figure 4-29).
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Update, add or append any of the following data

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

*xkxxxx OTHER INFORMATION ke

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)

Figure 4-29: Other Information window

You can exit using option 10, or edit the visit using the other options.
After you use option 10, one of the following will happen:

e |f there was not an appointment the patient was checked in for in the
scheduling package, you return to the previous window.

e |f there was an appointment the patient was checked in for in 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 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 visit in PCC.

Below are the prompts for linking (Figure 4-30):

1

2

3

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

TIME: 16:00 LOC: WW  TYPE: I CAT: A CLINIC: ALCOHOL DEC: O VCN:47887.1A
Hospital Location: BJB AOD

Primary POV: Narrative:

TIME: 15:00 LOC: WW  TYPE: I CAT: A CLINIC: GENERAL DEC: O VCN:47887.2A
Hospital Location: ADULT WALKIN

Primary POV: Narrative:

TIME: 16:15 LOC: WW  TYPE: I CAT: A CLINIC: BEHAVIOR DEC: 3 VCN:47887.3A

Hospital Location: BJB BH
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Provider on Visit: BETA,BETA
Primary POV: 799.9 Narrative: DIAGNOSIS OR CONDITION DEFERRED ON AXIS
4 Create New Visit

Select: (1-4): 3

Figure 4-30: Continuing prompts

At this point, the application links to the visit you had selected and returns you to the
list view (Figure 4-31).

Date of Encounter: Tuesday MAR 09, 2010 * unsigned note

# PRV PATIENT NAME HRN LOC ACT PROB NARRATIVE
1 BJB BETAA,EMILY MAE Ww129608 WW 11  799.9 DIAGNOSIS OR CONDITION DEF
2 BJB BETAA,EMILY MAE WW129608 w11 80 HOUSING
3 BJB SIGMAAA,DAVID R WW145072 w12 83 MEDICAL TRANSPORTATION NEE

?? for more actions
AV  Add Patient Visit PF Print Encounter Form SN Sign Note

AC  Add Adm/Comm Record 1D Intake Document TN Display TIU Note
EV  Edit Record HS Health Summary AP  Appointments

ol Desg Prov/Flag ES  SOAP/CC Edit MM Send Mail Message
DR Display Record SD  Switch Dates Q Quit

DE Delete Record EH Edit EHR Record

Figure 4-31: Prompts that continue

At the “Select” prompt use DR and the Patient Information screen displays (Figure 4-

32):

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@16:15
POSTING DATE: MAR 12, 2010

WHO ENTERED RECORD: BRUNING,BJ

User Manual One Patient Visit Data
June 2014

60



Behavioral Health System (AMH) Version 4.0 Patch 4

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: 80
PROBLEM CODE NARRATIV: HOUSING
PROVIDER NARRATIVE: HOUSING

MHSS RECORD PROVIDERS
PROVIDER: BETA,BETAS
PROVIDER DISCIPLINE: ACUPUNCTURIST
PRIMARY/SECONDARY : PRIMARY

Note already signed, no E Sig necessary.

Press enter to continue....:

Figure 4-32: 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 that shown in Figure 4-33:

Fkkdkdkk  OTHER INFORMATION  *kkkokk
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 4-33: Other Information screen
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At The “Choose one of the above, use 10 to exit. The Patient View screen displays as
shown in Figure 4-34.

Date of Encounter: Tuesday MAR 09, 2010 * unsigned note

# PRV PATIENT NAME HRN LOC ACT PROB NARRAT IVE
1 BJB BETAS,EMILY MAE Ww129608 WW 11  799.9 DIAGNOSIS OR CONDITION DEF
2 BJB BETAS,EMILY MAE WW129608 w11 80 HOUSING
3 BJB SIGMAAA,DAVID R WW145072 w12 83 MEDICAL TRANSPORTATION NEE

AV  Add Patient Visit PF Print Encounter Form SN Sign Note

AC  Add Adm/Comm Record 1D 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: AV// Q Quit

Figure 4-34: Patient View screen

At the “Select Action” prompt, use Q to exit. The Data Entry Menu displays as shown

in Figure 4-35.
*x IHS Behavioral Health System *x
el Data Entry Menu el

EAEEXEAAXEAAXAAXEAAXAAXAAXAAAXAAXAAAAAXAAAAAAAAAAAXAAXX

Version 4.0

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 Reporting Forms - Update/Print ...

Select Behavioral Health Data Entry Menu Option: DSP Display Record Options

Figure 4-35: Data Entry Menu

At the Select Behavioral Health Data Entry Menu Option prompt, use DSP to access
the Data Entry Menu Display Option as shown in Figure 4-36.

EAEEXEAAXEAAXAAXAEAAXAAXAAXAAAXAAXAAAAAXAAAXAAAXAAAAAXAAXxX

** IHS Behavioral Health System **
** Data Entry Menu Display Options **
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Version 4.0

DEMO INDIAN HOSPITAL

Display Behavioral Health Visit Record
Display a PCC Visit

Display Patient”"s Last Behavioral Health Visit
List Visit Records, STANDARD Output

Print Encounter Form for a Visit

Count Forms Processed By Data Entry

Browse a Patient®s Visits

GAF Scores for One Patient

GAF Scores for Multiple Patients

PHQ-2 and PHQ-9 Scores for One Patient

PHQ-2 and PHQ-9 Scores for Multiple Patients
List all Visit Dates for One Patient

List NO SHOW Visits for One Patient

Listing of No-Show Visits in a Date Range
Listing of Visits with Unsigned Notes

Select Display Record Options Option:

Figure 4-36:

Data Entry Menu Display options

At the “Display Record Options Option” prompt, use PCCV to access the PPC Visit
Screen. The application displays the following prompt:

Select PATIENT NAME
Specify the patient to be used.

Enter VISIT date
Specify the date of the visit.

The application displays the PPC Visit Display screen, as shown in Figure 4-37.

PCC VISIT DISPLAY Page: 1 of 3

Patient Name: THETA,JIMMY JOE[m

Chart #: 129347

Date of Birth: NOV 01, 1986

Sex: M

Visit IEN: 2570481

VISIT FILE

VISIT/ADMIT DATE&TIME: FEB 15, 2012@09:07

DATE VISIT CREATED: FEB 15, 2012

TYPE: IHS

PATIENT NAME: THETA,JIMMY JOE

LOC. OF ENCOUNTER: DEMO INDIAN HOSPITAL

SERVICE CATEGORY : AVMBULATORY

CLINIC: MEDICAL SOCIAL SERVICES

DEPENDENT ENTRY COUNT: 3

DATE LAST MODIFIED: FEB 15, 2012
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WALK IN/APPT: WALK 1IN
CREATED BY USER: GAMMAA, RYAN
OPTION USED TO CREATE: AMHGRPC
USER LAST UPDATE: GAMMAA, RYAN
OLD/UNUSED UNIQUE VIS: 5059010002570481
DATE/TIME LAST MODIFI: FEB 15, 2012@14:59:58
CHART AUDIT STATUS: INCOMPLETE
NDW UNIQUE VISIT ID (: 102320002570481
VISIT ID: 3M6T-WWX
PROVIDERs
PROVIDER: GAMMAA , RYAN
AFF_DISC.CODE: 1C9AAA
PRIMARY/SECONDARY : PRIMARY
POVs
POV: 303.02
I1CD NARRATIVE: AC ALCOH DEP INTOX-EPISOD
PROVIDER NARRATIVE: ALCOHOL INTOXICATION, EPISODIC
ACTIVITY TIMEs
ACTIVITY TIME: 60
TOTAL TIME: 60
TIME PATIENT SPENT IN: 100
+ Next Screen - Previous Screen Q Quit
Select Action: +// q Quit

Figure 4-37: PCC Visit screen

4.15 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.)

Enter Encounter Date

Specify the date of the BH encounter that was entered for a particular patient
through the EHR. The application displays the Edit Behavioral Health Specific
Fields for an EHR Visit window (Figure 4-38).

Edit Behavioral Health
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:
Local Service Site:
Flag (Local Use):

Specific Fields for an EHR Visit

Comment/Next Appt (press enter)

User Manual One Patient Visit Data

June 2014
64



Behavioral Health System (AMH) Version 4.0 Patch 4

COMMAND: Press <PF1>H for help Insert

Figure 4-38: Sample information about editing a BH visit entered through the EHR
The underlined fields are required.

Community of Service
This indicates the community of service where the encounter took place.

Activity Type
This indicates the type of activity for the visit.

Appt/Walk In
This indicates the visit type: appointment, walk-in, or unspecified (for non-patient
contact).

Placement Disposition
This indicates 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 application displays the following pop-up
window (Figure 4-39):

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

Figure 4-39: Pop-up window asking for facility referred to

Facility Referred to: Populate with the facility 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.
Interpreter Utilized
This indicates if an interpreter was used in the visit (Y = Yes or N = No). Use Y if
an interpreter was required to communicate with the patient.
Comment/Next Appt (press enter)
Press Enter to access another window where you can populate the field with the
text of a comment about the next appointment.
Local Service Site
This indicates the local service site for the visit.
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Flag (Local Use)

This indicates 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.

4.1.6 Edit SOAP (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.

The following prompts display for the ES option.

Enter ENCOUNTER DATE
Specify the encounter date for this edit process.

CHIEF COMPLAINT
Specify the chief complaint (Free Text field), if any. The answer must be 2 — 80
characters in length. If there is existing text, you can change it. This information
describes the major reason the patient sought services.
SOAP/PROGRESS NOTE
No existing text
If there is existing text, it appears below the SOAP/PROGRESS NOTE prompt.
You can edit this text (just like entering new note).
Edit? NO//
If you use Y at this prompt, you access another window where you can edit the
text of the SOAP/Progress Note.
If you use N at this prompt, the other prompts continue.

COMMENT/NEXT APPOINTMENT
No existing text
If there is existing text, it appears below the COMMENT/NEXT
APPOINTMENT prompt. You can edit this text (just like entering new note).
Edit? NO//

If you use Y at this prompt, you access another window where you can edit the
text of the COMMENT/NEXT APPOINTMENT note.
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If you use N at this prompt, the other prompts continue.

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).
Edit? NO//
If you use Y at this prompt, you access another window where you can edit the
text of the MEDICATIONS PRESCRIBED note.

The electronic signature might be needed after you exit. Section 2.14 provides
more information about electronic signatures. Only the primary provides is
permitted to sign a note.

4.1.7 Delete Visit (DE)
Use the DE option to remove a specified visit for the current patient that was entered
in error.
Visit records with a signed SOAP/Progress Notes can only be deleted by users that
have the AMHZ DELETE SIGNED NOTE security key.
Encounter records containing unsigned, or blank SOAP/Progress Note can be edited
or deleted.
Below are the prompts.
Enter Encounter Date
Specify the date of the encounter that you want to remove. If there is more than
one, you will select which one.
The application displays the Confidential Patient Information about the encounter
record.
Are you sure you want to DELETE this record?
Use Y or N. If you use Y, the application displays: Record deleted. Press enter to
continue.
4.1.8  Sign Note (SN)
Use the SN option to sign a note (that is not signed) in a visit record (Figure 4-40).
You can only sign notes where you are the primary provider.
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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 56 MARITAL PROBLEM

Figure 4-40: List of records that you can change
The prompts continue.
Which record to you want to display (1-x) where x is the number of the last

record

Specify 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. If you use N, you exit the sign note process.

If you use Y, the application displays the Edit SOAP window.

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

Enter your Current Signature Code

Populate with 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 entering 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.

4.1.9  Print Encounter Form (PF)

Use the PF option to print/browse the encounter form for a specified date.
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Enter Encounter Date
Specify the date of the encounter that you want to print. If there is more than one,
you will select which one.

What type of form do you want to print
Specify the type of form you want to print. Use one of the following:

Full Encounter Form
Suppressed Encounter Form
Both a Suppressed & Full

°
— @™ » M

2 copies of the Suppressed

e E 2 copies of the Full

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.

Device
Specify the device to print/browse the data.

Figure 4-42 shows the data for a suppressed encounter form.

Fkdkdkdkkkkxx CONFIDENTIAL PATIENT INFORMATIOQN ook
PCC BEHAVIORAL HEALTH ENCOUNTER RECORD Printed: Mar 27, 2009@12:44:08
*** Computer Generated Encounter Record ***

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 DIAGNOSIS [PRIMARY ON FIRST LINE]

311. DEPRESSIVE DISORDER NOS

Enter RETURN to continue or "~" to exit:

Figure 4-41: Sample Suppressed Encounter Form

4.1.10 Last BH Visit (LV)
Use the LV option to display the last BH visit record for the current patient.
Below are the prompts.

Do you want a particular provider’s last visit
Use Y or N. If you use Y, other prompts display.

The application displays the BH Visit Record Display window (Figure 4-42).

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
DATE OF SERVICE: MAR 26, 2009@09:00
PROGRAM: MENTAL HEALTH

LOCATION OF ENCOUNTER: SELLS HOSP
COMMUNITY OF SERVICE: TUCSON

PATIENT: ALPHA,GLEN DALE
PT AGE: 37

CLINIC: MENTAL HEALTH
APPT/WALK-1IN: APPOINTMENT
POSTING DATE: MAR 03, 2014
WHO ENTERED RECORD: GARCIA,RYAN
DATE LAST MODIFIED: MAR 04, 2014
USER LAST UPDATE: THETA,SHIRLEY

DATE/TIME LAST MODIFI: MAR 04, 2014@12:15:16
EDIT HISTORY:

Mar 03, 2014 3:27 pm GARCIA,RYAN
EXTRACT FLAG: ADD
CREATED BY BH?: YES
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CHIEF COMPLAINT: major pain in left arm

SUBJECTIVE/OBJECTIVE:
COMMENT/NEXT APPOINTMENT:
NOTE FORWARDED TO:
MEDICATIONS PRESCRIBED:

PROBLEM CODE NARRATIV: Dissociative amnesia, with dissociative fugue

MHSS RECORD PROVIDERS

PROVIDER: GARCIA,RYAN

PROVIDER DISCIPLINE: BEHAVIORAL HEALTH AIDE/PRACT
PRIMARY/SECONDARY : PRIMARY

+ Next Screen - Previous Screen Q Quit

Select Action: +//

Figure 4-42: Sample BH Visit Record Display window

4.1.11 Browse Visit (BV)

Use the BV option to browse the behavioral health visits.
The prompts are below.

Browse which subset of visits for [current patient name]
Use one of the following:

e L Patient’s Last Visit

e N Patient’s Last N Visits

e D Visitsin Date Range

e A All of this Patient’s Visits

P Visits to one Program
If you use N, D, or P, other prompts will display.

The application displays the Browse Patient’s Visit window (Figure 4-43), using the

A option.
BROWSE PATIENT"S VISITS Mar 27, 2009 15:18:19 Page: 1 of 43
Patient Name: ALPHA,GLEN DALE DOB: Nov 10, 1981
HRN: 108704

*xxx**x Suicide Forms on File ******
Date of Act: MAR 26, 2009 Suicidal Behavior: 1
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Previous Attempts: 0O Method: GUNSHOT

o o o S S R S R S e S S S S R S S S S S S S R R S R S e R R S R S S S S S S R S S R S R S e S S S S e S S e

Visit Date: Mar 26, 2009@09:00 Provider: GAMMAAA,DENISE
Type of Visit: REGULAR VISIT

Activity Type: INDIVIDUAL TREATMENT/COUNSEL Type of Contact: OUTPATIENT
Location of Encounter: SELLS HOSP

Chief Complaint/Presenting Problem: Testing AMH v4.0

POV*"s:
300.13
SUBJECTIVE/OBJECTIVE:
Pt is making progress on his problems, real or imaged
+ Enter ?? for more actions
+ Next Screen - Previous Screen Q Quit

Select Action:+//

Figure 4-43: Sample Report window

4.1.12 List Visit Dates (LD)
Use the LD option to list the current patient’s visit dates.

The prompts are below.

Browse which subset of visits for [current patient name]
Use one of the following:

e L Patient’s Last Visit

e N Patient’s Last N Visits

e D Visits in Date Range

e A All of this Patient’s Visits

P Visits to one Program
If you use N, D, or P, other prompts will display.

The application displays the Browse Patient’s Visit window (Figure 4-44). 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
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TIU DOCUMENTS

TIU DOCUMENT: BH PSYCHIATRIC PROGRESS NOTE

AUTHOR: GARCIA,RYAN

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

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

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

Figure 4-44: Sample patient’s visit window

4.1.13 Display Record (DR)
Use the DR option to display the data about a specified visit.
Below are the prompts.

Enter ENCOUNTER DATE
Specify the date of the visit.

After specifying the date, the application displays the BH Visit Record Display
window (Figure 4-45).

BH VISIT RECORD DISPLAY Apr 13, 2009 14:46:26 Page: 1 of 4
Patient Name: ALPHAA,CHELSEA MARIE
Chart #: 116431
Date of Birth: FEB 07, 1975
Sex: F
Patient Flag 9
Flag Narrative 99
BH RECORD FILE

DATE OF SERVICE: MAR 24, 2009@13:17
PROGRAM: CHEMICAL DEPENDENCY
LOCATION OF ENCOUNTER: FIVE SANDOVAL INDIAN PROG, INC
OUTSIDE LOCATION T5
COMMUNITY OF SERVICE: RIO RANCHO
ACTIVITY TYPE: 11
ACTIVITY TYPE NAME: SCREENING-PATIENT PRESENT
TYPE OF CONTACT: OUTPATIENT
PATIENT: ALPHAA,CHELSEA MARIE
PT AGE: 34
CLINIC: ALCOHOL AND SUBSTANCE
NUMBER SERVED: 1
APPT/WALK-IN: WALK-IN
ACTIVITY TIME: 30

Enter ?? for more actions
+ Next Screen - Previous Screen Q Quit

Select Action: +//

Figure 4-45: Sample BH Visit Record Display window for a specified visit.
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More visit data displays on the next screen.

After you exit the last screen, the application displays the OTHER INFORMATION
screen (Figure 4-46).

Update,

10). None of the Above (Quit)
Choose one of the above: (1-10): 10//

. Update any of the following information:

. Patient Case Open/Admit/Closed Data
- Personal History Information

. Appointments (Scheduling System)

- Treatment Plan Update

- Print an Encounter Form

- Create/Update/Print Intake Document
. Add/Update Suicide Forms

#ssxkxk  OTHER INFORMATION s

add or append any of the following data

Designated Providers, Patient Flag

Problem List Update

Figure 4-46: Options on the Other Information menu

4.2

Use the options to update visit information about the patient, if needed. Otherwise,
use option 10 to exit.

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 (Figure 4-47).

[ al0l x|

el | [ G

ErclDate | Thusdsy |, Cecember 00, 2018 =] & DK * Urstagreed Hoke

e T Thewdy [ ConteiTepe [Pode [ Lecsongl Frcous]
FE HEHTAL HEALTH ASEESSMENT/EVELIETL DLITPATENT CEMD CASE M LOCLAST GRENE |
MEHCAL SOCIAL INCMADIBAL TREATMERT OUTPATENT OCMODOCTOR DEMD DN MO

| R
DEMOPATIENT LG S99 F 05081993 &2 Lnaded

Figure 4-47: 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.
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4.2.1

4211

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 (Figure 4-48).
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Figure 4-48: Sample Visit window for all patients

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.

Visit Date Range Group Box

The Visit Date Range group box shows the date range of visits shown in the Visit
group box.

Visit Window for One Patient
The following applies to the Visit window for One Patient:
The default Start Date is one year previous.

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 group
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).
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4.2.1.2 Visit Window for All Patients
The following applies to the Visit window for All Patients:
The default Start Date is today.
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.
4.2.2  Visit Group Box
The Visit group 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. Section 2.14.5 provides more information about signing a note.
4.2.3  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. Section 4.3
provides more information about this document.
4.2.4  Edit Button
Use the Edit button to edit a particular Visit record. You access the Visit Data Entry -
Edit Visit dialog.
4.2.5 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, except for the Intake and
Suicide Form tabs.
4.2.6  Delete Button
Note: Visit records with a signed SOAP/Progress Notes can only
be deleted by users that have the AMHZ DELETE
SIGNED NOTE security key.
Use the Delete button to delete a particular Visit record. The application confirms the
deletion.
4.2.7  Sign Note Button
Use the Sign Note button to sign the note of an “unsigned” record (asterisk (*) in the
first column). Section 2.14.5 provides more information about signing a note.
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4.2.8

4.2.9

4.2.10

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 (Figure 4-47)

sempnrsdad CONFIDENTIAL PATIENT IMFORBATION veedemsuve
FCC BEHAWIORAL NEALTE CHOMTIR RECORD Printed: Feb 13, TOLIH2&:29:02
®¥% Comgputer Cesarsced Incouncer Fecopd *Y¢
T T T e e e T T T T T
Pata: Jan 10, 2011 Frimary Frovider: TEST,MARK
drzival Tims: 13317
FrogUes] OTHIR
Ciimiec: PEEAVIGRAL EIALTH Lppolntment Type: AFPODNTRENT

Husbar AoE VLT Sarvioe
Comminitye TOCHOM Sarvadl 1 Tlisti 0 mlAuLES
Remivityz 13=INDIVISTAL TREATEENT/COUMSILSEDOCATION-PT PRESENT
Tyoe of Comtmoc) OUTFATIENT

Chin? Cimplaint/Freseating Frcoblem Suppseassd foo Confidemtimlity

=0 AP
Pebavioral Eealoh Wimis
e TEST,HARN for Setalls.

SOENENT/NEET APPOIRTEENT)

BE PO CODE FORFCAE OF WISIT (PN
ok DAH PIAGWCALE [FEIALRY OF FIEIT LINE]

¥il1.32 FLEFTORANIE

EIDICATIONS PRESCRIMID:

FRCCEDURER (CPTH1

Hrl: WY LS
HANE | BERS, J0HM am EER-EE-120
ATT1 MALE THIBEI MAVAJO TRIRE, AT WA AMD &T
Io:  Dec GI. 2008
g R | okl Faga bias 1+ o Fachar: §0EP
T ————

Figure 4-49: Sample Print Encounter pop-up

Section 2.6 provides more information of this type of 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.
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4.2.11 Close Button
Use the Close button on the Visit window to exit the window.

4.3 Add/Edit Visit Data Entry

Use the Add button on the Visit window to add a new record. Establish the patient
you want to use in the add process.

e You use the Add button to add a visit for the current patient. The application
displays the Visit Data Entry - Add Visit dialog.

e You use the Edit button to edit the selected visit for the current patient. The
application displays the Visit Data Entry - Edit Visit dialog. 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 (Figure 4-50). (The same fields
appear on the Visit Data Entry - Edit Visit dialog.)

=10 %|
Vit Informatson
Primary Provider | DEMC DOCTOR [8] Encounter DtaMme | Thsdey . December 26 2003 222PM ]
Program [ =] EncounterLocation | 121
Clirsc | [&] recontmentcewaion  [seroinTuenT =]
Type of Contact | [#]  Commmay of Service | &l
POV | Activey | SOAP/Progress botes | Fix Notes/Labe | Wielness | Measurements | intakn | Suicide Fom |
POV: Purpose of Visitl
| Code | Harrative | g |
Edil
 Dalels
DEMO,DOROTHY ROSE 999999 F 10/10/1942 71 Londed .
Figure 4-50: Sample Visits Data Entry - Add Visit window
Use the Help button to access online help about this window.
User Manual One Patient Visit Data

June 2014
78



Behavioral

Health System (AMH) Version 4.0 Patch 4

After adding or changing this dialog, click Save (otherwise, click Close).

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 signing a note.

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
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. This dialog states: Unsaved Data
Will Be Lost, Continue?
e Click Yes to not save; this dismisses the data entry window.

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

The Free Text fields have a right-click menu for editing. Section 2.11 provides more
information about Free Text fields.

Several of the fields contain a search window. Section 2.8 provides more information
about this type of window.

The fields that contain dates can be changed by accessing a calendar. Section 2.7
provides more information about using the calendar.

Certain group boxes use the search/select window. Section 2.9 provides more
information about using this window.

Some group boxes use the multiple select window. Section 2.10 provides more
information about using this type of window.

4.3.1  Visit Information Group Box

Use the Visit Information group box (Figure 4-51) to enter data about the visit.
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Figure 4-51: Sample Visit Information group box
The fields in bold text are required.

Primary Provider

The default is the current provider. Change this field by clicking the drop-down
list to access the Primary Provider search window. Here you search for a provider
name.

Encounter 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).

Program
This field determines the program associated with the visit:

e Mental health
e Social services
e Other
e Chemical Dependency
After selecting the program, the application automatically populates the

remaining fields if you have defaults set up on the Site Parameters menu.
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. Here you search for the
location name.

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. Here you search for the type of
clinic.

Appointment or Walk-In
This field determines the type of visit. Use one of the following:
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e Appointment

o WalkIn

e Unspecified (for non-patient contact)
Type of Contact

This field determines the type of contact (the activity setting). Click the drop-
down list to access the Type of Contact window and select another option, if
needed.

Community of Service

This field determines the community of service where the 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.

4.3.2 POV Tab
Use the POV tab to add, edit, or delete the Purpose of Visit (POV) for the encounter.
POV | Acinvty | SOAP/Prograss Notes | Fix Notes/Labs | Weliness | Measuements | intake | Suicida Fom |
POV: Purposs of Visit
| Code | Hormative | g A
Ediy
¥ Daleln
Figure 4-52: Sample POV Tab on Visit Data Entry window
4.3.2.1 Add Button
Use the Add button to add a new POV for the current patient. Click Add to access
POV window.
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Figure 4-53: Sample POV search/select window
Section 2.9 provides information about using this type of window.

What appears in the Selected Items determines the POV for the encounter. These
items populate the POV tab on the Visit Data Entry window.

4.3.2.2 Edit Button

Select the POV code to enter and click Edit to access the Edit POV dialog. Use the
Edit button to edit the POV narrative (not the code) of a selected record on the Edit
POV dialog.
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Figure 4-54: Edit POV dialog

The Narrative field is a Free Text field that can contain 2-80 characters. Type
the new POV narrative in the Narrative text box and click OK (otherwise,
click Close). The OK process changes the narrative of the selected record on
the POV tab.

4.3.2.3 Delete Button

Use the Delete button to delete a selected record on the POV tab of the Visit Data
Entry screen. On the “Are You Sure” confirmation message, click Yes to delete the
record (otherwise, click No).

4.3.3  Activity Tab
Use the Activity tab to manage Activity data about the visit for the current patient.

POV Activiy | SOAP/Progress Noles | P Notes/Labs | Welness | Measuremerts | Infske | Sucids Fom |

Ptiviy
Activity | HEALTH FROMOTION [3]  Activity Time [0
VatFag | Local Senvice Ste. | &
I ieterponter Utiized? Humber Served 1
CPT Codeda)
Cods | Mearmative | Guant. | Mod 1 | Med 2 | i Add
¥ Debete
‘Sncondary Providers forthin Vist
Provider l gy Add
Kodee |
Figure 4-55: Sample Activity Tab on the Visit Data Entry window
4.3.3.1 Activity Group Box
Below is the Activity group box.
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Figure 4-56: Sample Activity group box
The fields in bold text are required.

Activity

Populate with 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 activity codes and definitions.

Activity Time

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

Visit Flag

Populate with 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.

Local Service Site
Populate with the local service site. Click the drop-down list and select an option
from the Local Service Site, if needed.

Interpreter Utilized?
Select this checkbox if an interpreter is required to communicate with the patient.
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Number Served

Populate with 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.

4.3.3.2 CPT Code(s) Group Box

Use the CPT Code(s) group box to manage the CPT codes used during the encounter.

Code [ Famative | Cusant.. | Mo 1 | Mod 2 |

E‘;

Figure 4-57: Sample CPT Codes group box

Use the Add button to add the CPT Codes on the CPT Code multiple search/select
window (Figure 4-58).

[llcrrcade =0l
CPT Coda
Sasich Streg i I
CPT Coda Glactad lamy
Chuaesity i CFT Code | Desenption [} od 1 | Mod 2
Wlailair 1 4 ¥ E ;i
Modher2 [4] ] » .
| |
Hise Recerey Selested
CPTCode | Descnphon |
12051 INTMD WHD REPAIR FACEMB
51570 REMONAL OF BLADDER
£11%F BETA BLCKR ADMBM WM 24 HRS
v Ok | Bpae |
Figure 4-58: CPT Code search/select window
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4.3.3.3

4.3.4

Section 5.3.6.5 provides more information about this window. When the CPT Code
window is complete, click OK to save the data and add the data to the CPT Code(s)
group box.

Use the Delete button to remove a selected CPT code record from the group box. On
the “Are You Sure” confirmation message, click Yes to remove the selected code
from the group box (otherwise, click No).

Secondary Providers for this Visit Group Box

Use the Secondary Providers for this Visit group box to manage the secondary
providers used during the encounter.

3 bov fhes Wik

o b
¥ Daletn

Figure 4-59: Sample Secondary Providers for this Visit group box

Click Add to access the Secondary Providers multiple search/select window. Here
you search for the last name of the secondary provider. You can add one or more
secondary providers to this group box.

Use the Delete button to remove a selected secondary provider record from the group
box. On the “Are You Sure” confirmation message, click Yes to remove the selected
provider from the group box (otherwise, click No).

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.
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POV | Actvty  SOAF/Progress Motes | Fix Notea/Laba | Welness | Messurnmants | ineakn | Suicide Fom |

Ol Complaint, Presaniing Probies
[

Progress Notes

Placement Dispesition | |#] Placement hame |

Figure 4-60: 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.

Chief Complaint/Presenting Problem

Populate with 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.

Progress Notes

Populate this Free Text field with the text of the progress note for the visit. A
SOAP or progress note must be entered in the context of a visit.

Comments/Next Appointment

Populate this Free Text field with the text of any additional notes or comments
about the client’s next appointment.

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 where you
can select a placement type.

Placement Name
Populate with the name of the placement facility.
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4.3.5 Rx Notes/Labs Tab
Use the Rx Notes tab to view prescription data or lab tests data.

POV | Actvity | SOAP Frogress Notes  Px Motes/Latt | Weliness | Measurements | intake | Sucide Foen |

Foolabs FLOC Medcation
= P Vist Diete [ Medcaton [5G oy [ Oms [ Provder
P Notes (418201381200 AMOXICILLIN 25005 CAPSILE TAKEONE.. %0 30 RICHARDS
= PLL Labe:
Wierwr by et Dt
Vierw by Lab Test " ¥
Gegh l l i
Behavvcenl Health Medcationa
Vist Dt Time [ITH|
Prescriplion Erdny

Figure 4-61: Sample Rx Notes/Labs tab

The Rx/Labs group box controls what is displayed on the right side of the tab.

4.3.5.1 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.

e Use the PCC Medications group box to view PCC medications prescribed for
the current patient. The entire medication history might not be present here.

e Use the Behavioral Medication group box to view the visit dates when
behavioral health medication was prescribed and any associated notes.

e Use the Prescription Entry field to enter information about the patient’s
prescriptions. 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. This field has a right-click menu that lets
you cut, copy, or paste data (these functions are like the ones in MS Office).
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4.35.2 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.
43521 View by Visit Date
If you select the View by Visit Date option, the application displays the View Labs by
Visit Date dialog.
f® View Labs by Visit Date
Eegm Date
Tuesdsy . [ETEER 26, 2008 w W
End Date Ed Cose |
Thursday . October 28, 2000 bt
Figure 4-62: Sample View Labs by Visit Date dialog
The View Labs by Visit Date and View Labs by Lab Test dialogs have 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 the user changes the default Begin Date, it will be maintained until the
user changes it again.
e The application will save the user’s default Begin Date when exiting.
You can edit either or both dates. Click the drop-down list and select a date from the
calendar. When this dialog is complete, click OK (otherwise, click Close). The OK
function displays a pop-up that shows the first page of the PCC labs by visit date
within the particular date range.
This same function is available on the tree structure for the RPMS Behavioral Health
System (GUI).
4.35.2.2 View by Lab Test
If you select the View by Lab Test option, the application displays the View Labs by
Lab Test dialog.
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43523

f® View Labs by Lab Test
Begn Date
Tuesdoy . SIS 28,2008 v L%
EndDate
Thursday . October 28, 20010 bt

Figure 4-63: Sample View Labs by Lab Test dialog

The View Labs by Visit Date and View Labs by Lab Test dialogs have 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 the user changes the default Begin Date, it will be maintained until the
user changes it again.

e The application will save the user’s default Begin Date when exiting.

You can edit either or both dates. Click the drop-down list and select a date from the
calendar. When this dialog is complete, click OK (otherwise, click Close). The OK
function displays a pop-up that shows the first page of the PCC labs by lab test within
the particular date range.

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 group boxes:
Lab Graph Date Range and Graphable Lab Tests.
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Lab Graph Date Range - )
Stating D ate: 1216/2008 | &

Graphable Lab Tests

Lab Test

111 2/201 21200
11712420061 200
1112201061 200
1111242001061 200
11 /1242061 200

Ending Date:

Count
ASPIRIM 3.

ASPIRIM 3.

ASPIRIM 3,
ASPIRIM 3,

ASPIRIM 3.

121622010 @

E arbest Test

TAKE ONE [1)7...
TAKE OME 1) T...
TAKE ONE [1]T...

TAKEONE (1) T

TAKE OME (1) T...

Figure 4-64: Sample group boxes for Graph option

Lab Graph Date Range

Lasct Test

HEge

The default date range is one year. This date range determines the data displayed in
the Graphable Lab Tests group box. You can edit either or both dates. Click the drop-
down list and select a date from the calendar. When this dialog is complete, click
Display to refresh the data in the Graphable Lab Tests group box.

Graphable Lab Tests

Graphable Lab Tests

Lab Test

BASO %

BLOOD COUNT DMLY [MO DIFF)
CBC

CLARITY

COLOR
DIFFERENTIAL
EDS %
EPITHELLAL CELLS
HCT

HCT [wAC)

HGE

LEUKOCYTE ESTERASE
LYMPH %

MCH

MCHC

MOV

MOND %

MPY

MEUT %

MITRITE

PLT

RBC

Eailiest Test

03052001
03/09/2001
03/05/2001
08/09/200
08/09/200
0809200
0809200
08/09/200
08/09/200
02/20/2001
08409/ 2001
08409/ 2001
08/09/2001
08/09/2001
08/09/2001
08/09/2001
08/09/2001
08/09/2001
08/09/2001
08/09/2001
08/09/2001
0809/2001

Figure 4-65: Sample Graphable Lab Tests group box

Last Test

1141372000
11/13/200
11/13/200
11/13/200
11/13/200
11/13/200
11/13/200
11/13/200
08092001
1113200
0B/ 092001
1113200
1113200
DR/ 200
084092001
08092001
11137200
08092001
111372000
111372000
080972001
080972001
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To graph a lab test, select one lab test record and then click the Graph button. This
causes the data to be entered into an Excel spreadsheet and the graph of the particular
lab test is shown.

| & Booki
A B e D E F G H
1 Date Normal Result Abnormal Result
2 |08/09/2001 0.5 0.0
3
4
3
B
7
8
9
10
1 BASO % - DEMOSS,BAILY LYNN
12 196445
13
14 06
15 05 »
e 04
17
18 0.3 —4—Mormal Result
19 0.2 T =8 Abnarmal Result
£l 0.1
21
27 0a + L |
73 08/0 0
24

Figure 4-66: Sample graph of a particular lab test

You can save this data, if needed.

4.3.6 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.

When you first access the Wellness tab, the application displays a tree structure.
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POV | Acivey | SOAP/Progress Notes | Fix Motea/Labs  Welres | Msasurements | iniske | Suscde Foms |
Velnass Merwy
= Wl

Patiand Education

Health Factom

Soreering

Figure 4-67: Sample Wellness tab

You can select any of the options on the Wellness tree structure: Patient Education,
Health Factors, or Screening.
4.3.6.1 Patient Education

Select the Patient Education option on the Wellness tree structure to display the
patient education group boxes: Patient Education History and Patient Education Data

Entry.
s
Pataani I ation Heshory
[ | Educstion Tope: | Tive Spert 1 Lawel 0% Uinerstaning | Comwent
il J |
Pitaari I chacsbions ([hals Entey
bt Tope: | Toret Spert | Lol 04 Liraowsticing | Coswrenrd
| I |

Figure 4-68: Sample Patient Education group boxes

The Patient Education History group box is read-only. You can scroll through the
data using the scroll bar.
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436.1.1

You can add/edit data in the Patient Education Data Entry group box by using the
Add, Edit, or Delete button.

Add Patient Education Record

Click the Add button to display the Education Topic select window. After selecting a
topic, click OK. Otherwise, click Close.

If you clicked Close, the application displays the Continue warning that asks:
Canceling will lose all unsaved data, Continue? Click Yes to return to the Patient
Education Data Entry group box. Click No to display the Patient Education dialog
with no data in the fields.

If you clicked OK, the application displays the Patient Education dialog, with the
Education Topic field populated.

[illPaient Education 0]
Educafion

Edscation Tepic | Ev-SAFETY 2005 =] Tme |

Gl I Stahit ‘i -

Reeadiney o Laam | m

Level of Understanding | =l ' Ok
Coamment I X Corel

Figure 4-69: Sample Patient Education dialog
The fields in bold text are required.

Education Topic
The application populates this field with what you selected on the Education
Topic select window. To change this selection, click the drop-down list to access
the Education Topic search window. Here you search for the education topic
code.

Time
Populate the number of minutes spent on the education topic, using any integer 1 -
9999.

Goal
Populate with text of the stated goal of the education. For example, Patient plans
to walk 6 times a week.

Status
Populate with the status of the education goal. Use one of the following:
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Goal Set (the preparation phase defined as “patient ready to change” (patient
is active)

Goal Met (the action phase defined as “patient actively making the change” or
maintenance phase defined as “patient is sustaining the behavior change”)

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)

Goal Not Set (the pre-contemplation phase defined as “patient is not thinking
about change”)

Readiness to Learn

Click the drop-down list to display the Readiness to Learn select window dialog.

The options are:

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.

Level of Understanding

Populate with 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)
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e Group No Assessment (education provided in group; unable to evaluate
individual response)

e Refused (refuses education)
Comment

Add any comments about the education topic for the visit. This is a Free Text
field.

After the dialog is complete, click OK (otherwise, click Cancel)

After clicking OK, the application saves the data and displays it on the Education
Topics Data Entry grid.

After clicking Cancel, 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. Click No to return to the Patient Education dialog.

436.1.2 Edit Patient Education Record

Select a record in the Patient Education Data Entry grid and click Edit. The
application displays the Patient Education dialog, with the fields populated with the
current data. Section 4.3.6.1.1 provides more information about the fields. 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.

4.3.6.1.3 Delete Patient Education Record

Select a record in the Patient Education Data Entry grid and click Delete. On the “Are
You Sure” warning message, click Yes to delete the selected record (otherwise, click
No).

4.3.6.2 Health Factors

Select the Health Factors option on the Wellness tree structure to display the Health
Factor group boxes: Health Factors History and Health Factors Data Entry.
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436.2.1

b add
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Figure 4-70: Sample Health Factors group 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.

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 group box is read-only. You can scroll through the data
using the scroll bar.

You can add/edit data in the Health Factors Data Entry group box by using the Add,
Edit, or Delete button.

Add Health Factor Record

Click the Add button to display the Health Factors search window. After selecting a
health factor, click OK. Otherwise, click Close.

If you clicked OK, the application displays the Health Factors dialog, with the Health
Factor field populated.

[@HeakhFactors =101 %
Fheskth Fachons

Health Factes | FOLLEN L.a

[ s

Ghirity W O
TCrwwrerd | ¥ Cancel

Figure 4-71: Sample Health Factors dialog
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The fields in bold text are required.

Health Factor

The application populates this field with what you selected on the Health Factors

select window. To change this selection, click the drop-down list to access the

Health Factor search window. Here you search for the health factor name.
Level/Severity

Populate with one of the following, if applicable:

e Minimal
e Moderate
e Heavy/Severe
Quantity
Populate with the quantity associated with the health factor, if any.

Comment

Populate this Free Text field with the text of any comment for clarification about
the documented health factor.

After the dialog is complete, click OK (otherwise, click Cancel).

After clicking OK, the application saves your data and displays it on the Health
Factors Data Entry grid.

After clicking Cancel, the application displays the “Continue?” dialog that states:
Canceling will lose all unsaved data, Continue? Click Yes to not save and leave
the Health Factors dialog. Click No to return to the Health Factors dialog.

43.6.2.2 Edit Health Factor Record

Select a record in the Health Factors Data Entry grid and click Edit. The application
displays the Health Factors dialog, with the fields populated with the current data.
Section 4.3.6.2.1 (above) provides more information about the fields.

4.3.6.2.3 Delete Health Factor Record

Select a record in the Health Factors Data Entry grid and click Delete. On the “Are
You Sure” confirmation message, click Yes to delete the selected record (otherwise,
click No).

4.3.6.3 Screening

Select the Screening option on the Wellness tree structure to display the screening
group boxes: Screening History and Screening Data Entry.
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: el Add
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Date [ Alcahol | dcohol Provider [ Alcohol Comment [ Depres
€| | |
Screening Data Entiy

Bbcohl | Aleobol Comment | Depression | Depenssion Comenent
1] | |

Figure 4-72: Sample Screening group boxes

The Screening History group box is read-only. You can scroll through the data using
the scroll bar.

o If the Screening Data Entry group box is empty, then the Add button displays.

o If the Screening Data Entry group 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 displays.

Aleohod .[ =| Provider [ TESTMEER E]
il
Depresaon | =] Provide: [ TEST Lﬂ]
i
=0 [ :] Provides | TEST MARE Iﬂ

i

o 0k | caea |

Figure 4-73: Screening dialog

Alcohol

Populate with the outcome of the alcohol screening. Use one of the following:

e Negative (patient’s screening does not indicate risky alcohol use)
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e Positive (patient’s screening indicates risky alcohol use)

e Unable to screen (provider unable to conduct the screening)

e Patient Refused Screening (patient declined exam or screening)
Provider

This is the provider for the alcohol screening. Click the drop-down list and select
another one from the Alcohol Provider search window, if needed.

Comment
Populate with the text of any comment related to the alcohol screening, using 2—
245 characters.

Depression
Populate with the outcome of the depression screening. Use one of the following:

¢ 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)
Provider

This is the provider for the depression screening. Click the drop-down list and
select another one from the Depression Provider search window, if needed.

Comment
Populate with the text of any comment related to the depression screening, using
2-245 characters.
IPV/DV
Populate with 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.))
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e Patient Refused Screening (patient declined exam or screening)

Provider
This is the provider for the IPV/DV screening. Click the drop-down list and select
another one from the IPV Provider search window, if needed.

Comment
Populate this Free Text field with the text of any comment related to the IPV/DV
screening, using 2—-245 characters.
After the dialog is complete, click OK (otherwise, click Cancel).

After clicking OK, the application saves your data and displays it on the
Screening Data Entry grid.

After clicking Cancel, the application displays the “Continue?” dialog that states:
Canceling will lose all unsaved data, Continue? Click Yes to not save and leave
the Screening dialog. Click No to return to the Screening dialog.

4.3.7 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 | Actiiy | SOAP/Progress Motes | R Hobes/Labs | Welness Hﬂumll‘rﬂglimme]

= Mesnpsmant Visw
smnab: rh;!mndw Hewembes 09, 2000 7| EndngDate [wiednecdsy, Jsrusy 19,2001 =] @#Display I {2 Giraph |
Date [ Meanmemert | Deacrpon [ Vs | Pravider |
A2 ALDT ALDIT = DEMO DOCTOR
Meanesment Dats Eriny
Meaguasmend | Deserphon | Vahon | Powades dl Add
AUDT AT = DEMOLDOCTOR I
Ko |
Meazmement Ty | E W e
Frovider | 12 e |
X I |
!
Figure 4-74: Sample Measurements tab
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4.3.7.1 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. Change the date range by clicking the
drop-down list to access the calendar. After changing the date range, click Display to
refresh the Data View group box with the new data.
Meangement Visw
Stﬂﬁmﬂ.ﬂ: PTmi'xuesdw Hewembes 09, 2000 | ErcingDate  |[wednesdsy, Jarusy 19,2001 =] g Display I i Gaaph |
Date [ Meassemert | Descrpion [ vaas | Provacec I
mAzam ALUDT AT i DEMODOCTOR
Figure 4-75: Sample Measurement View group box
To better utilize the data collected and viewed through the Measurement View group
box, you can graph a measurement in the grid by clicking the Graph button. The
application will display the Measurement Type dialog.
=lojx|
[ Meazurement Type Hl
| Type | Desciption | Count
HT HEIGHT 1
wT WEIGHT 1
TMP TEMPERATURE 1
BP BLOOD PRESSURE 1
PHO2 PHO2 5
PHO3 PHOS 5
AUDT AUDIT 1
CRFT CRAFFT 1
| ‘] | ﬂ |
o’ OK §24 Clase I
A
Figure 4-76: Sample Measurement Type dialog
Select the measurement type you want to graph. Then click OK to display the graph
in MS Excel. (Otherwise, click Close).
You are moved 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.
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Figure 4-77: Sample line graph

You can save the data, if needed.

4.3.7.2 Measurement Data Entry Group Box
Use this group box to manage the measurements during the visit.
Maanpament Data Eriny
Measuemerd | Des T,' [ Fleﬂe;J o add |
A0T AL F- EMO DOLTOR
e |
Meaznmement Type | EE Walue li
¢ Care: |
Figure 4-78: Sample Measurement Data Entry group box
Use the Edit button to change the value of a selected measurement record and/or the
provider. The value and provider display in the fields below the grid. After changing
the fields, click OK to change the Value and/or Provider in the grid. (Otherwise, click
Cancel).
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Use the Delete button to delete a selected measurement record. Measurements can
only be deleted from the encounter record where they were first recorded. On the
“Are You Sure” confirmation; click Yes to delete (otherwise, click No).

Click the Add button to activate the measurement fields for data entry.
The fields in bold text are required.

Measurement Type

Populate this field with a VV Measurement type. Click the drop-down list to access
the Measurement Type window where you select a measurement type. This field
is inactive when editing a record.

Value

Populate with the numeric value of the measurement. If the value is outside the
accepted range, the application displays the Warning message. Click OK to
dismiss the warning and populate with another valid numeric value.

warning X
Measurement Yalue For Tvpe ED is Invalid

Enker EDEMA a5 one of the following 0, 1+, 2+, 3+ or 4+

Figure 4-79: Sample Value outside the acceptable range warning

Provider

Populate with 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.

Click OK on the Measurement Data Entry group box to cause a new record to
display in the grid (showing the Measurement along with its description, value,
and provider). (Otherwise, click Cancel).

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

4.3.8 Intake Tab (GUI)
When you click the Intake tab, the application displays the Intake window.
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Figure 4-80: Initial Intake window

Section 12.2 provides more information about the Intake window.

4.3.9 Suicide Form

When you click the Suicide Form tab, the application displays the Suicide Form
window. Section 11.2 provides more information about this window.

4.3.10 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.

User Manual One Patient Visit Data
June 2014

105



Behavioral Health System (AMH) Version 4.0 Patch 4

¥ Seloct PLE Visit =
PCT: Viat Lt
D ) [ Roxcation [ Prowcar o [ Sarvce Catngory T Permary PV
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 05/01/1958 31

Figure 4-81: 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 Satec) POC Wil

Locater Fucrretin Cire Sarvcn Cntagony Prosary P8
DEMO s AT AL ALCOAOL AND SUEETA.  AMBLLAT
206 DM DR HORPTAL GEREFSL AMPLILAT DY
TRTRGT 0 16 DM MDA BHOERTTAL FBEHDARAL HESLTH St AT N

,
:
EEY

adraah | e Hem | [ ox = Choum
(ieeh | e e o )OS

DEMOUPATIENT LADY 999551 I 050171555 51

Figure 4-82: 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, 2010016:15
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@16:15
USER LAST UPDATE: BETA,BETAA
VCN: 47887 .3A

OLD/UNUSED UNIQUE VIS: 5059010002565343
DATE/TIME LAST MODIFI: MAR 09, 2010@16:57:35

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 I1EN: 4873643
POV
POV: 799.9
ICD NARRATIVE: UNK CAUSE MORB/MORT,NEC
PROVIDER NARRATIVE: DIAGNOSIS OR CONDITION DEFERRED ON AXIS 1
V FILE I1EN: 3224050
ACTIVITY TIME
ACTIVITY TIME: 60
TOTAL TIME: 60
V FILE I1EN: 38330

Figure 4-83: Information from PCC

4.4 Browse Visits (GUI)

Use the Browse Visits option on the RPMS Behavioral Health System (GUI) tree
structure to access the Browse Visits dialog. This dialog applies to the current patient.
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- Browese Visit{z] Oplions
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Begin Date [Toeede . b o208 =]
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Progan | =

DEMO,DARRELL LEE 117305 M 09/23/1966

Figure 4-84: Sample Browse Visits dialog
Below are the fields.

Browse Visits By
Use one of the following:

e L (Patient’s Last Visit
e N (Patient’s Last N Visits)
e D (visits in a Date Range
e A (All of the Patient’s Visits)
e P (Visits to One Program)
If you use the L or A option, the other fields will not be active.

Number of Records
If you use the N option in the first field, the Number of Records becomes active.
Populate this field with the number of visits (use an integer).

Begin Date/End Date
If you use the D option in the first field, the Begin Date and End Date fields
become active. Populate these fields with the date range.

Program
If you use the P option in the first field, the Program field becomes active.
Populate this field with the name of the program.

After you click OK, the application displays the first page of the Browse Visits
window.
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Figure 4-85: Sample of data in Browse Window

Section 2.6 provides more information about this type of window.

4.5 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 - DEMO INDIAN HE =10 |

Patient  Preferemces Exit  Help  About

|BR Clinical Activities
=]- Wiews Pabent Data
Face Sheet
Health Summarny
Pabert &ppointrents
PCLC Medcations
PCC Labs by Vis#t Date
PCLC Labs by Lab Test
+- Wik Encounters
Intake
Caze Management
+1- Treatment Plans
#- Suicide Repoting Foims
Adminstratiee/Commuraty Activiies

Figure 4-86: RPMS Behavioral Health System tree structure for View Patient Data
The data applies to the current patient.

If you want to change patients, right-click on any label to access the Change Patient
option. After selecting the option, the application displays the Select Patient dialog.
Section 2.12.2 provides for more information about this dialog.

45.1 Face Sheet
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 about
this type of window.
45.2 Health Summary
Use the Health Summary option to view the selected health summary type report for
the current patient.
The application displays the Select Health Summary Type dialog.
ol x|
i Health Summany Type 3
o’ DK
[BEHAVIDRAL HEALTH] |
| Cloge
Figure 4-87: Select Health Summary Type dialog
Select the health summary type from the drop-down list and then click OK.
(Otherwise, click Close). The OK function displays a pop-up that shows the first page
of the particular type of heath summary. Section 2.6 provides more information about
this type of window.
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4.5.3 Patient Appointments
Use the Patient Appointments option to view the appointments of the current patient
in a particular date range. The application displays the Patient Appointments dialog.
(¥ Patient Appointments
Eegn Date
Tuesrday . HEumes 28, 2010 v ¢’ Ok
End Date
Swnday . March 27 2001 w
Figure 4-88: Sample Patient Appointments dialog
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. Click the drop-down list and select a date from the
calendar. The application saves both default dates when you exit the application.
When this dialog is complete, click OK (otherwise, click Close). The OK function
displays a pop-up that shows the first page of the appointments for the current patient
in the particular date range. Section 2.6 provides more information about this type of
window.
45.4 PCC Medications
Use the PCC Medications option to view the PCC medications for the current patient
in a particular date range. The application displays the PCC Medications dialog.
2 PCC Medications
Begn Date
Wednesday, [ETS 29, 2008 w| Lok
End Date
Fidsy . Oclober 29,2010 v
Figure 4-89: Sample PCC Medications dialog
The default date Start Date is one year previous.
You can edit either or both dates. Click the drop-down list and select a date from the
calendar. The application saves the default Begin Date when you exit the application.
When this dialog is complete, click OK (otherwise, click Close). The OK function
displays a pop-up showing the first page of the Medication Prescribed in the
Behavioral Health database within the particular date range.
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4.5.5

4.5.6

PCC Labs by Visit Date

Use the PCC Labs by Visit Date option to view the PCC Labs for a the current patient
in a particular visit date range. The application displays the View Labs by Visit Date
dialog.

f® View Labs by Visit Date

Eegm Date
Tuesdsy | [EMES 28, 2008 v ' OK

EndDate

Thursday . Oclobes 28, 200 b

Figure 4-90: Sample View Labs by Visit Date dialog
The default Begin Date is one year previous.

You can edit either or both dates. Click the drop-down list and select a date from the
calendar.

If you change the Begin Date in View Labs by Visit Date, the application applies this
change to the Begin Date for the View Labs by Lab Test. The application saves your
default Begin Date when you exit the application.

When this dialog is complete, click OK (otherwise, click Close). The OK function
displays a pop-up that shows the first page of the PCC labs by visit date 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.

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.

[ View Labs by Lab Test

Begn Date
Tuesdsy . (RS 28,2008 v &

End Date

Thursday . Octobes 28, 2000 bt

Figure 4-91: Sample View Labs by Lab Test dialog

The default Begin Date is one year previous.
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You can edit either or both dates. Click the drop-down list and select a date from the
calendar.

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.

When this dialog is complete, click OK (otherwise, click Close). The OK function
displays a pop-up 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 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.
Enter Beginning Date
Specify the beginning date of the date range for displaying Group definitions.
Enter Ending Date
Specify the ending date of the date range for displaying Group definitions.
Figure 5-1 shows 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) * 10/01/09 EDIT INTAKE GROUP TRE S MEDIC GAMMAA,R SCH 311. - D
2) * 10/01/09 EDIT INTAKE GROUP TRE S MEDIC GAMMAA,R SCH 311. - D
3) * 09/29/09 INTAKE GROUP GROUP TRE M  TELEB GAMMAA,R SCH 296.20 -
4) 09/29/09 INTAKE GROUP GROUP TRE M  TELEB GAMMAA,R SCH 296.20 -
5) 09/28/09 Mond DV FAMILY/GR S  MEDIC GAMMAAA, OUT 43.2 - P
6) 09/25/09 GOAL STATUS GROUP TRE S MEDIC GAMMAA,R SCH 298.9 -
5 09/25/09 Friday DV group GROUP TRE S MEDIC GAMMAAA, SCH 80 - HOU
8) * 09/25/09 pov test GROUP TRE S MEDIC GAMMAA,R SCH 2 - CROS
9) 09/24/09 WW-GRIEF GROUP LIFE SKIL S  MEDIC ALPHAA,W OUT 24 - ADJ
10) * 09/24/09 WW-DEPRESSION GROUP GROUP TRE M  MENTA ALPHAA,W FIE 311. - D
11) * 09/22/09 mark edu status GROUP TRE M  TELEB GAMMAAAA SCH 2 - CROS
12) * 09/22/09 PR465 test GROUP TRE M  TELEB BETAAAA, SCH 27 - ALC
13)  09/22/09 TEST OF CC MARK GROUP TRE M  TELEB BETAAAA SCH 2 - CROS
+ 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
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The asterisk (*) preceding the Entry Date indicates that the record contains an
unsigned group note. Section 2.14 provides more information about electronic
signatures.

Use the Quit action to dismiss this window.

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.

Below are the prompts.

Enter Date of the Group Activity
Specify the date of the new group activity.

Figure 5-2 shows the Group Encounter Documentation window.

* 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 (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.

Add/View/Update Providers (Primary or Secondary) for this Group?
Use N or Y. Use Y to add a group; this is the only place to add one (Figure 5-3).
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PROVIDER: PRIMARY/SECONDARY :
PROVIDER: PRIMARY/SECONDARY :
PROVIDER: PRIMARY/SECONDARY :

Figure 5-3: Sample Secondary Providers pop-up
The underlined fields (on the pop-up) are required.
PROVIDER: Specify the provider name.

PRIMARY/SECONDARY: Populate with the type of provider. Only one
primary provider can be used, whereas, you can use multiple secondary
providers.

Below are more fields on the Group Encounter Documentation screen.

Encounter Date
Specify the encounter date. The default shows the date of the new group activity
(that was entered before you accessed this window).

Arrival Time
Specify the arrival time of the encounter. The default shows 12:00.

Program
Specify the program for the group encounter. Use one of the following: M
(Mental Health), S (Social Services), C (Chemical Dependency), O (Other).
Community of Service
Specify the name of community of service where the encounter took place.

Group Name
Specify the name of the group encounter, using between 1 and 30 characters in
length.
Clinic
Specify the clinic (by number or name).
Activity
Specify the activity of the group encounter.
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Activity Time

Specify the number of minutes (no decimal digits) the provider(s) spent on the
activity, using any integer between 1 and 9999. Please note, O (zero) is not
allowed as a valid entry. The time is divided equally among each of the group
participants.

Encounter Location

Specify the name of the location for the encounter.

Type of Contact
Specify the type of contact (the activity setting).

POV (Primary Group Topic)

Specify the POV for the group topic. Press Enter to have the application display
the POV or DSM Diagnosis pop-up (Figure 5-4).

POV (Primary Group Topic)

CODE NARRATIVE

Figure 5-4: Sample pop-up window for POV

Code: Specify with an MHSS Problem/DSM 5 POV code. Section Appendix
D: provides information about DSM copyright and trademark information.

Narrative: Populate with narrative regarding the POV code using 2-80
characters.

Below are more fields on the Group Encounter Documentation screen.

Chief Complaint/Presenting Problem
Specify the chief complaint or presenting problem using 2 to 80 characters in
length. This information describes the major reason the group sought services.
Any Patient Education Done?

Use Y or N. If you use Y, the application displays the Patient Education for this
Group Activity pop-up (Figure 5-5).

*PATIENT EDUCATION for this Group Activity

After entering each topic you will be prompted for more fields
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EDUCATION TOPIC:
EDUCATION TOPIC:
EDUCATION TOPIC:
EDUCATION TOPIC:
EDUCATION TOPIC:

Figure 5-5: Sample Patient Education enter/edit screen

EDUCATION TOPIC: Specify the education topic code. After populating
this field, Figure 5-6 displays.

EDUCATION TOPIC: 041.04-DISEASE PROCESS

LEVEL OF UNDERSTANDING: GROUP-NO ASSESSMENT

MINUTES: 34

COMMENT :

PROVIDER: THETA,SHIRLEY

Figure 5-6: Sample pop-up for education data

The underlined fields are required.

Individual/Group: The application automatically populates with GROUP.
You cannot change this field.

Level of Understanding: The application automatically populates with
GROUP-NO ASSESSMENT. You cannot change this field.

Provider: The application automatically populates with the current logon
user. This can be changed.

Minutes: Populate with the number of minutes spent on education, using any
integer 1-9999.

Comment: Populate with the text of any comment about the education topic,
using 2-100 characters.

Below are more fields on the Group Encounter Documentation screen.

CPT Code(s) <press enter>

Press Enter to access another window where you specify the CPT or HCPCS
codes associated with the group encounter.

S/O/A/P (Standard Group Note) <press enter>

Press Enter to access another window where you enter the text of a group note.

User Manual
June 2014

Group Encounters

118



Behavioral Health System (AMH) Version 4.0 Patch 4

Patients <press enter>
Press Enter to access the Patients pop-up (Figure 5-7):

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 5-7: Sample pop-up for Patients

PATIENT: Specify the patient name, HRN, DOB, or Social Security
Number.

After you save and exit, the application displays the following choices:

Select one of the following:

Y Yes, group definition is accurate, continue on to add visits
N No, I wish to edit the group definition
Q I wish to QUIT and exit

Do you wish to continue on to add patient visits for this group: Y//

Figure 5-8: Questions upon exit
e Use Y to continue adding the patient’s individual visit associated with the
group visit. You return to the record for the first patient.
e Use N to edit the group definition.
e Use Q to quit and exit. You return to the Group Entry screen.

After a provider enters the group definition, completes documentation for the
individual patients, and saves, 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 application returns you to the Group
Entry window.
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Select GROUP ENTRY
Select the group to edit.

The application displays the Group Encounter Documentation window (Figure 5-9).

* 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 (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 5-9: 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.

Below are the prompts.

Select GROUP ENTRY
Specify the group entry that you want 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 application displays the
Enter/Edit Patient Group Data window (Figure 5-10).

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
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1) PHIIIT,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 5-10: Sample Enter/Edit Patient Group Data window

Use the Q action to exit the window.

5.1.3.1 Delete a Patient’s Group Visit (X)

Use the X action to remove a particular patient’s group visit. The application displays
the BH record data. At the end of the data, the application verifies that you want to
delete the particular patient’s visit (Y or N).

5.1.3.2 Display Patient’s Group Visit (D)
Use the D action to display a particular patient’s group visit. The application displays
the BH Visits Record Display window (view only).

5.1.3.3 Edit Patient’s Group Visit (AE)

If you use the AE action, the following prompts display:

Enter PATIENT GROUP ENTRY (1-X) where x is the number of last group
data record
Specify the group number.

The application displays the BEHAVIORAL HEALTH RECORD EDIT window
(Figure 5-11) for the particular patient.

* 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 Prevention Activities? N Edit CPT Codes? Edit Health Factors? N

Edit Patient Education?: N Edit Any Screening Exams? N Edit Measurements? N
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Placement Disposition: Referred To:

COMMAND: Press <PF1>H for help Insert

Figure 5-11: 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 this field.

The underlined fields are required. Section 4.1.4 provides more information about
using the fields on this window.

5.1.4  Display Group Entry
Use action 2 on the GROUP DATA screen to display group entry data for a specified

group.
The application displays the Output Browser window showing the group data (Figure
5-12).
OUTPUT BROWSER Mar 27, 2009 17:46:48 Page: 1o0f 1
DATE OF SERVICE: NOV 29, 2010@014:39 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 Gammma
DATE/TIME ESIG APPLIED: NOV 29, 2010@14:40:50
PROVIDER: GAAMMA,RYAN PRIMARY/SECONDARY: PRIMARY
POV: 293.82

NARRATIVE: PSYCHOTIC DISORDER DUE TO..(INDICATE MEDICAL CONDITION) ,W/HALLUCIN.
POV: 296.24

NARRATIVE: MAJOR DEPRESSIVE DISORDER, SINGLE EPISODE, SEVERE W/PSYCHOTIC FEATU
RES

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
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+ Enter ?? for more actions >>>
+ NEXT SCREEN - PREVIOUS SCREEN Q QUIT
Select Action: +//

Figure 5-12: Sample Output Browser window

5.1.5 Print Encounter Forms
Use action 5 to print a specified encounter form for a particular group.

Below are the prompts.

Select GROUP ENTRY
Specify the group you want 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.

Enter response
Use one of the following:

e F (Full Encounter Form)

e S (Suppressed Encounter Form)
e B (Both a Suppressed & Full)

e T (2 copies of the Suppressed)
e E (2 copies of the Full)

A full encounter form prints all data for a patient encounter including the
S/O/A/P note. The suppressed report does NOT display the following
information: Chief Complaint, SOAP note, measurement data, screenings.

Device
Specify the device to print/browse the encounter form.

Figure 5-13 shows a sample full encounter form report.

FxxxAAxxxx CONFIDENTIAL PATIENT INFORMATIQN *xsdddkkxx
PCC BEHAVIORAL HEALTH ENCOUNTER RECORD Printed: Oct 01, 2009@17:38:44
***  Computer Generated Group Encounter Record ***
Group Name: Mond DV
AAAEEAA A AAA A A AAA AR AAA A A A AR A A AAA AR AAARAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAA AL AAAAAAXK
Date: Sep 28, 2009 Primary Provider: GAMMA,DENISE
BETAA,BJ
Arrival Time: 10:00
Program: SOCIAL SERVICES

Clinic: MEDICAL SOCIAL SERVICES Appointment Type: UNSPECIFIED
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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]
299.80 ASPERGER"S DISORDER
292.89 HALLUCINOGEN INTOXICATION
299.01 AUTISTIC DISORDER, RESIDUAL

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 5-13: 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.
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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.

Below are the prompts.

Select GROUP ENTRY
Specify the group you want to duplicate in order to create a new group.

Enter Date for the new group entry
Specify the date for the new group.

Figure 5-14 shows the Group Encounter Documentation window.

* 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 5-14: Sample Group Encounter Documentation window

Section 5.1.1 provides information about how to complete the Group Encounter
Documentation window.
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51.7 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.

Below are the prompts.

Select GROUP ENTRY (1-x) where x is the number of the last group entry
record

Specify the number of the group you want to use.

Select PATIENT NAME
Specify the name of the patient who failed to attend the group session.

Enter PRIMARY PROVIDER
Specify the primary provider name.

The application displays the Behavioral Health Visit Update window. Section 4.1.3
provides more information about this window.

5.1.8  Sign Note

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.

Below are the prompts.

Select Group Entry (1-x) where x is the number of the last record
Specify the record you want to use.

If you are NOT the primary provider, the application displays the following message.
Press Enter to return to the Group Entry window (Figure 5-15).

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 5-15: Message about the primary provider
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If there is a record but no visits were created for this group, the application displays
the following message. Press Enter to return to the Group Entry window (Figure 5-
16).

There were no visits created for this group.
Press enter to continue....:

Figure 5-16: Message about no visits created

If the provider opted out of E-Signature, the application displays the information
shown in Figure 5-17:

No E-Sig Required. Provider opted out of E-Sig

Figure 5-17: Message when provider opted out of E-Signature

If you are the primary provider, the application displays the BH Visit Record Display
window (Figure 5-18).

BH VISIT RECORD DISPLAY Aug 24, 2009 16:05:04 Page: 1 of 4
Patient Name: ALPPHA,CHELSEA MARIE
Chart #: 116431
Date of Birth: FEB 07, 1975
Sex: F
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

PT AGE: 34

CLINIC: MENTAL HEALTH

NUMBER SERVED: 1

+ Enter ?? for more actions

+ Next Screen - Previous Screen Q Quit

Select Action: +//

Figure 5-18: Sample BH Visit Record Display window

After you quit this window, the application asks: Do you wish to edit this record? Use Y
to edit the record. Use N to not edit the record.

After you use N, the application prompts: Enter your Current Signature Code. Section
2.14.6 more information about signing a note in roll and scroll.
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Note: No Show notes are not included in this and must be signed
individually.

5.1.9 Delete Group

Use action 4 to remove a particular group encounter record with an unsigned note.
This option will remove/delete both the group definition and the associated patient
encounter records. The application verifies that you want to delete the particular
group encounter. Please note that the user must hold a specific key in order to delete
group encounters with signed notes.

5.2 Group Entry Window (GUI)

Figure 5-19 shows where the Group Encounter function is located on the RPMS
Behavioral Health System (GUI) tree structure.

[® mPrs Behavioral Health System - DEMO INDIAN HOSP =10] x|
Patient  Prefersnces Ext Help  About

+ Wiews Pabert Dasta
=I- Visd Encounters
One Pabent
All Pabents
oL Ereodirteds
Browese Visks
Intake
Caze Management
+ Treatment Plars
+]- Suncade Reporting Forms
AuderarastratieeCommimity Activities

Figure 5-19: Group Encounters location on tree structure

Click the Group Encounters option to access the Group Entry window (Figure 5-20).
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Figure 5-20: Sample Group Entry window
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5.2.1

5.2.2

5.2.3

5.2.4

5.2.5

5.2.6

Group Entry Date Range Group Box

The Group Entry window displays the group encounters in the 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).

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 Group
Entry group box.

Group Entry Group Box
The Group Entry group 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 you select this type of record, the Sign Note button becomes
active. Section 2.14.5 provides more information about signing a note.

Add Button

Use the Add button to add a new group encounter record. You access the Group Data
Entry - Add Group Data window. Section 5.3 provides more information about
adding a new group encounter.

Edit Button

Use the Edit button to change the highlighted group encounter record. This accesses
the Group Data Entry - Edit Group Data window.

View Button

Use the View button (or double-click on a record) to view the highlighted group
encounter record. This accesses the Group Data Entry - View Group Data window.
This window has the same fields as the Add/Edit group data window.

Duplicate Button

You can duplicate an existing group encounter 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.
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5.2.7

5.2.8

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.
Section 5.1.1 provides more information about adding/editing group data.

Delete Button

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

After selecting the particular record and clicking Delete, the “Are You Sure”
confirmation message states: This will delete the Group Definition and all individual
visits associated with this group, continue deleting? Click Yes to remove the selected
group encounter record from the group box. (Otherwise, click No).

Sign Note Button

Use the Sign Note button to sign a particular “unsigned” group encounter record
(asterisk (*) in the first column). Section 2.14.5 provides more information about
signing a note in the GUI.

If the primary provider has opted out of E-Sig will pass to PCC, the application
displays the Message regarding this (Figure 5-21).

Provider opbed out of E Sig; no E Sig required.

Lo ]

Figure 5-21: 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.
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529 Print Encounter Button

Select the group encounter record you want to print and click the Print Encounter
button. Here you will select 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
(Figure 5-22).

sesvesesss CONFIDENTIAL PATIEWT DNFORRATION +ovsesesis
PO BEHIWIORAL HEALTE CHCOUNTER BECORD Printed: Jan 20, T011017:04:1%5
B¢ Domperar Cararacsd Growp Enoountar Heoord  FEE

ST Namel [Eomags

Tmza;  Fab 0N, JO0OF Fuimary Frosridec: DERC, PATCHIATRIAT
ArEival Tiss) DE00

Frogeam: OTHER

Climici ALCOHOL AMD SUBSTANCE ippointment Type: UNAPLCIFIED

Mumbat Artivity/Becvice
Community: IEk Served: 1

Time Fpent i QUOUp sesEiong 9

Reupvinys $9-IMDIVIDRAL BA EHE VISIT
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FROCEDORES (CPTH

Figure 5-22: Sample Print Encounter Group pop-up window

Section 2.6 provides more information about this type of window.

5.2.10 Help Button
Use the Help button to access the online help for the Group Entry window.

5.2.11 Close Button
Use the Close button to dismiss the Group Entry window.
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5.3 Add/Edit Group Data (GUI)
Click the Add button to add a new group data record. This accesses the Group Data
Entry - Add Group Data window.
Use the Edit button to change the highlighted group encounter record. This accesses
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.
Figure 5-23 shows the Group Data Entry - Add Group Data window. (The same fields
appear on the Group Data Entry - Edit Group Data window.)
=10 x]
Group E ricduntar bnbomaton
Primasy Pravides [ cEmO.DOCTOR [E]l Encountes DatesTime | Mordsy . Wovembes 28,200 1052aM =]
Frogam [ =| Encounier Location | =
Clinic: [ EI fGroup Mama |
Actreiet | Geoup Data | Group Education | Pitients | Fisbiert Data |
Commurily of Seevice | [3]] Tope of Contact [ [_:jl
Activity [EHUL?TREATMEHT _I‘,J Actreity Time l_
CPT Codeli]
Code [ Narmative | e Add !
¥ Deets
@ Heb w5 | ffoee |
Figure 5-23: Group Data Entry - Add Group Data window
The fields in the Group Encounter Information group box on the Edit Group Data
window will be inactive and will display the existing data (cannot be changed). All
editing is completed on the Patient Data tab if the group has already been saved. If the
group has been signed the other fields but not the note section can still be edited.
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If you access an unsigned group data record, you can edit the note.

The Patient Data tab is the only place you can do any editing after a group has been
saved. If it is signed, then you can edit everything on that tab except the note; if
unsigned, you can edit anything on the tab.

Use the Help button to access online help about this window.
After changing this window, click Save (otherwise, click Close).

The Save process saves your changes and dismisses the add/edit group data window.
The data is saved on the Group Entry window.

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.

— Click Yes and the application will display the electronic signature dialog
and proceed in the same manner as used for individual encounter records
(OK or continue, etc.). Section 2.14.5 provides more information about
electronic signature (GUI).

The Close process displays the “Continue?” dialog. This dialog states: Unsaved Data
Will Be Lost, Continue? Click Yes to not save; this dismisses the add group data
window. Click No and you remain on the add window where you can continue work
on the add group window.

Several of the fields contain a search window. Section 2.8 provides more information
about this window.

The fields that contain dates can be changed by accessing a calendar. Section 2.7
provides more information about using the calendar.

Certain group boxes use the search/select window. Section 2.9 provides more
information about this window.

Some group boxes use the multiple select window. Section 2.10 provides more
information about this window.

5.3.1  Group Encounter Information Group Box
Figure 5-24 shows the (active) fields on the add window.
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[ ® Group Data tntry - AddGrowpData =00
Group Encourter omaten

Priesary Provvior [ veno.pocToR [E] Encounter DatesTime | Thosday | December 26,2013 T320FM =]
P I =] Encouter Location | L=
Clrskc | | 2] Group Hame [

Figure 5-24: 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.

Primary Provider

This is 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 window. Here you can search for a provider name.

Encounter 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.

Program
This field determines the program associated with the visit. Click the drop down
list and use one of the following: Mental Health, Social Services, Other, or
Chemical Dependency.

After selecting a program, the application automatically populates the
Encounter Location and Clinic fields if you have the defaults set in the Site
Parameters menu.

Encounter Location

This field shows 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.

Clinic
This field shows the clinic if the group encounter took place with the context of a

scheduled clinic. Change this field by clicking the drop-down list to access the
Clinic search window. Here you can search for a type of clinic.

Group Name
Populate with the name of the group encounter, using between 1 and 30 characters
in length.
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5.3.2  Activities Tab
Use the Activities tab (Figure 5-25) to provide Activities data for the group

encounter.
Actvties | Group Data | Group Education | Fatierts | Patient Data |
rafrar e
Commumnity of Service [ El Type of Contact I I__l:f
Activity | [E  Actvity e [
CPT Ciodkeda)
Code [ risrrstres | et | ot 1 |Mod2 | i Add
Xovew |

Figure 5-25: Activities tab of Group Data Entry

5.3.2.1 Fields at Top of Activities Tab
Community of Service

This field shows 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.

Type of Contact

This field shows 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.

Activity

This field determines 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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Activity Time

This field determines 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.

5.3.2.2 CPT Codes Group Box

Use the CPT Codes group box (Figure 5-26) to add or delete CPT codes associated
with the group encounter.

CPT Codeda)

Coda [ arrative [ et | Mo 1 |Modz | A

Figure 5-26: Sample CPT Codes group box

Click the Add button to access the CPT Code multiple search/select window. Section
5.3.6.5 provides more information about this window.

Click the Delete button to remove a selected CPT code record. On the “Are You
Sure” confirmation message, click Yes to remove the selected CPT code record from
the group box (otherwise, click No).

5.3.3  Group Data Tab

Use the Group Data tab (Figure 5-27) to specify secondary providers, POV code, and
group note information for the group encounter.
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Figure 5-27: 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 one patient at a time at that point.

The group box field names in bold text are required.

5.3.3.1 Chief Complaint/Presenting Problem Group Box

Specify the chief complaint or presenting problem using 2 to 80 characters in length.
This information describes the major reason the patients sought services.

5.3.3.2 Secondary Providers Group Box

Use the Secondary Providers group box (Figure 5-28) to add or delete secondary
providers for the group encounter.

Secorduy Prowders

Froraden [ i hdd
. Dabnin

Figure 5-28: Sample Secondary Providers group box
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5.3.3.3

Click the Add button on the Secondary Providers group box to access the Secondary
Provider multiple search/select window. Here you can add one or more secondary
providers for the group encounter.

Select a secondary provider you want to delete and click Delete. On the “Are You
Sure” confirmation message, click Yes to remove the selected provider from the
Secondary Providers group box (otherwise, click No).

Purpose of Visit - POV (Primary Group Topic) Group Box

The Purpose of Visit - POV (Primary Group Topic) group box (Figure 5-29) lets you
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]

Code | Hanatve o Add

Figure 5-29: Sample POV group box

Click the Delete button to delete a selected POV record. On the “Are You Sure”
confirmation message, click Yes to remove the selected POV record from the group
box (otherwise, click No).

Click the Add button to access the POV multiple search/select window. Here you can
add one or more POVs to the group encounter. The application populates the Code
and Narrative for the record.

Use the Edit button to change the Narrative part of a POV record on the Edit POV
dialog (Figure 5-30).

~lofx|

Edit POV
pov [T

et U OO UNSELING FOR VICTIM OF SPOUSAL AND PARTHER ABLIS

Figure 5-30: Edit POV dialog
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The Narrative field is a Free Text field (can contain 2-80 characters). Type
the new POV narrative in the Narrative text box and click OK. This changes
the narrative of the selected code. (Otherwise, click Close to not change the
narrative.) Note: the special characters “ or * cannot be the first character of
the POV narrative.

5.3.3.4 Standard Group Note Group Box

The Standard Group Note field is where you enter 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 education data about the group encounter (Figure
5-31).

Actraties | Group Dala  Group Education | Pasieets | Patieet Data |
Educaion
Educ.aton Topic [ Time Gpert | Lowel of Underst | Comrart |

i

Education Topic | & Provides [ DEMODOCTOR

Timn =

Lavel of Understanding | =

Ll
Comenent | v |
il

Figure 5-31: Sample Group Education tab

Note: Only the primary provider can change the data on the
Group Education tab.

5.3.4.1 Add Group Education Record
Click Add on the Group Education tab to activate the fields below the education grid.
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5.34.2

5.3.4.3

The fields in bold text are required.

Education Topic
This is 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.
Provider
This is 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.
Time
This field contains the time spent on the education topic, using any integer 1 -
9999. The understood units of measure are minutes.
Level of Understanding
This field contains the level of understanding about the education topic. The
default is Group-No Assessment (the only choice).
Comment
Populate with 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.

Edit Group Education Record

Select a record in the Education grid and click Edit to display the information about
the record in the fields below the Education grid. Section 5.3.4.1 provides more
information about the fields. All Group Education entries created before the
installation date for BHS v4.0 will continue to display the Goal and CPT fields.

Delete Group Education Record

Use the Delete button to remove a selected record from the Group Education grid box
On 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 (Figure 5-32) shows the patients in the group encounter.

Actrviies | Group Diata | Group Eccation  Paerts | Patiors Data |
[Pty
Fiers Myt [See [#ge [DOEB | G |

s Ad
% Dielets

Figure 5-32: Sample Patients tab

Note: Only the person entering the group can change the data on
the Patients tab. Once the group is saved, there is no way to
remove a patient other than to delete the individual
encounter record for that patient.

5.35.1 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. Click the Add button to access the Select
Multiple Patients search/select window (Figure 5-33). Here you can add one or more
patients to the group encounter; you can search for a patient by name, Social Security
Number, HRCN, or DOB.
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5.3.5.2

5.3.6

Ligix]
Pt L by Ohplicres [Lassk M rves, First S5H-HEICN DOBTLA /2008 Selechad liems
|  Dizplay Patart bine [See  [8ge [DOE
- TEST CATHRY F 19 MR
Fstienk List TEST DN ™ » A9
[T BT [Chatt = TEST WENDY LEA F 2 10128591
TEST AMANDA LTHN o AT 12195 TEST RAREARA F n 0141 330
TEST RARRARA S e
TEST CATMY e 120 3
TEST CERCLUSION BT oy
TEST DA 8
TEST LME B et o | 555551
TEST NOBFENTERED P 1 5EERED EI
TEST PATIENT IIME
TEST PallL ALBERT L TH 50 ¢ ]
TEST SECTIONC TR GEERE,
TEST SEVEN LINE b b BE555T
TEST TESSA To00E
TEST WENDY LEA et 2046
TESTEAALBEAT VELT TESTERJO. Msd1M2 pE ] =
TESTER JOHN rrR A T I et
TESTERAMEN EREMT GIDEDN TES . MOdMd1H2 T4
TESTEAMAN HELEM MURLENE TE . :diiecin2 o
TFETESRAAL WL WA GhATSE
a| ] Ll_, ! I |
¥ OF | MO | Yo |
20 Recandks) Found

Figure 5-33: Sample Select Multiple Patients dialog

Use the OK button to have the patient names in the Selected Items group box to
populate the Patients group box on the Patients tab.

Use the Clear button to clear all patient names on the dialog.

Use the Close button to close the dialog and no patient names are used.

Delete Patient Record

Use the Delete button to remove a patient from the group encounter. On the “Are You
Sure” confirmation message, click Yes to remove the selected patient record from the
group box (otherwise, click No).

Leave clients who no showed or canceled in the group since it is possible to do the no
show within the group definition in the GUI.

Patient Data Tab

Use the Patient Data tab (Figure 5-34) to add POV, group note, and comment/next
appointment information for a particular patient in the group encounter.
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Activies | Group Dot | Group Education | Paoants  Pert Data |

Fatents
Exgert Home 5o [Age |DOB | Chae -
EBY RUGERT MITLHELL M 13 L2713 1558 TERisES
FAUST JIskY JOE M Fi 11151586 1297 =4
COCHAAN EDWARD RAYDESN M 4 07231570 10700
ﬂm':'.ll-l IAMET & u &7y l'\l_i:'ll: 187 AMaEd =
Pmpors of Viel - POV [Daanoss o Problem Coide]
Code | Marrmtive | b Add |
| Edil I
¥ M eleie I
Sandand Group Nole
Comment, Hed Appointment
CPT Codelt]
Code | Harratree [t | Mod1 | Med2 |
¥ Dele |
Time In Group Vet Fag | ok | Xeeed

Figure 5-34: Sample Patient Data tab

You need to select a patient by double-clicking the name in the Patients group box in

order to activate the other group boxes.

After you select a patient record and change or add new patient data, click OK to save

the group data.

Use the Cancel button to not save your changes and to dismiss the add/edit group data

entry window.

5.3.6.1 Patients Group Box
The Patients group box shows the patients in the group encounter (Figure 5-35).
Pty
Paterd Hae [5ee  [oge [DOB | Chast |
DEMD, TIMMIE M E] [CAETE ] 192744
CE M0 ORI THY ROSE F EL T SIS
DEMDCOLTON MASSELL M 1] 0584977 100672
Figure 5-35: Sample Patients group box
You must double-click one of the patient names in order to use the other group boxes.
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After you have completed the information for the first patient, click OK. Your cursor
returns to the Patients group box. Then you can double-click on the next patient. After
completing the information for the second patient, click OK. Repeat this process until
you have completed all of the patients. Then you can use the Save button to save all
of the information.

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 (Figure 5-36).

Continue —= %]

Editing the Group Data after patients are added will overwite any indnidual data you may have added, continue?

Figure 5-36: Warning Message

e Click Yes to overwrite any individual data you have added. You will go to the
Group Data tab.

e Click No to not overwrite any individual data you have added. You will go to
the Patients Data tab.

5.3.6.2 Purpose of Visit - POV (DSM Diagnosis or Problem Code) Group Box
Use the Purpose of Visit - POV (DSM Diagnosis or Problem Code) group box to add,
edit, or delete a POV for the selected patient (Figure 5-37).
Purposs of Vel - POV [Disgnosiz or Problem Code)
t:.':.ﬂl l EP::L ABUSE, EPISDDIC, ! ;%l
o Ol
Figure 5-37: Sample POV group box
Section Appendix D: provides information about DSM copyright and trademark
information.
This is required data for the group encounter record.
Use the Delete button to remove a selected POV. On the “Are You Sure”
confirmation message, click Yes to remove the selected POV record from the group
box (otherwise, click No).
Click the Add button to access the POV search window. Here you can select one or
more POVs to be used in the Purpose of Visit group box.
Use the Edit button to change the Narrative part of a POV record in the group box.
Select a POV record and click Edit to display the Edit POV dialog (Figure 5-38).
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Edt POV
FOV [vs1.n1

5.3.6.3

5.3.6.4

5.3.6.5

L I 0 UNSELING FOR VICTIM OF SPOUSAL AND PARTHER ABUS

¢ OK lose

Figure 5-38: Sample Edit POV dialog

The Narrative field is a Free Text field (can contain 2-80 characters). Change
the text of the narrative in the Narrative text box and click OK. This changes
the narrative of the selected code. (Otherwise, click Close to not change the
narrative.) Note: the special characters “ or * cannot be the first character of
the POV narrative.

Standard Group Note

This field will contain text of the Standard Group Note on the Group Data tab. You
can add text about how the patient reacted in the group (on the Patient Data tab). This
is a Free Text field.

This is where the user individualizes 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

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 Code(s)

Populate the CPT Code(s) group box with the CPT codes associated with the selected
patient (Figure 5-39).
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CPT Codels)
Coda [ Harrairen [ Gt | Mod 1 | Mod 2 [

b 24
¥ Didete

Figure 5-39: CPT Code(s) group box

Use the Delete button to delete a selected record. On the “Are You Sure”
confirmation message, click Yes to delete (otherwise, click No).

Use the Add button to add the CPT Codes on the CPT Code multiple search/select
window (Figure 5-40).

[Wcrrcede 10
CPT Code
Search Swreg d I
CPT Code Selected bemz
Cuartity i CFTCode | Descrption | Ghuart | Mod 1 | Mod 2
Modder 1 [+] [ 3] ;I
Medher2 [4] | 2 .
S
=]
ost Recently Selecied
CPT Cod | Descrption |
12061 INTMD WHD REPAIR FACE/MM
51570 REMOVAL OF BLADDER
#11%F EETA BLCHR ADMM WM 24 HRS
v 0k | Efpwe |

Figure 5-40: CPT Code search/select window

The CPT codes in the Selected Items group box will populate CPT Code(s) group box
on the Patient Data tab of the Group Data Entry dialog.

Remove a selected CPT code in the Selected Items group box by clicking the left-
pointing arrow.

Search String: Use the Search String field to search for a particular CPT code. The
CPT codes that match the search criteria will display in the CPT Code field (Figure 5-
41).
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~CPT Coda
Search String I=§ .J‘Se:an:h
~CPT Code !
[ CPT Code | Descrption 2| Guantity fi
(I 45000 DRAINAGE OF PELVE ||
(| 45005 DRAINAGE OF RECT/_|| Modifier 1 m
| 4500F REF TO QUTPT CARL
: DRAINAGE OF RECT AR
45100 BIOPSY OF RECTUM
|
I 45108 REMOVAL OF ANORE 5 |
(| 4510F PREV CARDREHAE G
: 45110 REMOVAL OF RECTU & |
(I 45111 PARTIAL REMOVAL C
If 45112 REMOVAL OF RECTL
[l 45113 PARTIAL PROCTECT:
(| 45114 FARTIAL REMOVAL C
(| 45118 PARTIAL REMOVAL C
45119 REMOVE RECTUM W
45120 REMOVAL OF RECTU =] |
(la] | T

Figure 5-41: Sample CPT Code search results

Quantity: use the Quantity field to determine the number of CPT codes to use to
help facilitate billing.

Modifier: use the Modifier field to define the modifier for the CPT code. Click
the drop-down list to access the CPT Modifier search window.

After the Quantity and Modifier fields are complete, click the right-pointing arrow
to add the items to the Selected Items group box.

When the CPT Code search/select window is complete, click OK to save the data and
add the data to the CPT Code(s) group box. (Otherwise, click Close.)

5.3.6.6 Time in Group

Populate this field (Figure 5-42) with the number of minutes in the group encounter
(up to six digits).

Timees I; Ganaup I_
Figure 5-42: Sample Time in Group field
This is required data for the group encounter record.

Consider the following:

o If the patient attended the whole group session, no changes need to be made to
the Time Spent in Group field.
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o If 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, you need to type a zero in the Time Spent in
Group field and then click OK. The application will prompt you to select one
of the No Show POVs and enter a new note for that patient. (POVs and the
Group Note entered on the Group Data tab have been removed at this point).

5.3.6.7 Visit Flag
Vstfag [

Figure 5-43: Visit Flag field

Specify the visit flag (Figure 5-43) 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.
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6.0 Case Management

This section provides information about case management in Roll and Scroll as well
as in the RPMS Behavioral Health System (GUI).

6.1 Managing Case Data (Roll and Scroll)

You 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 Jan 17, 2014 12:06:14 Page: 1 of 1

# PROGRAM  OPEN ADMIT CLOSED DISPOSITION PROVIDER

1 1/17/12

2 MENTAL 12/8/10

3 MENTAL 12/7/10

4 MENTAL 3/19/09 3/23/09 THETA,SHIRLEY
Primary Problem: 11 DRUG WITHDRAWAL SYNDROME
Next Review:

5 MENTAL 3/13/09 3/20/09 OTHER THETA,SHIRLEY
Primary Problem: 11 DRUG WITHDRAWAL SYNDROME
Next Review: 3/27/09

6 MENTAL 3/13/09 3/20/09 4/2/09 MUTUAL AGREEMENT TO THETA,SHIRLEY
Primary Problem: 11 DRUG WITHDRAWAL SYNDROME
Next Review: 3/25/09

?? for more actions + next screen - prev screen >>>
OoP Open New Case DC Delete Case
ED Edit Case Data Q Quit

Select Item(s): Quit//

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.

Enter Case Open Date

Specify the date to open the case. This is the first contact for an episode of care.
The application displays the Update Patient Case Data window.
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*aksxkxxkak  UPDATE PATIENT CASE DATA  *xwkkns
Patient Name: ALPHAA,CHELSEA MARIE

EAAEEIEAEXAAEA AKX A AKX EAA A AKX A AKX AXA A AKX AXAAAXAAAXAAXAAAXAAXAXAAXAAXAAAXAAAXAAXAAAXAAAXAAAAAAAAXAAAAAAAX*X

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 :

Exit Save Refresh

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

COMMAND: Press <PF1>H for help Insert

Figure 6-2: Sample Update Patient Case Data window
The underlined fields are required.

Case Open Date
This is the date the case was opened (you can change).

Program Affiliation
Specify the program affiliation, using one of the following:

e M Mental Health Defaults
e S Social Services Defaults
e C Chemical Dependency or Alcohol/Substance Abuse
e O Other
Provider Name

This is the name of the provider for the case.

Primary Problem
Specify the primary problem (name or code).

Case Admit Date

Specify the admit date for the case. This is when a case management plan was
developed and treatment began.
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Next Case Review Date
Specify the next date for the case review.

Date Case Closed
Specify the date the case was closed. This is when treatment has been
discontinued. (Used when closing a case.)

Disposition
Specify 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.

Comment
Populate with a comment about the case, using 1-240 characters.

6.1.2 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. 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 about this option.

6.1.3 Delete Case (DC)

Use the Delete Case (DC) option to remove a specified case from the Update BH
Patient Case Data window. The application verifies the deletion.

6.2 Designated Provider/Flag/Personal History (Roll and
Scroll)

Use the Ol (Desg Prov/Flag/Pers Hx) option on the Patient Data Entry window to
access the Update Patient Information window.

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:
DESIGNATED OTHER PROVIDER:

OTHER PROVIDER NON-RPMS:

OTHER PROVIDER NON-RPMS:
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PATIENT
PATIENT

FLAG FIELD:
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.
Below are the fields.

Designated Mental Health Provider

This is the RPMS provider who has accepted designated Mental Health provider
status for the patient.

Designated Social Services Provider

This is the PRMS provider who has accepted designated Social Services provider
status for the patient.

Designated CD A/SA Provider

This is the RPMS provider who has accepted designated Chemical Dependency or
Alcohol/Substance Abuse provider status for the patient.

Designated Other Provider

This is the RPMS provider who has accepted the designated Other provider status
for the patient.

Other Provider Non-RPMS

Populate with another Behavioral Health provider 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.

Patient Flag Field

Populate with 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.
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Patient Flag Narrative
Populate with the narrative about the patient flag, using between 2 to 60
characters in length.

After you save or exit the Update Patient Information window, the application
displays the Personal History window.

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.

Below are the prompts.

Enter Personal History

Specify the personal history factor for the current patient. If you do not want to
add another personal history, use “” at the prompt. After you have finished the
personal history entry, you return to the Patient Data Entry window.

The personal history data entered here appears on the Patient List for Personal Hx
Items report.

6.3 Case Management Window (GUI)

Below shows where the Case Management function is located on RPMS Behavioral
Health System (GUI) tree structure (Figure 6-4).

(¥ rpMs Behavioral Health System - DEMO INDIAN HO! =10 x|

Patient  Preferences Exit  Help  About

+- Wiews Pabert Data
#- Vis#t Encounters
Intake
Caze Management
+ Tresiment Flans
¥ Suncade Repostrg Forms
Admmrestratree, Commuraty Actieites

Figure 6-4: Case Management option on the RPMS Behavioral Health System (GUI) tree
structure
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Use the Case Management option to access the Case Management window (Figure 6-
5) for the current patient.

=i0ix]
o Add E ] slata | b Help | B Oose
Caza Management Duste Rangs —

StatDate: [Wednesdsy, Jaruay 21,2009 =] EndDate | Fidsy . Jorwey 212011 =] o OF

Case Stalaz

OpenDate | Admit Dale | ClosedDste | Dispostion | Progiam | Provides

/21200 HENTAL HEALTH DEMD.DOCTOR

4| |+
DEMO,PATIENT ¥EE 263047 M OS{0S/1950 60 Loaded

Figure 6-5: 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).

6.3.1 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.

6.3.2 Case Status Group Box
The Case Status group box displays the case management records in the case
management data range.

6.3.3  Add Button
Establish the patient you want to use in the add process. Use the Add button to add a
new case management record. You access the Case Management - Add Case window.
Section 6.4 provides more information about this window.

6.3.4  Edit Button
Use the Edit button to edit a particular case management record. The application
displays the Case Management - Edit Case window.
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6.3.5

View Button

Use the View button (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. Section 6.4
provides more information about this window.

6.3.6  Delete Button
Use the Delete button to remove a selected Case Status record. On the “Are You
Sure” confirmation message, click Yes to remove the selected case status record from
the group box (otherwise, click No).
6.3.7  Help Button
Use the Help button to access the online help system for the Case Management
window.
6.3.8  Close Button
Use the Close button to close the Case Management window.
6.4 Add/Edit Case Management Data (GUI)
Use the Add button to add a case management record for the current patient.
After you click Add, the Case Management - Add Case window displays (Figure 6-
6).
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Figure 6-6: Sample Case Management - Add Case window

To edit a record, select the record and click the Edit button. The Case Management -
Edit Case window displays; this window has the same fields as the Case Management
- Add Case window.

Click Save to save the case management information on this window. This process
dismisses the window.

Use the Close button to display the “Continue?” dialog. This dialog 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.

Use the Help button to access the online help for this window.

The Free Text fields have a context menu for editing. Section 2.11 provides more
information about Free Text fields.

Several of the fields contain a search window. Section 2.8 provides more information
about this window.

The fields that contain dates can be changed by accessing a calendar. Section 2.7
provides more information about using a calendar.

Certain fields use the search/select window. Section 2.9 provides more information
about this window.
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Some fields use the multiple-select window. Section 2.10 provides more information
about this window.

6.4.1 Case Status Group Box
I:':::# 7] CasvadmiCaw [ =]
Casa Do Disin T =] st Rursiows Dtk I =l
Pucvicer M [ T8 CuseCostued [r =]
Coorvmasnt -
Figure 6-7: Fields in Case Status group box
The fields in bold text are required (Figure 6-7).
Program
This field determines the program associated with the new case. Use one of the
following from the drop-down list: Mental Health, Social Services, Other, or
Chemical Dependency.
Case Admit Date
This is when a case management plan was developed and treatment began. You
can accept the default date by selecting the checkbox in front of the date. The
default is the current date. Click the drop-down list to access a calendar to change
the field.
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.
Next 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 selecting the checkbox in
front of the date.
Provider Name
This is the primary provider for the case. Click the drop-down list to access the
Primary Provider search window.
Date Case 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 selecting the checkbox in front of the date.
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Primary Problem

This is the primary problem for the case. Click the drop-down list to access the
POV search window.

Disposition

This is the reason for closing a case. Click the drop-down list to select an option
on the Disposition window. This is required when there is a date in the Date Case
Closed field.

Comment
Enter a comment about the case, using 1-240 characters, in this Free Text field.

6.4.2  Patient Information Group Box

Use the Patient Information group box to supply information about various providers
and other case management information.

Fabmni Inkormador,

Dimsegregost Mrsa b Fravveder [ [ oot Proescer Honfiras
Dremgraes] frockal ‘i Prgaan 1 :Zl (mher Prowicer Hondiiaeh |
Dresigraten] Cheseszal Disperdeney e | ] Peifs

Titagruaine Pouriochon Cten FIPRS [ F Fatmet Flag Wt
Tiesgrasted Prmary Cave Proveades |

Figure 6-8: 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.

All fields are optional.

Designated Mental Health Provider

This is the RPMS provider 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.

Other Provider Non-RPMS

Populate with another Behavioral Health provider not listed in RPMS, using
between 2—-40 characters (Free Text field).
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Designated Social Work Provider

This is 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.

Other Provider Non-RPMS
Populate with another Provider not listed in RPMS, using between 2-40
characters (Free Text field).

Designated Chemical Dependency Provider

This is the RPMS provider 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.

Patient Flag

Populate with 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.

Designated Provider Other RPMS

This is 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.

Patient Flag Narrative

Populate with the narrative about the patient flag, using between 2—60 characters.

Designated Primary Care Provider

This is a view-only field that displays the name of the designated primary care
provider for the patient (if any). This information is pulled from the Primary Care
Provider application.

6.4.3  Personal History Group Box

Use the Personal History group box to add or delete personal history data about the
current patient.

User Manual Case Management
June 2014

159



Behavioral

Health System (AMH) Version 4.0 Patch 4

Penonad Hetoy
[ | i Aakd

Figure 6-9: 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.

Click the Add button to access the Personal History Factors search window where
you can add one or more personal history factors.

Use the Delete button to remove a selected personal history record. On the “Are You
Sure” confirmation message, click Yes to remove the selected personal history record
from the group box (otherwise, click 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)

The AC (Add Adm/Comm Activity) option is found under the SDE option on the BH
data entry window.

After using the AC option, the application displays 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 WwW116431 60 13 311. DEPRESSIVE DISORDER NOS
2 rust ALPHAA,CHELSEA MWW116431 90 15 295.72 SCHIZOAFFECTIVE DISORDER, CH

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 Add Adm/Comm Activity (AC) option to add the administrative/community
activity data.

Below are the prompts.

Enter PRIMARY PROVIDER
This is 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.
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* BEHAVIORAL HEALTH RECORD UPDATE *
Encounter Date: MAR 31,2009 User: THETA,SHIRLEY
[press <F1>E when visit entry is complete]
PROGRAM: SOCIAL SERVICES CLINIC: MEDICAL SOCIAL SERVICES
LOCATION OF ENCOUNTER: DEMO INDIAN HOSPITAL
ARRIVAL TIME: 12:00
FLAG FIELD:
Any SECONDARY PROVIDERS? N
COMMUNITY OF SERVICE: TAHLEQUAH
ACTIVITY CODE: # SERVED: 1
ACTIVITY TIME:
TYPE OF CONTACT: SCHOOL
LOCAL SERVICE SITE:
Any Prevention Activities to Record? N
PURPOSE OF VISIT (POVS) <press enter>:
COMMENT (press enter):

Figure 7-2: Sample Behavioral Health Record Update
The underlined fields are required.

Program
This is the program associated with the record.
Clinic
The response must be a clinic that is included in the RPMS clinic code set.

Location of Encounter
This is the location of the encounter.

Arrival Time
This is the arrival time of the encounter (default is 12:00).

Flag Field

This indicates 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.

Any Secondary Providers?

Use Y or N (the default) 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.

Fkkkkkk  ENTER/ZEDIT PROVIDERS OF SERVICE  *¥kix
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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.

PROVIDER: Specify the provider name. You can add one or more secondary
providers.

PRIMARY/SECONDARY: Indicate the type of provider. Only one Primary
provider can be used, while you can use one or more secondary providers.

The prompts for the Behavioral Health Record Update window continue.

Community of Service
This is the community of service where the encounter took place.

Activity Code
This is the activity code associated with the encounter. Appendix A: provides
more information about activity codes and definitions.

# Served
This is the number of people served in the community activity, using any integer
between 0 and 999.

Activity Time
This is 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.

Type of Contact
This is the type of contact (the activity setting).
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Local Service Site

This is the local service site for the encounter.

Any Prevention Activities to Record?

Use Y or N. If you use Y, the Prevention Activities pop-up displays:

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 fi

elds are required.

Prevention Activity: populate with the code for the prevention activity. These
activities are recorded when recording non-patient activities. You can enter

more than one, if

needed.

Target: This is what population the prevention activity is designed for: A
(Adult), Y (Youth), F (Family), M (Mixed Adult & Youth), S (Staff), E
(Elderly Only), W (Women).

The prompts for the Behavioral Health Record Update window continue.

Purpose of Visits (POVS) <press enter>

Press Enter to access the BH Record Entry - Purpose of Visit Update window.

FxAFxxxAx BH RECORD ENTRY -

Encounter Date: MAR 31,2009@12:00 User: THETA,SHIRLEY
[press <F1>C to return to main screen]

PURPOSE OF VISIT UPDATE ***3***

PROBLEM CODE: NARRATIVE:

PROBLEM CODE: NARRATIVE:

PROBLEM CODE: NARRATIVE:

PROBLEM CODE: NARRATIVE:

PROBLEM CODE: NARRATIVE:

PROBLEM CODE: NARRATIVE:
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COMMAND: Press <PF1>H for help Insert

Figure 7-5: Sample BH Record Entry POV window
The underlined fields are required.

Problem Code: specify the problem code that can either the Behavioral
Health Purpose of Visit or the more specific DSM-5 diagnostic code. Section
Appendix D: provides information about DSM copyright and trademark
information.

Narrative: populate with the text of the narrative for the problem code, if
needed.

The prompts for the Behavioral Health Record Update window continue.

COMMENT (press enter)

Press Enter to access another window where you can enter the text of comments
about the Administrative/Community Activity.

7.2 Administrative/Community Activity Window (GUI)

Below shows where the Administrative/Community Activities function is located on
RPMS Behavioral Health System (GUI) tree structure (Figure 7-6).

User Manual Administrative/Community Activity
June 2014

165



Behavioral Health System (AMH) Version 4.0 Patch 4

7.2.1

71.2.2

[® riPmS Behavioral Health System - DEMO INDIAN HOSP! =10] x|
Pabient  Prefersmces Exit  Help  About

+ Wiews Pabert Datla
+- Wizt Encounters
Intake
Casze Management
+- Treatment Plans
#] Suicide Reporting Foams

Admerestratree Communaty Actrabes

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 (Figure 7-7).
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Figure 7-7: Sample Administrative/Community Activity window

The Administrative/Community Activity window shows the administrative /
community activities records.

Administrative/Community Activity Date Range

The Administrative/Community Activity Date Range 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 Group box

The records are listed in date order, within the administrative/community activity date
range.
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7.2.3

7.2.4

7.2.5

7.2.6

7.2.7

Add Button

Use the Add button to add a new administrative/community activity data record on
the Administrative/Community Activity Data Entry - Add
Administrative/Community Data window. Section 7.3 provides more information
about the add function.

Edit Button

Use the Edit button to edit a particular administrative/community activity record on
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 window.

View Button

Highlight an administrative/community activity record and click View to browse the
data (or double-click on a record) on the Community Activity Data Entry - View
Community Data window (view-only). The fields are the same as for the data entry
(add/edit) windows. Click Close to dismiss this window.

Delete Button

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

Print Encounter Button

Use the Print Encounter button 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. The first page of the output
displays on the Print Encounter pop-up window (Figure 7-8).

User Manual Administrative/Community Activity

June 2014

167



Behavioral Health System (AMH) Version 4.0 Patch 4
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Figure 7-8: Sample output for a selected Administrative/Community Activity record

Suppressed means that the chief complaint/presenting problem information is
suppressed for confidentiality. Section 2.6 provides more information about using this
window.

7.2.8  Help Button
Use the Help button to access the online help system for the
Administrative/Community Activity window.
7.2.9 Close Button
Use the Close button to dismiss the Administrative/Community Activity 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
Administrative/Community Activity Data Entry - Add Administrative/Community
Data window.
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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 (Figure 7-8).

¥ Adiministrative/Comamunity Activity Dat a Entry - Add Administrative Comamumity Dakta. =10] x|
Sedmrwitrativey"Commursy Endy
Primory Provides | DEMD DOCTOR ls]  Encounter Date/Time [wedeidsy, Jomay 19,2011 100554 =]
Program | =] Encounter Lecation | Ll
Type of Contact | [3]  community of Sesvice | L]l
HAuctivity Time I B Served |1 Flag Field 1 Local Service Sie |— L"ﬂl
Auctivity Dita |p¢" |
Purpane of Visll - POV
Coda | Masrative I b Add
Eélil
W chete
Presverbion Ackedties
Prervertson Actrety | Code [ Other |
2 Add
W Delete |
Tanget [ j
Seconday Pioviden
Prosids | s Add
W Destn
il Help I _d Save I tal:luue

Figure 7-9: Sample Community Activity Data Entry - Add Community Data window
Use the Help button to access the online help for this window.

After you have completed the fields on this window, click Save to add a record to the
Administrative/Community Activity window. (Otherwise, click Close).

Some fields access a search window. Section 2.8 provides more information on how
to use this window.

Some fields access the calendar where you can change the date. Section 2.7 provides
more information about using the calendar.

Some fields access the search/select window. Section 2.9 provides more information
about this window.

Some fields are Free Text boxes. Section 2.11 provides more information about Free
Text boxes.
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7.3.1  Administrative/Community Entry Group Box
Figure 7-10 shows the Administrative/Community Entry group box.

Admineshatree Commarsty Eniy

FSMEE EReds) DEMODOCTOR [Bl  Encomte DaterTime [ Thasdsy . Moy 202010 0toew =]
Progras | =l Encourtar Location | E
Type of Conlact | [#] communiy of Servica | |
Dl f [5]  tetivity Code | Gl
Ackivilp Tme | ®Sorvnd [1 FlagFed [ LoceSevice Site [ T

Figure 7-10: Sample Community Entry group box
The fields in bold text are required.

Primary Provider

This is the primary provider for the administrative/community activity. Click the
drop-down list to access the Primary Provider search window where you search
for the primary provider name.

Encounter 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.

Program

This is the program associated with the administrative/community activity. Use
one of the following: Mental Health, Social Services, Other, or Chemical
Dependency.

After completing this field for a new record, the application automatically
populates the remaining required fields if you have defaults set up in the Site
Parameters.

Encounter Location

This is 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.

Type of Contact

This is the type of contact (the activity setting) for the administrative/community
activity. Click the drop-down list to access the Type of Contact list.
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Community of Service

This is 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.

Clinic
This is the clinic associated with the administrative/community activity. Click the
drop-down list to access to the Clinic search window. Here you search for the
clinic by name or code.

Activity Code

This is the activity code associated with the administrative/community activity.
Click the drop-down list to access the Activity search window. Here you search
for the activity name. Section Appendix A: Activity Codes and Definitions for
more information about activity codes and definitions.

Activity Time
This the number of minutes spent on the activity, using any integer between 1 and
9999.

Number Served
This is the number of people served in the administrative/community activity,
using any integer between 0 and 999.

Flag Field

This indicates 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.

Local Service Site

This is the local service site associated with the administrative/community
activity, if any. Click the drop-down list to access the Local Service Site list.
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7.3.2  Activity Data Tab

Activity Diata |h'-nm|
Purpose of Vil - POV
Coda | Maavative | Sl Add
Edit
;x_||.' 14
Prervnbion Acteies
Preverbion Coda Oithes |
Akl I I |
¥ Delete
Target | 2
Seoondan Piovides
oo | s Add
W Deelete

Fi

gure 7-11: Sample Activity Data tab

Use the Activity Data tab (Figure 7-11) to specify the POV, prevention activities, and
secondary providers data.

7.3.2.1 Purpose of Visit - POV Group Box

The POV group box (Figure 7-12) lists the POVs associated with the
administrative/community activity.

Paspace ol Vil - POV

Code | Masraines
ar ADMEHISTRATHIN
Figure 7-12: Sample POV group box

lud

At least one POV is required for an administration/community activity record. You
can add, change, or delete a record.

73211

Add Button

Use the Add button to add a new POV. Click Add to access the POV search/select
window. Here you select one or more POVSs.

7.3.2.1.2

Edit Button

Use the Edit button to change the Narrative part of a POV record in the group box.
Highlight a POV record and click Edit to display the Edit POV dialog (Figure 7-13).

User Manual
June 2014

172

Administrative/Community Activity



Behavioral Health System (AMH) Version 4.0 Patch 4

7.3.2.13

RT=IE

Edit POV
pov [

L I 0 UNSELING FOR VICTIM OF SPOUSAL AND PARTHER ABUS

p” OK Alose

Figure 7-13: Edit POV dialog

The Narrative field is a Free Text field. Type the new POV narrative in the
Narrative text box and click OK (otherwise, click Close). The OK process
changes the narrative of the selected record. Note: the special characters “ or *
cannot be the first character of the POV narrative. The POV narrative field
can contain 2-80 characters.

Delete Button

Use the Delete button to remove a record. Select a POV record to want to remove and
click Delete. On the “Are You Sure” confirmation message, click Yes to remove the
selected group encounter record from the group box (otherwise, click No).

7.3.2.2 Prevention Activities Group Box
The Prevention Activities group box (Figure 7-14) lists the prevention activities
associated with the administrative/community activity.
Peerverbion Actedties
Prrvsrion futrrty [ Code [ Oother | il
3 Delets
Taget | 2]
Figure 7-14: 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.
Target
This is the population for which the prevention activity is designed. The selected
option applies to all of the prevention activities.
e Adult
e Youth
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73221

71.3.2.2.2

o Family

e Mixed (Adult & Youth)
o Staff

e Elderly Only

e Women

Add Button
Use the Add button to add a prevention activity record to the group box. Click the
Add button to access the Prevention Activity search/select window. Here you select
one or more prevention activities.

e If you use OTHER (code 20) on the Prevention Activity search/select
window, the application displays the Other dialog (Figure 7-15).

¥ oTHER =

Ot

[
Ix

Figure 7-15: Other dialog

Populate the Other field with text of the other prevention activity associated with
this record (limited to 80 characters). When complete, click OK (otherwise, click
Close). The OK process populates the Other cell on the grid. If you dismiss the
Other dialog (with no data), the Other cell on the grid will be blank.

Delete Button

Use the Delete button to remove a prevention activity record. Select the prevention
activity record you want to remove and click Delete. On the “Are You Sure”
confirmation message, click Yes to remove the selected prevention activity record
from the group box (otherwise, click No).

7.3.2.3 Secondary Providers Group Box
The Secondary Providers group box (Figure 7-16) lists the secondary providers
associated with the administrative/community activity.
Snconday Pasvdets
Prorvides b Al l
% Deene |
Figure 7-16: Sample Secondary Providers group box
You can add or delete a record.
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Click the Add button on the Secondary Providers group box to access the Secondary
Provider search/select window. Here you can select one or more secondary provider
names.

Select the secondary provider record you want to remove and click Delete. On the
“Are You Sure” confirmation message, 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 (Figure 7-17) to enter any notes about the
administrative/community activity.

Activiy Diats Motes |
Midery

Figure 7-17: Sample Notes field

This is a Free Text field.
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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.

The application displays the following information:

Problem List updates must be attached to a visit.
Problem List in the context of a patient visit select the appropriate existing
visit and then update 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):

ITf you are updating the

IT you are updating the Problem List

Figure 9-1: Message displayed by the application

Enter ENCOUNTER DATE:
Populate with the encounter date for the problem list.

Figure 9-2 shows the patient’s problem list.

BH Problem List Update Aug 23, 2011 14:05:45 Page: 1 of 1
Patient Name: DEMO,DUCK DOB: FEB 05, 1975 Sex: M  HRN: 36219
BH Problem List Updated On: Aug 22, 2011 By: SIGMA,DARLA
1) DX: 301.0 Status: ACTIVE Last Modified: 08/22/2011
DSM Narrative: PARANOID PERSONALITY DISORDER
Provider Narrative: PARANOID PERSONALITY DISORDER
Date of Onset: 02/10/2009 Facility: DEMO INDIAN HOSPITAL
Notes:
STP Note #1 Added: 12/7/2010
Narrative: Treat physical illness from time to time
Note #2 Added: 12/9/2010
Enter ?? for more actions >>>
AP  Add BH Problem DD Detail Display LR Problem List Reviewed
EP Edit BH Problem NO  Add Note HS Health Summary
DE Delete BH Problem MN Edit Note FA Face Sheet
AC  Activate BH Problem RN Remove Note PC PCC Prob List Display
1P Inactivate BH Prob NP No Active BH Problems Q Quit
Select Action: +//
Select Action: +//
Figure 9-2: Sample BH Problem List update window
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Use the Q action 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.

The application displays information about the POV diagnosis assigned to the patient
in the past 90 days.

Choose a Diagnosis
Specify one of the diagnosis.

Enter Diagnosis to Add to the Problem List
Specify the active diagnosis code to add to the problem list.

The application displays the Provider Narrative for the particular problem (can be
changed).

STATUS
Select one of the following: A (active), or | (Inactive).

DATE OF ONSET

Specify the date of onset, when the problem was first diagnosed. (This can be left
blank.)

Add TREATMENT Note?
To add a treatment note, specify Y (yes). Otherwise, specify N (no).

If you used N, focus will go to the “Enter the Date the Problem List was Updated
by the Provider” prompt.

If you used Y, the following prompts will display:

PROVIDER NARRATIVE
Specify the text of the narrative for the treatment note.

AUTHOR
Use the default name or specify a new one.

LONG/SHORT TERM TREATMENT

Use 1 for Short Term or 2 for Long Term. This refers to the treatment
described in the Treatment note.
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After completing the last prompt, focus returns to the “Add TREATMENT
Note?” prompt.
Enter the Date the Problem List was Updated by the Provider
Use the current date or specify a new one.

Enter the individual that updated the Problem List

Specify 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.

The application displays the following prompts:

Select Problem
Specify the number of the problem to edit. After specifying a valid problem
number, the prompts continue.

Diagnosis
The current diagnosis displays. This can be changed, if needed.

Provider narrative <text of narrative>
The text of the narrative displays. This can be changed, if needed.

DATE OF ONSET

This is the date of onset, when the problem was first diagnosed. (This can be left
blank.)

STATUS
The current status displays. This can be changed using: A (active), or I (Inactive).

Enter the Date the Problem List was Updated by the Provider
Use the current date or specify a new one.
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Enter the individual that updated the Problem List
Specify 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.

The application displays the following prompts:

Select Action

Specify the action to execute, either 1 (Delete BH Problem) or 2 (Detail Display).
Use 1 in this case.

Select Problem

Specify the number of the problem to delete. After specifying a valid problem
number, the displays information about the particular problem, for example:

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

Are you sure you want to delete this BH Problem?
Use either Y (yes) or N (no).

If you used N, focus will return to the BH Problem List Update window.
If you used Y, the following prompts will display:

Enter the Provider who deleted the Problem

Use the default name or specify the name of the provider who deleted the
problem.

User Manual Problem List
June 2014

180



Behavioral Health System (AMH) Version 4.0 Patch 4

REASON PROBLEM DELETED

Use one of the following reasons: D (Duplicate), E (Entered in Error), or O
(other). If you use O, other prompts will display.

Enter the Date the Problem List was Updated by the Provider
Use the default date or specify a new one.

Enter the individual that updated the Problem List
Use the default name or specify a new one.

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.

9.1.4  Activate BH Problem (AC)
Use the AC action to cause the status of a particular inactive BH problem to be active.
The application displays the following prompts:

Select Problem
Specify 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 9-4: Message displayed when the problem is already active

After pressing Enter, focus returns to the BH Problem List Update window.

e |f the particular problem is not active, the prompts continue:
Enter the Date the Problem List was Updated by the Provider
Use the default date or specify a new one.

Enter the individual that updated the Problem List
Specify 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.
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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.
The application displays the following prompts:

Select Problem
Specify the number of the problem to inactivate.

e |f the particular problem is already inactive, the application will display the
following message:

That problem is already INACTIVE!!
Press return to continue....:

Figure 9-5: Message displayed when the problem is already inactive

After pressing Enter, focus returns to the BH Problem List Update window.

e |f the particular problem is not inactive, the prompts continue:
Enter the Date the Problem List was Updated by the Provider
Use the default date or specify a new one.

Enter the individual that updated the Problem List
Specify 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.

9.1.6 Detall Display (DD)
Use the DD option to display detail information about a selected BH problem.

The application displays the following prompts:

Select Problem
Specify the problem to use.

The application displays Behavioral Health Problem List information on the Output
Browser screen.
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OUTPUT BROWSER Dec 05, 2011 11:53:53 Page: 1 of 1
Behavioral Health Problem Display

PROBLEM CODE: 6.2

PATIENT NAME: DEMO,DOROTHY ROSE

DATE LAST MODIFIED: DEC 07, 2010

PROVIDER NARRATIVE: pt has terminal illness
FACILITY: DEMO INDIAN HOSPITAL
NMBR: 1

DATE ENTERED: DEC 07, 2010

STATUS: ACTIVE

USER LAST UPDATE DEMO,DOCTOR

ADD TO PCC PROBLEM LIST?: YES
Notes:
1) Date Added: 12/07/2010 Author: THETA,SHIRLEY
Note Narrative: Treat physical illness from time to time

SHORT TERM TREATMENT

2) Date Added: 12/09/2010 Author: THETA,SHIRLEY
Note Narrative: physical ill

Figure 9-6: Sample Problem Detalil

9.1.7 Add Note (NO)
Use the NO option to add a note to a selected BH problem.

The application displays the following prompts:

Select Action

Select 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.

Add a new Problem Note for this Problem?

Use Y to add a note. Otherwise, use N.
If you use Y, the following prompt displays:

NARRATIVE
Populate this field with the text of the narrative of the note.
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AUTHOR
Use the default name or specify a new one.

LONG/SHORT TERM TREATMENT
Use 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: 304.22 PATIENT NAME: DEMO,DOROTHY ROSE
DATE LAST MODIFIED: OCT 05, 2011@11:18:18
PROVIDER NARRATIVE: COCAINE DEPENDENCE, EPISODIC
FACILITY: DEMO INDIAN HOSPITAL NMBR: 2
DATE ENTERED: OCT 05, 2011@11:18:18 STATUS: ACTIVE
USER LAST UPDATE: DEMO,DOCTOR

Notes:

1) Date Added: 12/01/2011 Author: DEMO,CASE M
Note Narrative: Pt has problems will illegaldrugs
SHORT TERM TREATMENT

2) Date Added: 12/05/2011 Author: DEMO,DOCTOR
Note Narrative: Pt has resolved some of the problems with illegal drugs
SHORT TERM TREATMENT

Figure 9-7: Example of information about the problem and information about the notes

Add a new Problem Note for this Problem?
Use Y (for yes) or N (for no).

If you used Y, the prompts will repeat, starting with NARRATIVE.
If you used N, the prompts will continue.

Enter the Date the Problem List was Updated by the Provider
Use the default date or specify another one.

Enter the individual that updated the Problem List
Specify 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.
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9.1.8  Edit Note (MN)
Use the MN option to edit the text of a selected note.
The application displays the following prompts:
Select Problem
Specify the problem having the note to be edited.
The application displays information about the selected problem and information
about any existing notes.
Edit which one
Specify the note to edit.
NARRATIVE: <text of the problem>//
Replace
Populate the Replace field with the replacement text for the narrative.
LONG/SHORT TERM TREATMENT
Use one of the following: 1 (for short) or 2 (for long).
Enter the Date the Problem List was Updated by the Provider
Use the default date or specify another one.
Enter the individual that updated the Problem List
Specify 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 to delete a selected note.
The application displays the following prompts:
Select Problem
Specify the problem having the note to be removed.
The application displays information about the selected problem and information
about any existing notes.
User Manual Problem List
June 2014

185



Behavioral Health System (AMH) Version 4.0 Patch 4

9.1.10

Remove which one
Specify the note to remove.

Are you sure you want to delete this NOTE?
Use Y (yes) or N (no).

If you used N, you will return to the BH Problem List Updated window.
If you used Y, the prompts will continue.

Enter the Date the Problem List was Updated by the Provider
Use the default date or specify another date.

Enter the individual that updated the Problem List
Specify 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 BH Problem List (for instance,
correcting the DSM code) then enter your own name.

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).

The application displays the following prompts:

Did the Provider indicate that the patient has No Active BH Problems
Specify Y (yes) or N (no).

If you used N, focus will return to the BH Problem List Update window.
If you used Y, the prompts will continue:

Enter the Date the Provider documented ‘No Active BH Problems’
Use the default date or specify another one.

Enter the PROVIDER who documented ‘No Active BH Problems’
Specify the provider name who documented that there are no active BH problems.
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9.1.11 Problem List Reviewed (LR)

Use the LR action to indicate who and when the current patient’s BH Problem List
was reviewed.

The application displays the following prompts:

Did the Provider indicate that he/she reviewed the Problem List?
Specify Y (yes) or N (no).

If N is used, the application will display ‘“No Action Take” and focus will return
to the BH Problem List Update window.

If Y is used, the prompts continue.

Enter the Date the Provider Reviewed the Problem List
Use the default date or specify a new one.

Enter the PROVIDER who Reviewed the Problem List
Specify 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.

After using the PC action, 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 9-8: Information displayed by the application

If you used N at the last prompt, focus will return to the BH Problem List Update
window.

If you used Y, the application displays the PCC Problem List Display window.

PCC Problem List Display Sep 07, 2011 15:46:04 Page: 1 of 3

Patient Name: DEMO,DOROTHY ROSE DOB: OCT 10, 1942 Sex: F HRN: 99999

Problem List Reviewed On: Dec 02, 2011 By: DEMO,DOCTOR
Problem List Updated On: Jan 27, 2012 By: THETA,WENDY

1) Problem ID: Wwi DX: 995.2 Status: ACTIVE Onset:
Provider Narrative: ADE: PCN, SULFA
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2) Problem ID: Ww2 DX: 493.90 Status: ACTIVE Onset: 2/0/2001
Provider Narrative: Asthma, Unspecified
Classification: 2-MILD PERSISTENT

3) Problem ID: Ww7 DX: V15.89 Status: ACTIVE Onset:
+ Enter ?? for more actions >>>
DD Display a PCC Prob A Quit
Select Action: +//

Figure 9-9: Example of Problem List Update screen

If you use DD at the “Select Action” prompt, the application displays the following
prompt:

Select Problem: (1-xx)
Specify the problem to use.

The application displays the PPC Prob information on the Output Browser, as shown

in Figure 9-10.
OUTPUT BROWSER Jan 02, 2014 11:33:46 Page: 10f 1
DIAGNOSIS: V15.89 PATIENT NAME: DEMO,DOROTHY ROSE

DATE LAST MODIFIED: SEP 07, 2011

PROVIDER NARRATIVE: pt has terminal illness
FACILITY: DEMO INDIAN HOSPITAL NMBR: 7

DATE ENTERED: SEP 07, 2011 STATUS: ACTIVE
ENTERED BY: THETA,SHIRLEY

Enter ?? for more actions >>>
+ NEXT SCREEN - PREVIOUS SCREEN Q QUIT
Select Action: +//

Figure 9-10: Sample information about the selected PCC problem

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:
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e BH Problem List
e PCC Problem List

9.2.1 Behavior Health Problem List Window

After selecting the BH Problem List option, the application will display the
Behavioral Health Problem List window.

¥ tichavioral tecalth Problem st ol
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BH Problem Lizt Reviewed On: Jan 02, 2014 By: GARCIARYARH BH Problem List Updated On: Dec 31. 2013 By: GARCIARTRN
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0 St Last Maciled | D5M Marraites Frenager Hartitve Cteof Crast | Facity =
B2 ACTIVE 120772010 PHYSICAL ILENESS, TERMINAL pt hars temmnal iiness: DHEMD B
¥95.53 ACTINE 12072011 SEXLIAL ABLUSE OF CHILD (VCTIM SEXLIAL ABUSEOF CHILD (ACTING DEMD N
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Figure 9-11: 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.

Use the Help button to access the online help for this window.

The Save, Close, and Cancel controls have the following features:

e After clicking Save, the current action will execute (like Add Problem) and you
will remain on the window.

e After clicking Close, you will leave the window.

e After clicking Cancel, you will remain on the window and no action (like Add
Problem) will be taken.

This window has fields that use the following application features:
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e The Free Text fields have a context menu for editing the text. Section 2.11
provides for more information.

e Several of the fields contain a search window. Section 2.8 provides more
information.

e The fields that contain dates can be changed by accessing a calendar. Section 2.7
provides more information.

e The pop-up window has features that are useful. Section 2.6 provides more
information.

9.2.1.1 Add Problem

Select Problems | Add Problem to activate the fields in the Problem List Data Entry
group box.

Pt Lt 1ty Dy

Diagnasa | i_ﬂ Lo ¥ R ] Dabed Ot | =

Harstva |

I Ak Fioke'?

kst ipufabed [ Worday . Jwwiary 302032 =1

Parvan Who Updsbed | AL L0508 Z|
Figure 9-12: Sample Problem List Data Entry group box
The fields in bold are required.

Diagnosis

Click the drop-down list to access the POV select window. Here you select a POV
to populate the Diagnosis and Narrative fields.

Active/lnactive radio button

Indicate if the selected diagnosis is Active or Inactive by selecting the appropriate
radio button (Active is the default for a new problem).

Date of Onset

The Date of Onset 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.

Narrative
This field is populated by the application when you choose a diagnosis (can be
changed).
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Add Note?
Check the Add Note field to display the Note group box.

Author | DEMO_PSYCHIATRIST ZE' " Long Tesm & Short Tem

Figure 9-13: Note group box

After the Note group box displays, you can uncheck the “Note” field to close the
group box, if needed.

Note: Populate the Note field with the text of the note, usually information about
the treatment.

Author: This is 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.

Long Term/Short Term: Select either the Long Term or Short Term radio
button, referring to the treatment described in the note.

Date Updated

The default is today’s date. To change the date, click the drop-down list to access
the calendar.

Person Who Updated

The default 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.

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).

9.2.1.2 Edit Problem

Select an existing problem in the Problem List grid and then select Problems | Edit
Problem.

All of the fields in the Problem List Data Entry group box become active.

See Section 9.2.1.1 for more information about how to edit the fields.
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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).

9.2.1.3 Delete Problem

Select an existing problem in the Problem List grid and then select Problems | Delete

Problem. The application will display the Problem List Reason for Delete dialog.

e Problem List Reason for Delete = x
bl f | =10 x|
Reasan I j o OK

Cloze

E\\ﬁ

Figure 9-14: Problem List Reason for Delete dialog

Click the drop-down list for the Reason field (required) and select an option.

If you select OTHER, the dialog changes.

Problem List Reason for Delete =10 x|
=EE e | (1 THE R hd Ok

Other I a Cloze |
p

Figure 9-15: Problem List Reason for Delete when using OTHER

In this case, populate the Other field with the reason to delete the problem (required).

After the Problem List Reason for Delete dialog is complete, click OK (otherwise,
click Close).

After clicking OK, the application activates the “Date Updated” and “Person Who
Updated” fields.

Date Updated |7 wWednesday, August 31,2011 =l

Perzon Who Updated I DEMO.DOCTOR

Figure 9-16: Active Date Updated and Person Who Updated fields

Date Updated

The default is today’s date. To change the date, click the drop-down list to access

the calendar.
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9.21.4

9.2.15

Thabe Ulpsilaesd

Person Who Updated
The default is the provider of the visit to which the Problem List item is
associated.

After the active fields are complete, click Save to remove the problem from the
Problem List grid. (Otherwise, click Cancel).

Activate/Inactivate Problem

Select an existing problem in the Problem List grid and then select Problems |
Activate (or Inactivate).

The application activates the “Date Updated” and “Person Who Updated” fields.

Date Updated |7 wWednesday, August 31,2011 =l

Perzon Who Updated I DEMO.DOCTOR

Figure 9-17: Sample active fields for Inactivate (or Activate) process

Date Updated
The default is today’s date. To change the date, click the drop-down list to access the
calendar. The Activate action only works if the “Date Updated” is checked.

Person Who Updated

This is 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.

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 Note
Select an existing problem in the Problem List grid and then select Notes | Add Note.

The application activates the fields in the lower group box.

[E Frw hie  15.2M1 =l

Perven Wha Updated | beiCaroas Il

Huls

Author [ GARCIAFrYad || I Long Tem & Shot Teem

Figure 9-18: Active fields for adding a note
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Date Updated
The default is today’s date. To change the date, click the drop-down list to access
the calendar. The Add Note action only works if the “Date Updated” is checked.
Person Who Updated
This is 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.
Note
Populate the Note Free Text field with the text of the note, usually information about
the treatment.
Author
This is the author of the note. To change the name, click the drop-down list to access
the Primary Provider select window.
Long Term/Short Term
Select either the Long Term or Short Term radio button, referring to the treatment
described in the note.

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
shows the note narrative.

9.2.1.6 Edit Note
Select an existing note in the Problem List grid and then select Notes | Edit Note.
The application activates the fields in the lower group box.
Section 9.2.1.5 provides more information about the fields on this group box.
After the Note group box is complete, click Save to change the particular note on the
Problem List grid. (Otherwise, click Cancel).
9.2.1.7 Remove Note
Select an existing note in the Problem List grid and then select Notes | Remove Note.
The application activates the “Date Updated” and “Person Who Updated” fields.
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Date Updated |7 wednesday, August 31,2011 4

Perzon Who Updated I DEMO.DOCTOR
Figure 9-19: Active Date Updated and Person Who Updated fields

Date Updated

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.

Person Who Updated

Click the drop-down list to access the Primary Provider select window. Select the
name of the person who updated the Problem List.

After the active fields are complete, click Save (otherwise, click Cancel). After
clicking Save, the application displays the “Are you sure” confirmation that asks: Are
you sure you want to remove this note? Click Yes to remove the note will be
removed from the Problem List grid. (Otherwise, click No).

9.2.1.8 Detail Display
Select a problem in the Problem List grid and then click the Detail Display button.
The application will display the BH Problem List Detail pop-up for the particular
patient.
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B 6 Problem List Detail CES0OROTHY ROSE 999999 F 1001071942 &3

Y YT

FROBLEN CODE: 304,22 PATIENT NAME: DEMWO,DORCTHY ROSE
DATE LAST HODIFIED: OCT 05, Z011@18:18:18
FROVIDER NARBATIVE: COCAINE DEFENDENCE, EFISODIC
FACILITY: DERG INMDIAN HOSPITAL WEBR: I
DATE ENTERED: OCT 05, 2013821:18:18  STATUS: ACTIVE
DSER LAST UFDATE: DERMO, POCTOR

Page o, 1

[Total Page be.: | [Zoom Pactor: 100%

Figure 9-20: Sample BH Problem List Detail for a patient

9.2.1.9

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.

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. After clicking
OK, focus returns to the Behavioral Health Problem List window.

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).

After clicking yes, the “Date Documented” and “Provider Who Documented” fields
become active.
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9.2.1.10

D ate Documented IF Monday . January 30,2012 ;I

Provider Who Ducumentl CEMO.CASE M

Figure 9-21: Sample Date Documented and Provider Who Documented fields

Date Documented

This is 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.

Person Who Documented

This is 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.

After the active fields are complete, click Save (otherwise, click Cancel).

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.

Problem List Reviewed

Click the Problem List Reviewed button to indicate that the current patient’s problem
list was reviewed. The “Date Reviewed” and “Provider Who Reviewed” fields
become active.

[Date R eviewed IF Monday . January 30,2012 ;I

Provider Who Reviewed I CEMOPSYCHIATRIST ﬂ

Figure 9-22: Sample Problem List Reviewed and Provider Who Reviewed fields

Date Reviewed

This is 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. The Problem List
Reviewed action only works if the “Date Reviewed” is checked.

Person Who Reviewed

This is the person who reviewed the problem list. To change the name, click the drop-
down list to access the Primary Provider select window.

After the active fields are complete, click Save (otherwise, click Cancel).
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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.

9.2.1.11 PCC Problem List Display

Click the PCC Problem List Display button to move to the PCC Problem List
window.

9.2.2 PCC Problem List Window

After selecting the PPC Problem List option (on the Visit window), the application

will display the PCC Problem List window.

0%

= Defad Displey | 23§ B Problem List Lipcate | i Help

Problem List Reviewed On: Dec 02, 2007 By: DEMD DOCTOR

Problem List Updated On: Jan 27 2012 By WASDOM WENDY

Probiam Lt

i % S [T R — Dt o Cret | Facity Tete @ | Micte Aoded i[

¥ V1529 ACTIVE (VAT gt has bermined finess DEMO IRDIAN HOSPITAL

WWE vBLS ACTIVE QRIVEN  Sermiring For Neghepasy DEMO INDUAN HOSPITAL

1201
T VISES ACTIVE OSUTZ011 | ot has terminal lnsss DEMO INDHAN HOSPITAL
WeE AL ATVE 12002001 COCAINE DEPENDEMCE. EPESODIC for 1 month DEMO IHDUAKH HOSPITAL
1 1250 _’:f

i | ¥

DEMO,DOROTHY ROSE 995993 P 10/10/1942 71

Figure 9-23: Sample PCC Problem List window

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.

The Close process will leave the window.

Use the Help button to access the online help for this window.

9.2.2.1 Detail Display

Select a problem in the Problem List grid and then click the Detail Display button.
The application will display the PCC Problem List Detail pop-up for the particular
patient.
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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 9-24: Sample PCC Problem List Detail pop-up window

Section 2.6 provides more information about using the pop-up window.

9.2.2.2 BH Problem List Update

Click the BH Problem List Update button to move to the Behavioral Health Problem
List window. 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.

EEAEEXEAAXEAXAXAAXAEAAXAAXAAXAAAXAAXAAAAAAAAAAAXAAAAXAAXX

** IHS Behavioral Health System *x
Eafed Patient Treatment Plans Eafed

Version 4.0 (patch 1)

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.

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
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
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+

Enter ?? for more actions

AD Add Treatment Plan RV Enter TP Review BV Browse Visits
ED Edit a Plan DS Disp/Print Plan SP Share a TP
DE 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.

10.1.1.1 Add Treatment Plan (AD)

10.1.1.2

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. Section 10.1.1.2 provides more information
about the prompts.

Edit a Plan (ED)

Use the ED action to change a selected treatment plan for the current patient.
Below are the prompts.

Enter Date Established
The date the treatment plan was established (you cannot change).

Program
This is the program for the treatment plan. Use one of the following: M (Mental
Health), S (Social Services), C (Chemical Dependency), O (Other).

Designated Provider
This is the name of the designated provider for the treatment plan.

Case Admit Date
This is the date the case was admitted.

Problem List
Populate this field with the text of the problem, using up to 240 characters. The
text should list and briefly describe multiple problems.

Diagnosis
The text of the diagnosis displays, if any.

Edit?

Use Y (yes) or N (no) to change the diagnosis text. If you use Y, you access
another window where you can change the text.
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Treatment Plan Narrative (Problems/Goals/Objectives/Methods)
The Narrative of the problems, goals, objectives, or methods of the treatment
plan.

Edit?
Use Y (yes) or N (no) to change the narrative of the Treatment Plan. If you use Y,
you access another window where you can change the text.

Anticipated Completion Date
This is the date the treatment plan is anticipated to be completed.

Review Date
This is the date of the review.

Concurring Supervisor
This is the name of the concurring supervisor for the treatment plan.

Date Concurred

This is 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.

Participants in the development of this plan

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 you specify N, the next prompt “Date Closed” displays.
If you specify A, the following prompts display:
Enter the Participant Name: specify the name of the participant.

Enter the Relationship to the Client: specify 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
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Select one of the following:

Which action:

Add a Participant

Edit an Existing Participant
Delete a Participant

No Change

Z0m>»

Figure 10-3: Sample of participants in the development of this plan

10.1.1.3

10.1.14

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.
Date Closed
This is the date the treatment plan is to be closed.

Delete Tx Plan (DE)

Use the DE action to delete a particular treatment plan.
Below are the prompts.

Select BH Treatment Plan
Specify the treatment plan you want to remove.

Are you sure you want to DELETE this Treatment Plan?

Use Y (yes) or N (no). The Y option removes the particular treatment plan from
the Update Patient Treatment Plan window.

Enter TP Review (RV)

Use the RV action to access the Treatment Plan Update window of a specified
treatment plan (for the current patient).

Below are the prompts.
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Select BH Treatment Plan
Specify the treatment plan you want to review.

Note: the application could display the following message:

NOTE: It is recommended you close out treatment plans using DSM-1V
diagnoses and create a new treatment plan using DSM-5 diagnoses.

Press enter to continue....:

The application displays the Treatment Plan Update window. This window has the
following prompts.

Select REVIEW DATE

The review date display (you can change). If you do not enter a date here, you exit
the RV process.

Review Provider
Specify the name of the review provider.

Review Supervisor
Specify the name of the review supervisor, if any.

Progress Summary
The text of the progress summary displays (if any).

Edit?

Use Y (yes) or N (no) to indicate if you want to edit the text of the progress
summary. If you use Y, you access another window to edit the text.

Select TX REVIEW PARTICIPANT NAME
You can specify a new treatment review participant name, if needed.

Relationship to Client

This prompt does not display unless you added a name in the previous prompt.
This prompt allows you to specify the relationship to the client.

Next Review Date

The next review date displays (you can change).

10.1.1.5 Disp/Print Plan (DS)

Use the DS action to display/print a specified treatment plan for the current patient.
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Below are the prompts.

Select BH Treatment Plan
Specify the treatment plan you want to browse/print.

What would do like to print

Use T (Treatment Plan Only), R (Treatment Plan REVIEWS Only), or B (both
Treatment Plan and Reviews).

Do you wish to
Use P (print output on paper) or B (browse output on screen).

You browse the output on the Output Browser window.

FxAFAIAAXxA CONFIDENTIAL PATIENT INFORMATIQN raestdoaastok

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

* Ok x % %
* % % % %

o o o o S R S S R S e S S R S R S e S S S S S S S R R S R S e S R S e R S e S S S S S S S S S S e S S S S e S S e

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

Supervisor®s Signature Physician"s Signature
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Other Other
Other Other
+ NEXT SCREEN - PREVIOUS SCREEN Q QUIT

Select Action: +//

Figure 10-4: Sample display of treatment plan

10.1.1.6 Health Summary (HS)

Use the HS action to display/print a particular health summary for the current patient.

10.1.1.7 Browse Visits (BV)

Use the BV action to browse the behavioral health visits for the current patient.
Below are the prompts.

Browse which subset of visits for [patient name]

Use 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.

The application display the BROWSE PATIENT’S VISITS window. The one below
is for all visits.

BROWSE PATIENT*®S VISITS Apr 13, 2009 17:51:51 Page: 1 of 395

Patient Name:
HRN: 114108

CHINI,KIMBERLY YVETTE DOB: Nov 23, 1966

*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 I

Previous Attempts: UNKNOWN

Method: HANGING

Visit Date: Sep 28, 2009@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:

43.2 PARTNER ABUSE (SUSPECTED) ,EMOTIONAL

SUBJECTIVE/OBJECTIVE:
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testing build 9 for Patch 1
editing SOAP

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 AAAAAAAAAAAAAAAAARAAAAAAAARAA A AdddK
+ Enter ?? for more actions

+ Next Screen - Previous Screen Q Quit

Select Action:+//

Figure 10-5: Sample patient’s behavioral health visits window

10.1.1.8 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.

Below are the prompts.

Select PATIENT NAME
Specify the patient you want to use.

If you use a patient with no treatment plan, the application will display a message
to that effect.

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:
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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 10-6: Sample Display/Print Treatment Plan window
The following actions are related to view functions:
Use Q (Quit) to dismiss the window.

Use NS (Next Screen) to display the next screen of information (does not work
when you are on the last screen).

Use PS (Previous Screen) to display the previous screen of information (does not
work when you are on the first screen).

Use the DN (Down a Line) to display the next line of information following the
one at the bottom of the current screen (does not work when you are on the last
screen).

Use the UP (Up a Line) to display the line previous line of information before the
top of the current screen (does not work when you are on the first screen).

Display/Print Plan (DS)

Use the DS action to browse/print a particular treatment plan. Section 10.1.1.5
provides more information about the display/print plan action.

Health Summary (HS)

Use the HS action to display a particular type of health summary for the current
patient.

Below are the prompts.

Select HEALTH SUMMARY TYPE NAME
Specify the type of health summary you want to use.

The application displays the Health Summary for the current patient on the Output
Browser window.

10.1.2.1 Print List (PL)

Use the PL action to display/print the treatment plans for the current patient.

Below are the prompts.
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Device
Specify the device you want to print/browse 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 10-7: Sample Display/Print Treatment Plan window

10.1.2.2 Search List (SL)

Use the SL action to search the text of the treatment plans for a particular text string.
Below are the prompts.

Search for
Specify the text string for which you want to search in the treatment plans.

If the application finds the first occurrence of the text string, it highlights it and
asks:

Stop Here?
Use Y or N.

If you use N, you leave the search sequence.

If you use Y, it 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? Use Y or N.
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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.
Enter Beginning Date
Specify the beginning date of the date range.

Enter Ending Date
Specify the ending date of the date range.

Run the Report for which Program
Indicate which program to use: O (One Program) or A (All Programs). If you use
O, other prompts will display.

List Treatment Plans for
Use one of the following: O (One Provider) or A (All Providers). If you use O,
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).

Device
Specify the device to print/browse the output.

Below is a sample Listing of Treatment Plans Due to be Reviewed.

Fhkxdkxkxkx CONFIDENTIAL PATIENT INFORMATIOQN *dxsksskx
XX Page 1
DEMO INDIAN HOSPITAL
LISTING OF TREATMENT PLANS DUE TO BE REVIEWED
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: 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 10-8: Sample output treatment plans due to be reviewed
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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.

The prompts are the same as those for the Print List of Treatment Plans Needing
Reviewed (REV).

Below is a sample Listing of Treatment Plans Due to be Resolved.

FhxxxxAxxx CONFIDENTIAL PATIENT INFORMATIOQON ****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 10-9: Sample output of treatment plans due to be resolved

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.

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.

Run the Report for which PROGRAM

Use O (one program) or A (all programs). If you use O, other prompts will
display.
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List treatment plans for
Use O (one provider) or A (all providers). If you use O, other prompts will
display.

Sort list by
Use P (Responsible Provider), N (Patient Name), or D (Date Established).

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 information.

The application displays the Listing of Treatment Plans window.

Fxxxxxxxix  CONFIDENTIAL PATIENT INFORMATION  ****dkdkkxx
XX Page 1
DEMO INDIAN HOSPITAL
LISTING OF TREATMENT PLANS
Date Established: JAN 13, 2009 to APR 13, 2009

PATIENT NAME DOB CHART # DATE REVIEW DATE  ANTICIPATED
ESTABL ISHED COMPLETION
DATE

ALPHAA,CHELSEA MARIE  2/7/75 116431 Feb 25, 2009 May 26, 2009 Feb 25, 2010

Program: MENTAL HEALTH Responsible Provider: BETAAAA,BJ

ALPHAA,CHELSEA MARIE  2/7/75 116431 Mar 09, 2009 Jun 07, 2009 Mar 09, 2010
Program: MENTAL HEALTH Responsible Provider: BETAAAA,BJ

ALPHAA,CHELSEA MARIE  2/7/75 116431 Mar 24, 2009 Jun 22, 2009 Mar 24, 2010
Program: MENTAL HEALTH Responsible Provider: BETAAAA,BJ

ALPHAA,GLEN DALE 11/710/781 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 10-10: 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.

Below are the prompts.

User Manual Treatment Plans
June 2014

212




Behavioral Health System (AMH) Version 4.0 Patch 4

Enter BEGINNING Date
Specify the beginning date of the date range.

Enter ENDING Date
Specify the ending date of the date range.

List cases opened by

Use O (one program) or A (all programs). If you use O, other prompts will
display. This allows you to limit the report output to cases opened by one or all
Programs.

List cases opened by

Use O (one provider) or A (all providers). If you use O, other prompts will
display. This allows you to limit the report output to cases opened by one or all
Providers.

Sort list by

Use P (Responsible Provider), N (Patient Name), or C (Case Open Date).

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
Specify P (Print output) or B (Browse output on screen).

The application displays the LISTING OF CASES OPENED WITH NO
TREATMENT PLAN IN PLACE report.

Case Open Dates: SEP 08, 2010 to DEC 07, 2010

PATIENT NAME HRN CASE OPEN PROGRAM PROVIDER LAST VISIT
DATE

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 10-11: 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
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Below shows where the treatment plan functions are located.

¥ rPMs Behavioral Health System - DEMO INDIAN HOSPIT =101 x|
Patient  Preferences Exit  Help  About

#- Yiews Pabent Data
- Wigk Encounters
Intake
Case Management
= Trestment Plans

O Patent
All Patieris
[#] SubCa0e Hepoitrg Foims

Admnestratree/Commiundy Activibes

Figure 10-12: 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.

=101
+Mﬁ Edt | B view | 3¢ Delste J Prirt Troatment Flan - | i Help mm
- Treatmeend Plan Date Flarge

StwtDiater | Sumday | Jarway 14,2007 =] ErdDate; | Frdey . Jaousy 21,2011 =] W D%
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Figure 10-13: 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.
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Figure 10-14: Sample Treatment Plan window for all patients

The following are features of both windows.

10.2.1 Treatment Plan Date Range

The treatment plan records are those within the date range shown in the Treatment
Plan Date Range 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 Treatment Plan group box.

10.2.1.1 Treatment Plan Window for One Patient

The following applies to the Treatment Plan window for One Patient:
The default Start Date is one year previous.

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).

10.2.1.2 Treatment Plan Window for All Patients

The following applies to the 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.

10.2.2 Treatment Plan Group Box

The Treatment Plan group box shows the records within the Treatment Plan Date
Range. They are in date order.
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10.2.3 Add Button
Establish the patient you want to use in the add process. Use the Add button to add a
new treatment plan record. You access the Treatment Plan - Add Treatment Plan
window. Section 10.3 provides more information about the add process.

10.2.4 Edit Button
Use the Edit button to edit a particular treatment plan record. The application displays
the Treatment Plan - Edit Treatment Plan window.

10.2.5 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. Section 10.3 provides more
information about the view action.

10.2.6 Delete Button
Use the Delete button to delete a particular treatment plan record. The application
confirms the deletion.

10.2.7 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.
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
(Figure 10-15).
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Figure 10-15: Sample Treatment Plan Reviews dialog

Check each Treatment Plan Review record you want to use and click OK. Otherwise,
click Close to exit the print routine.

Figure 10-16 shows the first page of the Treatment Plan pop-up window.
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Figure 10-16: Sample Treatment Plan pop-up window

Section 2.6 provides more information about this type of window.

10.2.8 Help

Use the Help button to access the online help system for the Treatment Plan window.

10.2.9 Close Button

Use the Close button to dismiss the Treatment Plan window.
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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.

Both windows have the same fields. Figure 10-17 shows the Add Treatment Plan

window.
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Figure 10-17: Sample Add Treatment Plan window
Use the Help button to access the online help system for the window.

Use the Save button to save the data on the window. The Save function adds/edits the
treatment plan record on the Treatment Plan window.
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Use the Close button to display the “Continue?” dialog. This dialog 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/edit treatment plan window.

10.3.1 Treatment Plan Information Group Box

Use the Treatment Plan Information group box (Figure 10-18) to manage the basic
information about the treatment plan.
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Figure 10-18: Sample Treatment Plan Information group box
The fields in bold text are required.

Date Established
This is the date the treatment plan was established. The default for a new record is
the current date.

Next Review Date

This is 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.

Program

This is the program used in the treatment plan. Click the drop-down list to use one
of the following: Mental Health, Social Services, Other, or Chemical
Dependency.

Date Completed/Closed
This is the date the treatment plan was completed or closed. Click the drop-down
list to access the calendar to change this date.

Case Admit Date

This is the date the patient was admitted into care. Click the drop-down list to
access the calendar to change this date.
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10.3.2

Anticipated Completion Date
This is the anticipated completion date for the treatment plan. Click the drop-
down list to access the calendar to change this date.

Designated Provider

This is the name of the designated provider for the treatment plan. Click the drop-
down list to access the Designated Provider search dialog where you search for
the name of the designated provider.

Concurring Supervisor

This is the name of the concurring supervisor for the treatment plan. Click the
drop-down list to access the Concurring Supervisor search dialog where you
search for the name of the supervisor.

Date Concurred

This is the date that the concurring supervisor agreed to the treatment plan. This
date cannot be before the Date Established.

Diagnosis Tab

Use the Diagnosis tab (Figure 10-19) to add the text of the diagnosis for the particular
treatment plan.

Disgross | Plan | Flan Fleview |
Duagnoss

Figure 10-19: Diagnosis tab

Section 2.11 provides more information about Free Text fields.
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10.3.3 Plan Tab

Use the Plan tab (Figure 10-20) to add participants to the plan as well as describing
the Problems / Goals / Objectives / Methods of the plan.

Duagnosis  Flan IP‘chml

Paticparts
Pasticipnt | Refstiorahiy

[

Figure 10-20: Sample Plan tab

10.3.3.1 Participants Group Box

Use the Participants group box to manage the participants in the treatment plan.

Use the Edit button to change a selected participant record. The application displays
the Treatment Plan Participants dialog with the fields populated. This dialog is
reviewed below.

Use the Delete button to delete a selected participant record. The application confirms
the deletion.

Use the Add button to add a new participant record on the Treatment Plan
Participants dialog (Figure 10-21).
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Figure 10-21: Sample Treatment Plan Participants dialog
The Participant field is a Free Text field where you add the participant name.

The Relationship to Patient is a Free Text field where you add the participant’s
relationship to the patient of the treatment plan.

After completing these fields, click the right-pointing arrow to add the information to
the Participants group box.

You can remove a highlighted record in the Participants group box by clicking the
left-pointing arrow.

Use the Clear button to remove the data in the Participant and Relationship to Patient
fields.

Use the OK button to save the data and to populate the Participants group box on the
Plan Review tab of the add/edit treatment plan window.

Use the Close button to dismiss the dialog.

Problems/Goals/Objectives/Methods

Populate this field with the text of the problems, goals, objective, or methods for the
treatment plan. Section 2.11 provides more information about Free Text fields.

10.3.4 Plan Review Tab

Use the Plan Review tab (Figure 10-22) to document the review of the treatment plan.
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Figure 10-22: 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 group box)

After you have completed the fields and group boxes, click OK to save the plan
review record. (Otherwise, click Cancel).
10.3.4.1 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.

Use the Delete button to remove a selected review record. On the “Are you sure?”
confirmation message, click Yes to delete (otherwise, click No).

Use the Edit button to change a selected review record. The data populates in the
fields below the grid.

Use the Add button to add a new review record. You 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.
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10.3.4.2

10.3.4.3

Review Date

This is 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.

Next Review Date

This is 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.

Review Provider

This is the provider who is doing the review (the default is the current user). Click
the drop-down list to access the Reviewing Provider search window where you
search for the provider name.

Review Supervisor

This is the review supervisor for the treatment plan. Click the drop-down list to
access the Reviewing Supervisor search window where you search for the
supervisor name.

Participants Group Box (Plan Review)

Use the participants group box to show the participants in the plan review. Click the
Add button to access the Treatment Plan Participants dialog. Section 10.3.3.1
provides more information about completing this dialog.

Use the Edit button to edit a selected Participants record. The application displays the
Treatment Plan Participants dialog with the fields populated with the current data.
Section 10.3.3.1 provides more information about this dialog.

Use the Delete button to delete a selected Participants record. On the “Are You Sure”
confirmation message, click Yes to delete (otherwise, click No).

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.

Select Patient Name
Specify the patient you want to use.

The application displays the View/Update Suicide Form window for the selected
patient.

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
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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
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.

11.1.1.1 Add/Edit Suicide Form

The add and edit functions use the same update form.

11.1.1.1.1  Add a Suicide Form (AF)
Use the AF action to add a suicide form for the current patient.

Below are the prompts.

Provider Completing the form
This is the name of the provider who is completing the form.

Enter the Date of the Suicide Act
Specify the date of the suicide act.

The application displays the Updating IHS Suicide Form window.

11.1.1.1.2  Edit a Suicide Form (EF)

Use the EF action to change a selected suicide form. The application displays the
Updating IHS Suicide Form window.

11.1.1.1.3  Updating IHS Suicide Form
Below is a sample Updating IHS Suicide Form.
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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.

Local Case #
This is a local case number generated by the site (use 1-20 characters).

Provider
This is the provider reporting this suicide case (the provider completing the form).

Employment Status
This is 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).

Date of Act
This is the date of the suicide act. The default is the current date (can be changed).

Community where act Occurred
This is the name of the community where the suicide act occurred.
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Relationship Status

This is 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). For example, if you used 4, the application populates
the field with WIDOWED.

Education
This is the level of patient’s education. Use one of the following:

e 1-Lessthan 12 years

e 2 - High School Graduate/GED

e 3-Some College/Technical School
e 4 - Collage Graduate

e 5-Post Graduate

e 6 - Unknown

If you use the “less than 12 years” option, the application asks for the
following information: If less than 12 years, highest grad completed. Use any
whole number between 0 and 11.

The following fields are on the Updating IHS Suicide Form window.

Suicidal Behavior
This is the suicidal behavior for the suicide act. Use one of the following:

e 1 —Ideation W/ Plan and Intent
o 2 - Attempt
e 3 - Completed Suicide
e 6— Att’d Suicide w/ Att’d Homicide
e 7 - Att’d Suicide w/ Compl Homicide
e 8- Compl Suicide w/ Att’d Homicide
e 9 - Compl Suicide w/ Compl Homicide
Method (press Enter)
Press Enter to access the following pop-up.
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*** |f you need help type ?, not ?? ***
METHOD:
METHOD:
METHOD:

Figure 11-4: Sample fields on the pop-up
Method: Populate the with a suicide method. More than one can be used.

If you use Other in the Method field, the application asks the following
information: Please describe the “OTHER” Method. Use between 1 and 40
characters.

e 1-GUNSHOT
e 2-HANGING
e 3-MOTOR VEHICLE
e 4-JUMPING
e 5-STABBING/LACERATION
e 6-CARBON MONOXIDE
e 7-0OVERDOSE
e U-UNKNOWN
The following fields are on the Updating IHS Suicide Form window.

Previous Attempts
Populate with the number of previous suicide attempts. Use one of the following:

0 0
11

e 2 2
3

3 or more

e U Unknown
Substance Use Involved
Populate with 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:
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SUBSTANCE DRUG USED:

Figure 11-5: Sample of list of drug choices used

If you use OTHER at the SUBSTANCE DRUG USED prompt, the
application asks for the following information: Drug if other. Use between 1
and 40 characters.

The following fields are on the Updating IHS Suicide Form window.

Location of Act
Populate with the location of the act.
If you use Other in the Location of Act field, the application asks the
following information: Location of Act If Other. Use between 1 and 80
characters.
Contributing Factors (press enter)
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
Factor: Populate with 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: Enter a brief description of the “Other” Contributing Factor. Use
between 1 and 40 characters.

The following fields are on the Updating IHS Suicide Form window.

Disposition
Populate with the disposition of the suicide act.

If you use OTHER at the Disposition prompt, the application asks the
following information: Disposition If Other. Use between 1 and 80 characters.

The following fields are on the Updating IHS Suicide Form window.
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Other Relevant Information
Press Enter to access another window where you populate the field with text of
the other relevant information about the suicide act.

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 11-7: 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.

11.1.1.2 Display a Suicide Form (DF)

Use the DF action to display a specified suicide form.
Below are the prompts.

Select Suicide Reporting Form List (1-x) (where x is the number of last form)
Specify the suicide form you want to display.

Do you wish to
Use P (print output) or B (browse output on screen)

The application displays the form where you can browse the Suicide Reporting Form
on the screen.

FrAkkxkkxxx CONFIDENTIAL PATIENT INFORMATION [ST] Apr 14, 2009 *****xkikx
Suicide Reporting Form Date Printed: Apr 14, 2009

1. Case #: 505901122420060000048688 Local Case #:

PROVIDER INITIALS: RWL 3. PROVIDER DISCIPLINE: NUTRITION TECHNIC
SEX: FEMALE 5. DOB: FEB 07, 1975 6. AGE: 31

EMPLOYMENT STATUS:

DATE OF ACT: DEC 24, 2006

- TRIBE: TOHONO O®ODHAM NATION OF ARIZONA

10. COMMUNITY OF RESIDENCE: TATRIA TOAK

11. COMMUNITY WHERE ACT OCCURRED:

O©oO~NP_N
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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 11-8: Sample Output Browser window for suicide act

11.1.1.3 Delete a Suicide Form (XF)
Use the XF action to remove a selected suicide form record.
Below are the prompts.

Select Suicide Reporting Form List (1-x) (where x is the number of last form)
Specify the suicide form you want to remove.

Are you sure you want to delete this suicide form?
Use Y (yes) or N (no).
11.1.1.4 Browse Visits for this Patient (BV)
Use the BV action to browse the BH visits for the current patient.

Below are the prompts.
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Browse which subset of visits for <patient name>

Select 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.

The application display the BROWSE PATIENT’S VISITS window.

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

*xxxx%x Suicide Forms on File ******

Date of Act: MAY 15, 2009 Suicidal Behavior:

Previous Attempts: Method: OVERDOSE

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 A AAAAAAAAAAAAAAAAAAAAAAAA A A ddK
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:
38.2 narrative for problem
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 AAAAAAAAAAAAAAAAAAAAAAAAAAA AR dddK
+ Enter ?? for more actions

+ Next Screen - Previous Screen Q Quit

Select Action:+//

Figure 11-9: Sample Browse Patient’s Visits window

11.1.1.5 Health Summary for this Patient (HS)

Use the HS to display/print a particular health summary for the current patient. After
using HS, the application displays the health summary for this patient on the Output
Browser window.

11.1.2 Review Suicide Forms by Date (SFD)
Use the SFD option to review the suicide forms in a particular date range.

Below are the prompts.

Enter Beginning Suicide form date
Specify the beginning date of the date range.
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Enter Ending Suicide form date
Specify the ending date of the date range.

Demo Patient Inclusion/Exclusion

Select one of the following: I (include all patients), E (exclude demo patients), O
(include only demo patients).

The application displays the Review Suicide Reporting Forms window.

REVIEW SUICIDE REPORTING FORMSOct 04, 2010 12:14:10 Page: 1 of 2
Suicide Form Review: Jul 06, 2010 - Oct 04, 2010
1 = Incomplete Form

Date
No. of Act Patient HRN DOB Suicidal Behavior PRV Loc
1) I 09/29/10 CHI,ROBERT MITCHELL 186585 02/19/98 MAW 123
2) 09/23/10 CHI,JIMMY RAY 146733 07/14/90 ATTEMPTED SUICIDE W1 RJG 222
3) 1 09/16/10 CHI,ROBERT MITCHELL 186585 02/19/98 RJG
4) 09/15/10 CHIY,ROBERT MITCHELL 186585 02/19/98 ATTEMPT RJG 798
5) 1 09/15/10 THETA,CHARLES 109767 10/27/60 IDEATION WITH PLAN A RJG
6) 1 09/13/10 THETA,CYNTHIA MAE 110301 12/26/64 LB
7) 1 09/01/10 CHI,ROBERT MITCHELL 186585 02/19/98 RJG
8) 08/30/10 ABELL,WALTER JR 211438 01/15/04 COMPLETED SUICIDE WI BH
9) 08/27/10 CHI ,ROBERT MITCHELL 186585 02/19/98 IDEATION WITH PLAN A RJG
10) 1 08/11/10 SEASEAA,ALICIA MARI 169379 05/26/52 ATTEMPTED SUICIDE Wl BJB
11) I 08/10/10 SEASEAA,ALICIA MARI 169379 05/26/52 ATTEMPT BJB
12) 1 08/10/10 TEST,BARBARA 28989 01/01/90 SPR
13) I 08/09/10 SEASEAA,ALICIA MARI 169379 05/26/52 ATTEMPTED SUICIDE Wl BJB
+ Enter ?? for more actions >>>
AF Add Form DE Delete Form Q Quit
EF Edit Form + Next Screen
DF Display Form - Previous Screen

Select Action: +//

Figure 11-10: Sample Review Suicide Report Forms window

The letter | to the left of the Date of Act represents the Incomplete Suicide Reporting
Forms.

Section 11.1.1 provides more information about the add/edit/delete functions on this
window.

11.2  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.
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i RPMS Behavioral Health System - DEMO INDIAN HOSPIT =10I x{|
Patient  Preferences Ext  Help  About

1 Wiews Patiert Data
- Wiz Encounters

Intake

Case Management
[#1- Treatment Plans
=1 Suicade Reportng Forms
Uris Fabént
Al P abenis
Admrestratree Commuraty Activibes

Figure 11-11: Location of Suicide Forms on the tree structure

One way to access the Suicide Form window is to select the One Patient option. 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.

s o i
+m Edt 4 v S Dl § Pt | ik Help mm
Suscice Foam [hate Range -
StatDate | Sunday , Jawaey 14,2000 ¥ EndDate | Mondsy |, Jarwsy 24,2011 =] & DK | 1 - Irscomplete
Suicids Fom
[ Date | LezalCase B | Prcracien | Suscsctd Bt |
T 1/ GEMDDOCTOR
1 0l DEMD CASE M
| eEn ATTEMPT
DEMO,DOROTHY ROSE 999999 F 10/10/1942 68 Loadsd

Figure 11-12: 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.

[[Bsuicidoform ol
s add I oo | 7 Delete | Frne | igbrel | B Gose
Suscids Fomn Diate Florge
o0 Dotee - [Wiednesdny, Februay 1002010 =) ErdDate | Thursdey , Febreey 10,2011 =] W DN | 1+ Iraemplety Fom
Subcacde Foem
[ Do [ Pratiere [ Chat [5e [ o008 | Loce Case 8 | Provides | Suicidal Bohavies =]
| [T DEMODOROTHY ROSE | S F [T GEMD DOCTOR ]
1 A0 DEMD BOROTHY ROSE kool F TR DEMO CASE M b
il | ¥
Loaded -

Figure 11-13: Sample Suicide Form window for all patients
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11.2.11

11.2.1.2

Both windows function in the same way.

Suicide Form Date Range
The suicide form records are in the suicide form date range.

You can change the date range by clicking the drop-down list and selecting a new
date from the calendar. After all changes to the date range are complete, click OK.
The window redisplays, showing the information for the new date range.

Suicide Form Window for One Patient

The following applies to the Suicide Form window for One Patient:
The default Start Date is one year previous.

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).

Suicide Form Window for All Patients

The following applies to the 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.

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.
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11.2.2 Suicide Form Group Box
The Suicide Form 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.

11.2.3 Add Button
Establish the patient you want to use in the add process. Use the Add button to add a
new suicide form record. You access the Visit Data Entry - Add Suicide Entry dialog.
Section 11.3 provides more information about the dialog.

11.2.4 Edit Button
Use the Edit button to edit the highlighted suicide form for the current patient on the
Visit Data Entry - Edit Suicide Entry dialog. The Edit button will be inactive if the
patient does not have any previous visits (applies to the suicide form for the current
patient). Section 11.3 provides more information about the dialog.

11.2.5 View Button
Use the View 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.

11.2.6 Delete Button
Use the Delete 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).

11.2.7 Print Button
Use the Print button on the Suicide Form window to output the highlighted suicide
form record. After clicking Print, the application displays the first page of the Suicide
Reporting Form pop-up window.
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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: BEP 25, Z01D

L I O

1k. BELATIONSHIP STATIE:

1¥. EDUCATION:

14. SUICTIDAL 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
0. COANMUNITY OF RESIDENCE: ROLR
11, 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 Factor: 15007%

Figure 11-14: 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 this type of window.

Use the Help button to access the online help system for the Suicide Form window.

Use the Close button close the Suicide Form window.

11.2.8 Help Button
11.2.9 Close Button
11.3

Add/Edit Suicide Form (GUI)

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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¥ Sule e Form Dala Faley - Add Suicide Forma =0 x§
Local Case Nurnbes Paowindon [ DEmO.0OCTDR I]
D od Ack | Mondsy | September 21, 208 | Community Whee Act | Lzl
Drecumed
Siaius I 2] Edmaion | al
Employ 1 baes than 12 pasis,
Stahus I = wgm:;:lqu |
Suersdal - Lt of At -
S I = | H
Frgrenr - i o
I | |
Mthod | Subntarsce Lite | Cortrbuting Facters | Hassion |
Masthod Dhvedose
I Gurahat ™ Carbion Mioncsids Sibalarce | Suttarce Il Dker [
I Harggng I Ovedoze g 241
™ Mok Vietacle ™ Ouhen :
X
[T Jusgang I —J
[ Stabbwrglacesion [ Usborosen
s Heo idsoe | pRowe |
DEMD, DRERELL LEE 117305 M D5f23arises of

Figure 11-15: Sample Suicide Form Data Entry - Add Suicide Form window
Use the Save button to save the information on this 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
L f.-' Mumber and Narrative, are required to complete a form. Would
= you like to save the form as itis and complete it later?

Figure 11-16: Required information message

e Click Yes to save the form and complete it later; you return to the Suicide
Form window.

e Click No to not save and you remain on the data entry form.
Use the Help button to access the online help system for this window.
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11.31

Use the Close button to display the “Continue?” dialog. This dialog 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
suicide form.

Some fields use free text. Section 2.11 provides more information about Free Text
Fields.

Some fields use dates. Section 2.7 provides more information about Using the
Calendar.

Suicide Form Fields

The required fields are in bold text.

Local Case Number

Populate with the local case number or a health record number, if any (limited to
20 characters). This is a Free Text field.

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.

Date of Act

For a new record, the application automatically populates this field with the
current date. To change click the drop-down list to access a calendar where you
select another date.

Community Where Act Occurred

Populate with the community where the act occurred. To change click the drop-
down list to access the Community search window where you search for the
community name.

Relationship Status
This is the patient’s relationship status. Use one of the following:

e Single

e Married

e Divorced/Separated

e Widowed

e Cohabiting/Common Law
e Same Sex Partnership
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e Unknown
Education

This is the level of education of the patient. Use one of the following:

e Lessthan 12 years
e High School Graduate/GED
e Some College/Technical School
e Collage Graduate
e Post Graduate
e Unknown
Employment Status

This is the status of the patient’s employment. Click the drop-down list and use
one the options.

If less than 12 years, highest grade completed
This field becomes active when you populate the Education field with “Less than
12 years’. Populate with the number representing the highest grade completed in
education (0-11).

Suicidal Behavior
This is the type of suicidal activity. Click the drop-down list and use one the
options.

Location of Act
This is the location of the suicidal act. Click the drop-down list and use one of the
options.

Previous Attempts
This is the previous suicide attempts. Use one of the options available on the
drop-down list.

if other

This field becomes active if you populate the Location of Act field with ‘Other.’
Populate the “if other” Free Text field where the suicidal act occurred (limited to
80 characters).

Disposition

Populate with the disposition of the suicide act. Click the drop-down list and use
one the options.
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If you populate this field with Other, the field to the right becomes active.
Populate this Free Text field with the disposition of the suicide act (limited to 80
characters).

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.

Mesthod | Subalarce Lve | Contibutieg Facton | Manative |

Wlethod Dverdone
™ Gunshet ™ Catbon Moncade CAr— | Subutance il (1thee [
™ Hangeg = Dveidoss dp Add
™ Moter Vishicle I Ot
K Delste
™ Jurrping [ 1
[T SiabbangAacastion ™ Unknawen

Figure 11-17: Sample Method tab

11.3.2.1 Method Group Box

Select one or more checkboxes in this group box that describe the method used in the
suicide act. At least one is required.

If you select Overdose checkbox, the application displays the Substance multiple
select window where you can add one or more categories of substances. When this
window is complete, click OK. This action adds the substances to Overdose group
box.

e If you select a substance with OTHER in its name and then click OK, the
OTHER dialog displays.
=iDix]

Otther

(i)
%
[}
=
=

Figure 11-18: Sample Other dialog

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.

If 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).
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11.3.2.2 Overdose Group Box

If you select the Overdose checkbox under Method, the Overdose group box becomes
available. 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.

Use the Add button to add one or more new records. The application displays the
Substance multiple select window where you can add one or more substances. When
this window is complete, click OK. This action adds the substances to Overdose
group box.

If you select a substance with Other in the title on the Substance multiple select
window, the application displays the Other dialog.

=0l x|
=

| EZS

Figure 11-19: Other dialog

Populate the Other Free Text field with the substance used in the overdose
(limited to 80 characters). Click OK. The “substance used” populates the
“Substance if Other” column on the grid.

Highlight the record with data in the “Substance if Other” column and click Edit to

display the Other dialog. 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.

Use the Delete button to remove a selected substance record (in the Overdose group
box). The application confirms the deletion on the Are You Sure confirmation. Click
yes to confirm the deletion (otherwise, click No).

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  Subatarce Use | Contsbuing Factor | Hanaive |

Sutarancet Inobend Thet Inesdend Gudntance liabrod
Subutance | Substarce ¥ Oiber

™ Mone gﬁﬂ:m e
o o

¥ alehol sl Othee Druge

™ Unirosn 2 Delele

Figure 11-20: Sample Substance Use tab
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11.3.3.1 Substances Involved This Incident Group Box

Select one of the checkboxes in this group box that describes the substance used in
the suicide act. At least one is required.

[~ Substances [rvohesd This Incident

[~ Mone
v Alcobol and Other Drugs:

™ Unknown

Figure 11-21: Substances Involved This Incident group box

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. When
this window is complete, click OK to add the substances to Substances Involved
group box. (Otherwise, click Cancel).

If you select the Other option (on the Substance multiple select window), the
application displays the Other dialog.

Lo
oo

i =

Figure 11-22: Other dialog

Other: Populate the Free Text field with the “other” substance used in this
incident (limited to 80 characters). When this dialog is complete, click OK
(otherwise, click Close). The OK function populates the Substances Involved
group box.

If you uncheck the Alcohol and Other Drugs checkbox, this action clears any data in
the Substances Involved group box.
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11.3.3.2 Substances Involved Group Box

— Subslances Irvobved

Subsance | Substance If Other |
HALLUICINDGEMNS
B 3
OTHE Oitheer vapior '}l Add
¢ Delate

Figure 11-23: 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.

Use the Add button to add one or more new records. The application displays the
Substance multiple select window where you can add one or more substances. When
this window is complete, click OK to add the substances to the Substances Involved
group box. (Otherwise, click Close).

If you selected Other on the multiple select window, the application displays the

Other dialog.
=0l x|
ove

=

Figure 11-24: Other dialog

Other: Populate this Free Text field with the “other” substance used in this
suicide act (limited to 80 characters). When this dialog is complete, click OK to
populate the Substances if Other column on the grid. (Otherwise, click Close).

Use the Edit button with OTHER records (Substance If Other column is populated).
Highlight the record and click Edit to display the Other dialog. Change the Other field
and then click OK (otherwise, click Close). The OK function changes the data in the
Substance If Other column.

Use the Delete button to remove a highlighted substance record. On the “Are You
Sure” dialog, click Yes to delete the highlighted substance record. (Otherwise, click
No).
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11.3.4 Contributing Factors Tab
Use the Contributing Factors tab to indicate one or more contributing factors
associated with the suicide act. At least one is required.
Misthod | Subetance Ure  Conlsiuting Facors | Masative |
Contabuting Fachus
™ Suscicdes of Friend or Flslative ™ Histoey of Subatancs Abuis/Tiegendency ™ Lege
™ [resth el Frerd of Felsinn I DvoncesS epmsbon/Timakup [~ Ueborezen
I Wictm of Abase [Cuneri] I Financid Strean [ Othes
™ Wichim of Abme [Pt ™ Halory of Merksl |l
™ DecupshionalE ducabonal Problens ™ Hustory of Phyzcsl lees:
Figure 11-25: Sample Contributing Factors tab
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).
11.3.5 Narrative Tab
Use the Narrative tab to populate the “Other Relevant Information” Free Text field.
(This is not a required field.)
Other Relervant Information
Figure 11-26: 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 of the places 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.

#xsxkxk  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). Problem List Update
10) None of the Above (Quit)

Choose one of the above: (1-10): 7//

Figure 12-1: 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.

The other place you can add/change/remove an intake document is to use the Intake
Document (ID) option on the Patient Data Entry window. You will be prompted for a
Program (you are associated with). After specifying the program, you access the
Update BH Intake Document for the current patient.

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 12/729/09 MENTAL H THETA,SHIRLEY
12/29/09 THETA,SHIRLEY
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*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

Add

1

E Edit Initial Intake
U Add/Edit Update
S

Enter ?? for more actions
Initial Intake Delete Intake/Update
Display/Print Intake/Update

Quit

O TV O

elect Action: Q//

Figure 12-2: Sample Update BH Intake Document window

1211

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).

Add Initial Intake (1)
Use option | to create an initial intake document for the visit.

After using I, the application displays a message that it is adding the Intake document
for the patient.

Below are the prompts:

Do you wish to continue to add the Intake Document?

Use Y to add the Intake document (otherwise, use N). If you use N, you exit the
create process.

If you use Y, the following prompts continue.

DATE
The default is the current date (you can change). This cannot be a future date.

PROGRAM
The default is Mental Health (you can change).
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PROVIDER
This is the provider for the initial intake document.

DATE LAST UPDATED
The default is the current date (you can change). This cannot be future date.

NARRATIVE
No Existing Text
Edit?
Use Y to edit the narrative or N to not edit the narrative.
If you use N, 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 you
use N, you return to the Update BH Intake Document window.

If you use Y, you move to another window to enter the text of the narrative. After
you save and exit, the application displays the following prompt:
Enter your Current Signature Code
Do one of the following:
e Specify 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. After you press Enter, the document is
marked as not signed. You can edit it.

12.1.2 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.

Below are the prompts:

CHOOSE

Use 1 (Edit Initial Intake Document) or 2 (Quit). If you use 2, you return to the
Update BH Intake Document. If you use 1, the prompts continue.
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Select Intake (1 of x) where x is the number of the last intake document.

Specify the intake document you want to edit.

o If the specified intake document has been signed, you cannot edit it.

e If you are not the original author or the person who entered this document,
you cannot edit it.

DATE

The default is the current date (you can change). This cannot be a future date.

PROGRAM

The program associated with the intake displays (you can change).

PROVIDER

This is the provider for the initial intake document.

DATE LAST UPDATED

The default is the current date (you can change). This cannot be a future date.

NARRATIVE

No Existing Text
Edit?

Use Y to edit the narrative or N 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 you use N, 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 you use Y, you return to the Narrative prompts (as above). If you use N,
you return to the Update BH Intake Document window.

If you use Y, you move to another window where you enter the text of the
narrative. After you save and exit this window, the prompts continue:

Enter your Current Signature Code

Do one of the following:

e Specify 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. If you press Enter, the document is
marked as not signed. You can edit it.
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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 on which 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.
Below are the prompts.

Select Intake: (1-x) where x is the document number
Specify the intake document you want to use.

After specifying the document, the application displays the following message:

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 Date Updated: 01/26/10 Provider: THETA,SHIRLEY MENTAL HEALTH
2 Add new Update document

Select Action: (0-1): 0//

Figure 12-3: Message from the application

Note: If there is no Update document to edit, the second choice,
will NOT display. In this case are would only be 2 choices,
Quit or Add New Update Document.

Select Action
You can either add a new update to this intake document, quit/exit the update
process, or use the option to edit the Update (choice 2 in Figure 12-3).

e If you select the update choice, the prompts display. These are the same
prompts as in Add new Update document.

e If you select the Quit option, you leave the add/edit process.
e If you select the Add new Update document option, the prompts follow.
DATE

The default is the current date (you can change). This cannot be a future date.

PROVIDER
This is the provider for the update document.

User Manual Intake
June 2014

252



Behavioral Health System (AMH) Version 4.0 Patch 4

DATE LAST UPDATED
The default is the current date (you can change). This cannot be a future date.

NARRATIVE
The application displays the text of the narrative or displays “no existing text” if
there is none.

Edit?
Use Y to edit the text of the narrative or N to not edit the narrative. If you use Y,
you go to another window where you enter the text of the narrative. After you
save and leave this window, the application displays the next prompt.

Enter your Current Signature Code

Do one of the following:

e Specify 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:
Select Action

You can do one of the following:

0 Quit/Exit Update
1 Date Updated: MM/DD/YY Provider: <provider name>
2 Add new Update document

Figure 12-4: Prompts for the actions you can take
The following statements apply to the example shown in Figure 12-4.
If you use option 0, you return to the Update BH Intake Document window.

If you use option 1, this action has the same prompts as Add/Edit Update ( section
12.1.3 provides more information).

If you use option 2, this action has the same prompts as Add/Edit Update (section
12.1.3 provides more information).

12.1.4 Delete Intake/Update (D)
Use option D to do one of the following:

e Delete Intake/Update
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e Display/Print Intake/Update

12.1.4.1 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.

Below are the prompts:

Select Intake

Specify the Initial Intake you want to delete, or the Initial Intake with the Update
you want to delete.

The application gives you the following choices:

0 Quit/Exit
1 Date MM/DD/YY Provider: <provider name>

Figure 12-5: Actions to take
The following statements apply the example shown in Figure 12-5.
If you use option 0, you return to the Update BH Intake Document window.

You can use option 1 if you are the intake provider or the person who entered this
Initial Intake document. If you meet one of the criteria, the application displays
that you can now select which Intake or Update document to delete. Initial Intake
documents that have Updates associated with them cannot be deleted.

When you specify a document to delete, the application asks: Are you sure you want
to delete this <name of document> document? Use Y to delete or N to not delete.

If there are multiple documents you want to delete, the application repeats the
process.

12.1.4.2 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.

12.1.5 Print Intake Document
Use option P to print/browse a particular intake document.

Below are the prompts.
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Select Intake Update (1-x) where x is the number of the last intake record
Specify the document you want to display/print.

What would you like to print

Use | (Intake document only), U (Update document only), B (both the Intake and
Update documents), Q (quit/exit).

If you use Q, you return to the previous window.

If you use U, another menu is displayed listing each of the updates and an option
to print all updates.

If you use B, other prompts will display.

Do you wish to
Use P to print output on paper or B browse output on screen.

Below is sample Intake only report.

FxxxIAAAX* CONFIDENTIAL PATIENT INFORMATIQN ootk

o e o S S R S S R S e S S S S o R S S S S S S S S R R S R e S R S e R S S S S SR S S S S R o e 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 *
* *

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 12-6: 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.
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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
application displays the Select Program dialog.

-1o] x|

Progeam I - |

= i =

Figure 12-7: Select Program dialog

Click the drop-down list for the Program field and select an option. Then 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.
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Figure 12-8: Sample Intake window

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 Group Box

Pstien [ridaion Dooumernts * Uingigned Intske

| instaped [ Frogiam [ iratiad Prerestes [ Upetatet [ Upstate Prorvudes
/147200 MENTAL HEALTH DEMO DOCTOR
0141 472010 DEMO.DOCTOR
017282010 DEMD.DOCTOR
07 /0av200s DEMD DOCTOR
o | 2

Figure 12-9: Sample Patient Intake Documents group box

The Patient Intake Documents group 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).
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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 group 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 Add Initial Intake button to add a new initial intake document. Click this button
to access the Select Intake Parameters dialog.

i
Intake Date | Tuesdsy . December 29, 2009 |
Frogram |MENTAL HEALTH |
Providet [TETLEYI SH &
Dale Last Updated | Tuesdsy . December 29, 2009 =]

W/ 0K | [Jciose |
Figure 12-10: Sample Select Intake Parameters dialog

Intake Date

The default is the current date. You can change this by clicking the drop-down list
and selecting another date from the calendar. This cannot be a future date.

Program

The default is the program you 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.
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12.2.3

Provider

The default is the current login provider. You can change this by clicking the
drop-down list to access the Primary Provider search window. Section 2.8
provides more information about using this type of window.

Date Last Updated

The default is the current date. You can change this by clicking the drop-down list
and selecting another date from the calendar. This cannot be a future date.

After completing the Select Intake Parameters dialog, click OK (otherwise, click
Close). The OK function activates the Intake group box. Section 12.2.3 provides more
information the intake group box.

Intake Group Box

Inlake

7 Concnl

Figure 12-11: Sample of active Intake group box

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. The Cancel function causes the Intake
group box to become inactive.

After you have completed the Intake group box, click Save (otherwise click Close).

e If you click Close, the application displays the “Continue?” message: Unsaved
Data Will Be Lost, Continue? Click Yes to lose any data and you return to the
GUI tree structure. Click No and you return to the Intake group box.

e If you click Save, the application displays the Intake Electronic Signature
dialog. The Save process requires that there is intake narrative.
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Figure 12-12: Intake Electronic Signature dialog

To sign the particular document, type your electronic signature and click OK. This
saves the document and marks it as signed. Signing a document locks the document
from any future edits.

Otherwise, do not use your electronic signature and click Close. The application
displays the “Are You Sure?” dialog that states: Are you sure you want to Close without
Electronically Signing the Intake?

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 you return to the Intake Electronic Signature dialog.

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.

e If 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. Section 12.2.2 provides more information the add
initial intake process. After completing this dialog, 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.

12.2.5 Add/Edit Update
This button has two different labels, depending on the action you take.
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12.2.6

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. Section
12.2.2 provides more information about Add Initial Intake.

After completing this dialog, 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).

On the “Are You Sure” confirmation message, click Yes to delete (otherwise, use No
to not delete).

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.

o If 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 on the message 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.

User Manual Intake

June 2014

261



Behavioral Health System (AMH) Version 4.0 Patch 4

4 Display[Print Inkake v|
Intake Document Only

o e e e pr sk

| Both the Intake and Update Documents ]

Figure 12-13: Options on the Display/Print Intake button

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.

E Intake Updates . ol x|
[ Paient Intak.e Lipdates Unzigrad Intake
||| DateUpdated | Update Provides [ Progrem ]

(10" | 1osns2009 DEMO DOCTOR

e |
SERRCOROINERRE e s '

Figure 12-14: Sample Intake Updates dialog

Check the records you want to include in the output and click OK (otherwise,
click Close).

The application displays the first page of the Intake (for the current patient) pop-up.
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Figure 12-15: Sample Intake pop-up for current patient

Section 2.6 provides more information about 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.

PAT
REC
WL
PROB
TABL

Select Reports Menu Option:

*x IHS Behavioral Health System *x
el Reports el

EAEEXEAAXEAAXAAXEAAXAAXAAXAAAXAAXAAAAAXAAAXAAAXAAAAXAAXX

Version 4.0 (patch 4)
DEMO INDIAN HOSPITAL

Patient Listings ...

Behavioral Health Record/Encounter Reports ...
Workload/Activity Reports ...

Problem Specific Reports ...

Print Standard Behavioral Health Tables ...

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

Select Patient Listings Option:

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 ltems
Placements by Site/Patient

Listing of Patients with Selected Problems
Screening Reports ...

Treatment Plans ...

Patients seen in groups w/Time in Group

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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FxxxFIAAAX* CONFIDENTIAL PATIENT INFORMATIQON ootk
XX Page 1
DEMO INDIAN HOSPITAL
ACTIVE CLIENT LIST
PROVIDER: ALL
ENCOUNTER DATES: NOV 17, 2010 TO FEB 15, 2011

PATIENT NAME CHART  SEX DOB LOCATION PROVIDER PROBLEM #
NUMBER SEEN SEEN CODES  VISITS
AAA,GCOX 432432 F 11/28/70 DEMO INDIA WILLIAMS,M 293.82 1
ALPHA,JACOB SCO 102668 M 10/01/72 DEMO INDIA BRUNING,BJ 292.12 1
ALPHAA, CHELSEA 116431 F  02/07/75 LOCUST GRO BRUNING,BJ 293.82 2
SELLS FIEL GARCIA,RYA 296.32
ALPHAA,DIANA LE 192745 F  09/15/54 DEMO INDIA BRUNING,BJ 80 1
ALPHAA,MISTY DA 131668 F 04/21/746 DEMO INDIA BRUNING,BJ 314.01 3

RED LAKE M BUTCHER,LO

Enter RETURN to continue or "~" to exit:

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, 2013 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
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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

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 lte

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 13-4: 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, 2009 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

User Manual Reports (Roll and Scroll Only)
June 2014

267



Behavioral Health System (AMH) Version 4.0 Patch 4

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).

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 of the following items.
ITf you don"t select a sort item, the report will be sorted by patient name.

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 Item(s) + Next Screen Q Quit Item Selection
R Remove ltem(s) - Previous Screen E Exit Report
Select Action: S//

Figure 13-6: Sample Sort Item 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: I (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).
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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).

FhFkFgxAxkx CONFIDENTIAL PATIENT INFORMATIOQN FFxdsakstax
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).

FxxxxAAxxx CONFIDENTIAL PATIENT INFORMATION stk
XX Page 1
DEMO INDIAN HOSPITAL
DESIGNATED MENTAL HEALTH PROVIDER LIST
PROVIDER: ALL
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PATIENT NAME CHART # SEX DOB COMMUNITY LAST VISIT
PROVIDER: GPROVIDER,D

ALPHA,ALICE ROCHELLE 183497 F 06/25/97 COLCORD Jan 05, 2009
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:

13.1.4

Sample Designated Mental Health Provider List report (for all providers)

The report subtotals by provider.

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).

XX

FrFxxAxAxxkx CONFIDENTIAL PATIENT INFORMATIQN skt
Page 1
DEMO INDIAN HOSPITAL
PATIENTS SEEN AT LEAST 3 TIMES
RECORD DATES: JAN 16, 2009 TO APR 16, 2009
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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
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.
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The application displays the Visit Selection Menu (Figure 13-10).

BH GENERAL RETRIEVAL Dec 26, 2013 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.

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 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: 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 criteria for the report. After pressing Enter, the
application displays the Behavioral Health Record Listing report (Figure 13-11).

OUTPUT BROWSER Apr 16, 2009 15:20:53 Page: 1 of 23

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, 2009

Report Type: RECORD COUNTS BY AGE/SEX
FxxxIAAAX* CONFIDENTIAL PATIENT INFORMATIQN oot
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 . - .
ADMINISTRATION . - 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
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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.

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).

FxxxxAAxxx CONFIDENTIAL PATIENT INFORMATION stk
XX Page 1
WHITE EARTH HEALTH CENTER
ACTIVE CLIENT LIST (CASE OPEN DATE WITH NO CASE CLOSED DATE)

PATIENT NAME CHART SEX DOB CASE OPEN CASE ADMIT PROVIDER PROBLEM
NUMBER DATE DATE SEEN CODES
ALPHA,ALICE ROC 183497 F 06/25/97 01/23/06 BETA,BETAA 296.31
CHII1 ,RONAL 296.32
GAMMAAAA,RYA
Case Provider: GAMMAAA,DENISE Next Case Review:
ALPHA,JACOB SCO 102668 M 10/01/72 05/06/09 GAMMAAAA ,RYA 39
MUUUU,, KARE 93
292.12
V11.3
V71.02
Case Provider: GAMMA,RYAN Next Case Review: 5/6/09

Figure 13-13: Sample view of active client list
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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:

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
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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.

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
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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.

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).

DURATION OF CARE REPORT
PATIENT NAME CHART  CASE OPEN CASE CLOSED DURATION POV PROVIDER
NUMBER DATE DATE
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Patient A 148367 05/22/08 08/22/08 92 days
Patient B 114077 06/27/08 08/28/08 62 days
Patient B 114077 07/25/08 08721708 27 days

Total Number of Cases for BETAA,B: 3
Average Duration of Care: 60.33 days

Patient C 211053 04/19/08 08/16/08 119 days
Total Number of Cases for SIGMA,ROBERTA: 1
Average Duration of Care: 119.00 days

Patient D 146565 08/01/08 08/16/08 15 days
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
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
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

BETA,B
BETA,B
BETA,B

72.1 SIGMA,RO

305.62 THETA,MAUDE

CHI,VICTOR L

UPSILON,GEORGE G

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.

278

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).
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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.

Enter number of visits
Specify the number of visits with no case opened.

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).

DEMO INDIAN HOSPITAL
PATIENTS SEEN AT LEAST 2 TIMES WITH NO CASE OPEN DATE
VISIT DATE RANGE: Jun 02, 2008 to Nov 29, 2008

VISITS TO PROGRAM: MENTAL HEALTH

PATIENT NAME CHART SEX DOB # LAST VISIT LAST PROVIDER
NUMBER VISITS DX

Patient G 101438 F 04/02/84 11 12/31/13 2 DOCTORX

Patient H 107900 M 07/23/70 7 12/26/13 303.02 BETA,B

Patient 1 146375 M 12/27/84 5 12/02/13 12 BETA,KEITH N

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.
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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.

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 LJILKJILK 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.
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Enter Ending Date
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 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).

FAaFgAFFIAAXx* CONFIDENTIAL PATIENT INFORMATION ootk
DEMO INDIAN HOSPITAL Page 1

BEHAVIORAL HEALTH NO SHOW APPOINTMENT LISTING
Appointment Dates: OCT 19, 2008 and APR 17, 2009

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.
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13.1.9 Patient List for Personal Hx Items (PERS)

Use the PERS option to produce the List of Patients with Personal History ltems
report.

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, 2009@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

PHI1111,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.
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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).

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 Placements report (Figure 13-21).

FxxxIAAAX* CONFIDENTIAL PATIENT INFORMATIQN ootk

XX Page 1
DEMO INDIAN HOSPITAL
PLACEMENTS
PLACEMENT DATES: OCT 19, 2008 TO APR 17, 2009
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.
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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).

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, 2009 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 12/08/08 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 12/01/08 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:
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Enter Problem/Diagnosis Code
Specify the problem/diagnosis code. The next prompt allows you to enter another
problem/diagnosis 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 13-23).

XX Apr 17, 2009 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 311 04/06/09 04/16/09
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).

EEAEEAXEAAXEAAXAAXAEAAXAAXAAXAAAXAAXAAAAAXAAAXAAAAAAXAAXAAXX

*x IHS Behavioral Health System *x
** Screening Reports **

EAEEXEAAXEAAXAAXEAAXAAXAAXAAAXAAXAAAAAXAAAXAAAXAAAAXAAXX

Version 4.0 (patch 4)
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DEMO INDIAN HOSPITAL

1PV IPV/DV Reports ...

ALC Alcohol Screening Reports ...

DEP Depression Screening Reports ...

PHQ PHQ-2 and PHQ-9 Scores for One Patient

PHQS PHQ-2 and PHQ-9 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 IPVV/DV Report menu (Figure 13-25).

KAEAEEAXEAAXEIAAXAXEAAXAAXAAXAAAXAAXAAAAAXAAAAAAXAAXAAXAAXX

*x IHS Behavioral Health System **
*x IPV/DV Reports *x

Version 4.0 (patch 4)

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 1PV 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:
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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 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

4 ®O>r>01VTOTUTVT=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).
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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 13-28 shows a sample report.

XX Feb 15, 2011 Page 1

*** |PV SCREENING PATIENT TALLY AND PATIENT LISTING ***
Screening Dates: Jan 16, 2011 to Feb 15, 2011
This report excludes data from the PCC Clinical database

DATE
PATIENT NAME HRN AGE  SCREENED RESULT CLINIC
CHI ,JIMMY FRED 143023 76 M 02/09/11 NEGATIVE BEHAVIORAL HEALTH

Comment: test in ehr

DXs: 312.33 Pyromania

Primary Provider on Visit: GAMMA,RYAN
Provider who screened: GAMMA,RYAN

DEMO,AUSTIN WAYNE 192640 25 M 02/04/11 NEGATIVE MENTAL HEALTH
Comment: Selected score and then it defaulted as me for provider - 1 don"t ha
ve a problem with this
DXs: 296.32 MAJOR DEPRESSIVE DISORDER, RECURRENT, MODERATE
Primary Provider on Visit: BETA,BJ
Provider who screened: BETA,BJ

Enter RETURN to continue or "~" to exit:

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.
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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:
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>r>00VOTVT=ZI

How would you like the list to be sorted? H//

Figure 13-30: List of options to sort the list
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The default is H (Health Record Number).

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.

*** |PV 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  List all 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

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.

Select one of the following:
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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

1 ®O>00VOTVT=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).

XX Feb 15, 2011 Page 1

*** |PV SCREENING VISIT LISTING FOR SELECTED PATIENTS ***
Screening Dates: Nov 17, 2010 to Feb 15, 2011

DATE
PATIENT NAME HRN AGE  SCREENED RESULT CLINIC
ALPHA,WILLA BELLE 110838 44 F 01/12/11 PAST MENTAL HEALTH
DXs: 29.1 SCREENING FOR ALCOHOLISM

Primary Provider on Visit: THETA,WENDY
Provider who screened: THETA,WENDY

ALPHA,KIMBERLY ANN 166488 59 F 12/14/10 PRESENT MENTAL HEALTH
DXs: 39 SUICIDE (IDEATION)
Primary Provider on Visit: GAMMA,RYAN
Provider who screened: GAMMA,RYAN

Enter RETURN to continue or "~" to exit:

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)

*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 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.

e This report will optionally, look at both PCC and the Behavioral Health
databases for evidence of screening/refusal.
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13.1.12.15

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).

ASP
ALS
ASSP
APST
AVST

Tally/List Patients with Alcohol Screening

Tally/List Alcohol Screenings

List all IPV/DV Screenings for Selected Patients
Tally/List Pts in Search Template w/Alcohol Screening
Tally List all Alcohol Screenings for Template of Pts

Select Alcohol Screening Reports Option:

*x IHS Behavioral Health System *x
** Alcohol Screening Reports **

EEAEEAXEAAXEAAXAAXEAAXAAXAAXAAAXAAXAAAAAXAAAAAAXAAAXAAXAAXX

Version 4.0 (patch 4)

DEMO INDIAN HOSPITAL

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:

Alcohol Screening Exam (Exam code 35)
Measurements: AUDC, AUDT, CRFT

Health Factor with Alcohol/Drug Category (CAGE)
Diagnoses V79.1, 29.1

Education Topics: AOD-SCR, CD-SCR

CPT Codes: 99408, 99409, G0396, G0397, HO049
Refusal of exam code 35
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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 Thisis 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.

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.
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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 Patients with Alcohol Screenings report
(Figure 13-38).

XX

*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

By Result
NEGATIVE
POSITIVE
REFUSED SCREENING

By Gender
F
M

By Age
26 yrs
27 yrs
44 yrs
48 yrs

= W

R RR e

25.
25.
25.
25.

25
50
25

75
25

0%
0%
0%
0%

-0%
-0%
-0%

-0%
-0%

Figure 13-38: Sample Tally/List Patients with Alcohol Screenings report

13.1.12.2.2 Tally/List Alcohol Screening (ALS)

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:

Alcohol Screening Exam (Exam code 35)
Measurements: AUDC, AUDT, CRFT

Health Factor with Alcohol/Drug Category (CAGE)

Diagnoses V79.1, 29.1

Education Topics: AOD-SCR, CD-SCR

CPT Codes: 99408, 99409, G0396, G0397, H0049

Refusal of exam code 35

User Manual

June 2014

Reports (Roll and Scroll Only)



Behavioral Health System (AMH) Version 4.0 Patch 4

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.

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 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
NEGATIVE 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%
RHOOOO0O,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%
PATIENT NAME HRN AGE SCREENED  RESULT CLINIC
Patient T11l 4551 26 F 08/17/06  POSITIVE
DXs: 29.1 SCREENING FOR ALCOHOLISM
29.2 SCREENING FOR DRUG ABUSE

995.81 ADULT ABUSE (SUSPECTED), PHYSICAL
Primary Provider on Visit: BETA, FRANK S
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Provider who screened: DOC22, FRANK S

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
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.

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).
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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
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.
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.
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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

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:
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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 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 is a tally 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:

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
o 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.
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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 Depression Screening Reports *x

Version 4.0 (patch 4)

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)
e Measurements: PHQ2, PHQ9

e Diagnoses V79.0, 14.1

e Education Topics: DEP-SCR

o 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.

User Manual Reports (Roll and Scroll Only)
June 2014

303



Behavioral Health System (AMH) Version 4.0 Patch 4

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).

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

4 ®O>r>01VTOTUTVT=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).
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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.

Below is a sample report (Figure 13-44).

# % of patients
By Age

-5%
-5%
-4%
-9%
-9%
-5%
-9%
-8%
-4%
-5%

yrs
yrs
yrs
yrs
yrs
yrs
10 yrs
11 yrs
12 yrs
13 yrs

©oo~NO O~
PWONRFEFANWEPR
OFRLPNOOFRPROFrOO

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

DATE
PATIENT NAME HRN AGE  SCREENED CLINIC
# % of patients
89 yrs 1 0.5%
92 yrs 1 0.5%
By Provider who screened
BRUNING,BJ 53 24 9%
BUTCHER, LORI 5 2.3%
CABLE,JESSICA 7 3.3%
DEMO,DOCTOR 1 0.5%
GARCIA,RYAN 53 24 9%
GRENIER,DENISE 16 7 .5%
HAYS , HOWARD 1 0.5%
IMHOFF,STEVE C 1 0.5%
BETA,MISTY DAWN 106371 28 F 01/12/11 TELEBEHAVIORAL HEALT

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 MENTAL HEALTH
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Type/Result: DEPRESSION SCREENING NEGATIVE
Primary Provider on Visit: 10TA,WENDY
Provider who screened: [I0TA,WENDY

THETA,JIMMY JOE 129347 24 M 01/31/11 MENTAL HEALTH
Type/Result: PHQ2 6
Primary Provider on Visit: GAMMA,RYAN
Provider who screened: GAMMA,RYAN
Enter RETURN to continue or "~" to exit:

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

e Diagnoses V79.0, 14.1

e Education Topics: DEP-SCR

o 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.

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.
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Which items should be tallied: (0-11)
Select which items you want to tally on this report (Figure 13-45):

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 13-45: 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:

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>r0VTOTVT=ZI

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.
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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
# % of patients
Total Number of Visits with Screening 450
Total Number of Patients screened 229
By Result
14.1 35 7.8%
DEPRESSION SCREENING NEGATIVE 115 25.6%
DEPRESSION SCREENING PATIENT REFUSED SCREENING 143.1%
DEPRESSION SCREENING POSITIVE 129 28.7%
DEPRESSION SCREENING UNABLE TO SCREEN 15 3.3%
PHQ2 1 0.2%
PHQ2 O 2 0.4%
PHQ2 1 5 1.1%
PHQ2 2 8 1.8%
PHQ2 3 16 3.6%
PHQ2 4 11 2.4%
PHQ2 5 13 2.9%
PHQ2 6 2 0.4%
PHQ2 7 1 0.2%
PHQ2 COMPLETE BREECH 1 0.2%
PHQ9 1 1 0.2%
PHQ9 10 3 0.7%
PHQ9 105 1 0.2%
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 2.3 1 0.2%
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%
V79.0 2 0.4%
DATE
PATIENT NAME HRN AGE  SCREENED CLINIC

User Manual

June 2014

308

Reports (Roll and Scroll Only)




Behavioral Health System (AMH) Version 4.0 Patch 4

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

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

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 a tally 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.
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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 one of the following: 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 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

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.
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Select one of the following:

0 One Provider Only
P Any/All Providers (including unknown)
u Unknown Provider Only

Figure 13-50: 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.
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

1 ®O>r0xvTOTVT=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).
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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.

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 ***
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: [I0TA,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

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.
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Notes:

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.

This report will optionally, look at both PCC and the Behavioral Health
databases for evidence of screening/refusal.

This is a tally of Patients, not visits or screenings.

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:

Depression Screening Exam (PCC Exam code 36)
Measurements: PHQ2, PHQ9

Diagnoses V79.0, 14.1

Education Topics: DEP-SCR

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:

This report will, optionally, look at both PCC and the Behavioral Health
databases for evidence of screening/refusal.

This is a tally 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 and PHQ9 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.
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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 Scores for One Patient report (Figure 13-

53).
PHQ-2/PHQ-9 Scores Oct. 03,2008 18:37 Page 1 of 1
Patient Name: Doe, Jane DOB: Dec 11, 1976
HRN: 123942
AEAEEAEAAAAAAAAAAAAAAAAAAAAXAAAAAAAAAAXAAAAAAAAAAAAAAAAAAAAAAAAAAAXKX
Date PHQ-2 PHQ-9 PROVIDER CLINIC Diagnosis/POV
10/01/08 5 21 GAMMA, JOHN MENT 311. - Depressive Disorder, Not Els
09/30/08 1 GAMMA, JOHN MENT 311. - Depressive Disorder, Not Els
09/19/08 3 24 GAMMA, JOHN MENT 311. - Depressive Disorder, Not Els
09/19/08 0 GAMMA, JOHN  ALCO 305.02 - ALCOHOL ABUSE,
09/12/08 14 KAPPA, ADAM MEDSS  305.02 - ALCOHOL ABUSE,
07/18/06 4 19 DELTA, JAMES BH 13 - SCHIZOPHRENIC DISORDER
06/01/05 2 GAMMA, DON PC 311 — DEPRESSIVE DISOCER,NOS

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.
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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).

The application displays the PHQ-2 and PHQ-9 Scores for Multiple Patients report

(Figure 13-54).

XX Jul 13, 2009

PHQ-2 and PHQ-9 SCORES FOR MULTIPLE PATIENTS
Visit Dates: Jan 04, 2009 to Jul 13, 2009
Clinic: ALL Clinics
Providers: ALL Providers

Page 1

Diagnosis/POV

22-SLEEP DIS

296.
311.
305.
V11.

31-MAJOR DEP
-DEPRESSIV
02-ALCOHOL A
O-PERSONAL

PATIENT NAME HRN Date PHQ-2 PHQ-9 Provider CLINIC
ALPHAA,JACOB SCO 102668 02/07/09 3 GAMMA,RYA MENTA

ALPHAB , CHELSEA 116431 07/11/09 3 BETAAAA,LO MENTA
ALPHAB, CHELSEA 116431 07/02/09 17 DEMO,PSYCH MENTA
ALPHAB , CHELSEA 116431 05/19/09 3 GAMMAAA,DE MENTA
ALPHAB, CHELSEA 116431 03/17/09 4 BETA,BETAA MEDIC
ALPHAB , CHELSEA 116431 03/12/09 17 BETA,BETAA BEHAV
ALPHAB, CHELSEA 116431 03/10/09 19 GAMMAAA,DE MENTA

Enter RETURN to continue or "~" to exit:

296.

32-MAJOR DEP

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
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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.

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 13 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 92 60
03/25/09 Not Recorded 307.50 15
04/21/09 THETAAAA,MARK 8.3 0

Figure 13-56: Sample Patients Seen in Groups with Time Spent in Group report
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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).
*x IHS Behavioral Health System *x
*x Encounter/Record Reports **
Version 4.0 (patch 4)
DEMO INDIAN HOSPITAL
LIST List Visit Records, STANDARD Output
GEN List Behavioral Hlth Records, GENERAL RETRIEVAL

Select Behavioral Health Record/Encounter Reports Option:

Figure 13-57: Options on the Encounter/Record Reports menu

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. 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 Dec 26, 2013 09:47:03 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)
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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 Item(s) + Next Screen Q Quit Item Selection

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
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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).

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.

FxxxIAAAX* CONFIDENTIAL PATIENT INFORMATION ootk
DEMO INDIAN HOSPITAL Page 1

BEHAVIORAL HEALTH RECORD LISTING
Visit Dates: OCT 19, 2008 and APR 17, 2009

DATE PROV LOC PATIENT NAME ACT CONT AT HRN PROB  NARRATIVE
10/20/08 DG WW  ALPHA1,CHELS 12 OUTP 30 Ww116431  311. DEPRESSIVE DISO
10/22/08 DG WW  ALPHA1,CHELS 12 OUTP 90 Ww116431  311. DEPRESSIVE DISO
10/22/08 DG WW  ALPHA1,CHELS 12 OUTP 88 Ww116431  311. Mask Narrative
11/03/08 GHH WW  ALPHA,ALTHEA 99 OUTP Ww123942  300.00 Situational Anx
11/06/08 GHH WW  ALPHA,ALTHEA 99 OUTP Ww123942  311. Depression

300.00 Anxiety
11/11/08 BJB 1202 FPAT11,AMAND 12 OUTP 120 Ww186121  V71.01 OBSERVATION OF
11/12/08 DGC WW  SIGMA,MACEY 05 OUTP 20 WW104376 V61.01 FAMILY DISRUPTI
Enter ?? for more actions
+ Next Screen - Previous Screen Q Quit

Select Action:+//

Figure 13-60: Sample Behavioral Health Record Listing report

13.2.2 List Behavioral HIth 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.
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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.

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 IV

+ 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 13-61: Sample Visit 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.

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)).

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-In 52) Flag (Visit Flag)

+ 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 13-62: 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.
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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 13-63: 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: I (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).
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FxxxAxAxxx CONFIDENTIAL PATIENT INFORMATIQON ****xktx
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

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).

*x IHS Behavioral Health System **
*x Activity Workload Reports *x

Version 4.0 (patch 4)

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.
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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.

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).

Fxxkkkkdxx CONFIDENTIAL PATIENT INFORMATIQN “oaxastskskddsx
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
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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
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).

Fxxkkkkdxx CONFIDENTIAL PATIENT INFORMATIQN stk
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
311.-DEPRESSIVE DISORDER NOS 1 1.0 1 1
ACTIVITY TOTAL: 1 1.0 1 1
ACTIVITY: 16-MEDICATION/MEDICATION
295.15-SCHIZOPHRENIA, DISORGAN 1 1.0 1 1
ACTIVITY TOTAL: 1 1.0 1 1
PROVIDER TOTAL: 2 2.0 2 2
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Enter ?? for more actions
+ Next Screen - Previous Screen Q Quit
Select Action:+//

Figure 13-67: Sample Activity Report by Primary Purpose report

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
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20)
21)
22)
+
S
R

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 13-68: 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.
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
ADMINISTRATION 97 4 4 0.1 4
ALCOHOL ABUSE 29 4 4 1.2 4
ALCOHOL ABUSE, EPISODIC 305.02 5 2 4.1 5
ALCOHOL ABUSE, UNSPECIF 305.00 4 2 2.0 4
ALCOHOL DEPENDENCE 27 3 3 2.0 3
ALCOHOL DEPENDENCE, IN 303.93 2 2 1.5 2
ALCOHOLISM IN FAMILY V61.41 4 4 0.7 4
AMPHETAMINE DEPENDENCE, 304.40 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
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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.

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.
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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)

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 Item(s) + Next Screen Q Quit Item Selection

R 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).
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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 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.
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/EVALUAT ION-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)

1. PATIENT SERVICES P 943 556778.2

2. SUPPORT SERVICES S 56 52.9

3. ADMINISTRATION A 21 26.6
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4. PLACEMENTS PL 6 2.8
5. COMMUNITY SERVICES C 2 9.0
6. EDUCATION/TRAINING E 2 1.5
7. CULTURALLY ORIENTED 0 1 0.5
8. TRAVEL T 1 0.3

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.

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

AEXEAXIAIAAALAAAXAAXAAAAAXAAAXAAAAAAAAXAAhik

*  TALLY OF PREVENTION ACTIVITIES *
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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

SMOK ING/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.

*x IHS Behavioral Health System *x
*x Problem Specific Reports *x

Version 4.0 (patch 4)

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
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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).

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.

13.4.2 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.
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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)

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 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.
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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 Frequency of Problems report (Figure 13-77).

JUN 09, 2009 Page 1
DEMO INDIAN HOSPITAL

TOP 10 Problem/POV-s.
PRIMARY POV Only
DATES: MAR 11, 2009 TO JUN 09, 2009

No. PROB DSM/CODE NARRATIVE CODE # RECS  ACT TIME (HRS)
1. DEPRESSIVE DISORDER NOS 311. 150 114.8
2. ANXIETY DISORDER NOS 300.00 52 28.8
3. CROSS-CULTURAL CONFLICT 2 48 35.5
4. SCHIZOPHRENIA, DISORGANIZED TY  295.15 33 26.1
5. PARANOID PERSONALITY DISORDER 301.0 32 21.1
6. PHYSICAL ILLNESS,ACUTE 5 32 22.9
7. DEMENTIA OF THE ALZHEIMER"S TY 290.0 31 27.4
8. MARITAL PROBLEM 56 25 7.9
9. HEALTH/HOMEMAKER NEEDS 1 21 17.6
10. MAJOR DEPRESSIVE DISORDER, REC  296.32 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
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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 Item(s) + Next Screen Q Quit Item Selection

R Remove ltem(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.
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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 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
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
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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 Item(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: I (include all patients), E (exclude demo patients), O
(include only demo patients).
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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),

RUN TIME

JUN 09,

2009
DEMO INDIAN HOSPITAL

TOP 10 Problem/POV (Problem Category)®s.
PRIMARY POV Only
DATES: MAR 11, 2009 TO JUN 09, 2009

(H.M.S): 0.0.1

End of report. PRESS ENTER:

Page 1

ACT TIME (HRS)

220.6

555798.6
11.
12.
11.

5.

12.

5.

4.

1.

No. CATEGORY NARRATIVE CATEGORY CODE # RECS
1. PSYCHOSOCIAL PROBLEMS 2 294
2. MEDICAL/SOCIAL PROBLEMS 1 73
3. FAMILY LIFE PROBLEMS 5 37
4. SOCIOECONOMIC PROBLEMS 8 27
5. ADMINISTRATIVE PROBLEM 11 14
6. ABUSE 3 10
7. OTHER PATIENT RELATED 13 6
8. EDUCATIONAL/LIFE PROBLEMS 10 8
9. SCREENING 12 7
10. PREGNANCY/CHILDBIRTH PROBLEMS 6 6

WO©OWRr O h~OA

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
AAEEAEAAAAXAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAANX
Version 4.0 (patch 3)
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
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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.

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

*xxx*x AGGREGATE SUICIDE FORM DATA - STANDARD*****
Act Occurred: Jan 14, 2009 - Jul 13, 2009
Community where Act Occurred: ALL Communities

Age Range: 20-24 years Total # of Suicide Forms: 1
REPORT TOTALS
Suicidal Behavior: ATT SUICIDE W/ ATT HOMICIDE 1 100%
Event logged by Discipline: PSYCHIATRIST 1 100%
Event logged by Provider: GAMMAA,RYAN 1 100%
Sex: MALE 1 100%
Employed: PART-TIME 1 100%
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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:

Event logged by Discipline:

Event logged by Provider:

Enter RETURN to continue or

wpw

CHEROKEE NATION OF OKLAHOMA

WELLING

MARRIED

COLLEGE GRADUATE

GUNSHOT
HANG ING

1

NONE

WORK

IN-PATIENT MENTAL HEALTH TREAT

DEATH OF FRIEND OR RELATIVE
Total # of Suicide Forms: 13

IDEATION WITH PLAN AND
ATTEMPT

ATT SUICIDE W/ ATT HOMICIDE
ATT SUICIDE W/ COMP HOMICIDE
COMP SUICIDE W/ ATT HOMICIDE

INTENT

ACUPUNCTURIST
PSYCHIATRIST

GAMMAAA , DENISE

BETAAAA,BJ
THETAA,RYAN

to exit:

1

1

100%

100%

100%

100%

100%
100%

100%

100%

100%

100%

100%

REPORT TOTALS

4

PNWW

o N

31%
23%
23%
15%

8%

54%
46%

8%
54%
38%

Figure 13-83: Sample Aggregate Suicide Form Data - Standard report

13.4.5.2 Aggregate Suicide Form Data - Selected Variables (SAV)

This report will tally the selected data items for Suicide Forms in a particular date

range.

13.4.5.3 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.

13.4.5.4 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.
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13.4.5.5

13.4.5.6

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.

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: | (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

* SUICIDE PURPOSE OF VISIT REPORT *

VISIT Date Range: OCT 31, 2006 through NOV 30, 2006
BOTH MALE AND FEMALE PATIENTS® VISITS

39& v62.84 - Suicide ldeation: 40 - Suicide Attempt/Gesture:
41 - Suicide Completed

AGE GROUP  # Encs # w POV 39 w/ POV 40 w/ POV 41 w/ 39/40/41
& v62.84 & v62.84
# % # % # % # % # %
1-4 yrs 0 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
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15-19 yrs 0 0.0 0 0.0 0 0.0 0 0.0 0 0.0
20-24 yrs O 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 - Suicide ldeation: 40 - Suicide Attempt/Gesture:
41 - Suicide Completed
AGE GROUP # Encs # w POV 39 w/ POV 40 w/ POV 41 w/ 39/740/41
& v62.84 & v62.84
% %
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

(o))

QOOO0OOFRPRNOOOOOH
=N
OCOO0OO0OORLNOOOOO
OO0OO0OO0OOFrLrNOO~NOO
[cNeoNoNoloNoNoNoNoNoNeNols:
[eNoloNoNoNoloNoNoNoNoNe]
[ejoloNoNolNoNoNoNoNoNoNel=S
[cNeoNoNoloNoNoloNoNoNeNals:
[ejojololoNoloNooNoloNe]
[ejojojooNooNoloNoloNe]
[cNeoNoNoloNoNolNoNoNoNeNals:
[ejololoNoNoloNoNoNoNoNe]
[ejoloNoNolNoNoNoNoNoNoNel=S
[ejoloNoNoloNoNoNoNoNoNoals:
[ejololooNoloNooNoloNe]
[ejololololojoNololNoNoNal=S

TOTAL

©

100.0 O 0.0 0

o
o
o
o
o
o
(@]
o

FEMALE PATIENTS VISITS
39& v62.84 - Suicide ldeation: 40 - Suicide Attempt/Gesture:
41 - Suicide Completed
AGE GROUP # Encs # w POV 39 w/ POV 40 w/ POV 41  w/ 39/40/41

& v62.84 & v62.84

# % # % # % # % # %

1-4 yrs 0O 0.0 O 0.0 0 0.0 0 0.0 0 0.0
5-9 yrs 2 18.2 O 0.0 0 0.0 0 0.0 0 0.0
10-14 yrs 1 9.1 O 0.0 0 0.0 0 0.0 0 0.0
15-19 yrs 0O 0.0 O 0.0 0 0.0 0 0.0 0 0.0
20-24 yrs 0O 0.0 O 0.0 0 0.0 0 0.0 0 0.0
25-34 yrs 4 36.4 O 0.0 0 0.0 0 0.0 0 0.0
35-44 yrs 1 9.1 O 0.0 0 0.0 0 0.0 0 0.0
45-54 yrs 0O 0.0 O 0.0 0 0.0 0 0.0 0 0.0
55-64 yrs 1 9.1 O 0.0 0 0.0 0 0.0 0 0.0
65-74 yrs 0O 0.0 O 0.0 0 0.0 0 0.0 0 0.0
75-84 yrs 0O 0.0 O 0.0 0 0.0 0 0.0 0 0.0
85+ yrs 2 18.2 O 0.0 0 0.0 0 0.0 0 0.0
TOTAL 11 100.0 O 0.0 0 0.0 0 0.0 0 0.0

UNDUPLICATED PATIENT COUNT - BOTH MALE AND FEMALE PATIENTS
39& v62.84 - Suicide ldeation: 40 - Suicide Attempt/Gesture:
41 - Suicide Completed

AGE GROUP # Encs # w POV 39 w/ POV 40 w/ POV 41 w/ 39/40/41

& v62.84 & v62.84
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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

=

NOORONUIOON O #
hoo~NOA~UOORN_jORN
O0OO0OO0OO0OO0O0O0O0O0 O H
O0OO0OO0OO00O0O0O0O0O O

O0O00O0O0O0O0O0O0 g OX
O0OO0OO0OO0OO0O0OO0O0O0 O H
O0OO0OO0O0O0O0O0O0O O

O0O0O0O0O0O0O0O0O0 g OX

= %)
U1OONOUI®POOUl O

TOTAL 13 100.0 0 0.0 0 0.0

UNDUPLICATED PATIENT COUNT - MALE PATIENTS

OO0OO0OO0OO0O0OO0OO0OO0OO0 0O H

0

(@)
(@)

O0O0O0000O0O0O0 O
O0O0O0OO0OO0O0O0OO0O0OgOX

# %
0 0.0
0 0.0
0 0.0
0 0.0
0 0.0
0 0.0
0 0.0
0 0.0
0 0.0
0 0.0
0 0.0
0 0.0
0 0.0

39& v62.84 - Suicide ldeation: 40 - Suicide Attempt/Gesture:

41 - Suicide Completed
AGE GROUP # Encs # w POV 39 w/ POV 40

& v62.84
%
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

OQOOOOFRPNOORrROOH
N O
OO0OO0OO0OOUIOOOUIOO
cloloNoNoNoNoNolNoNoNoNol=S
cloloNoNoNoNoNoNoNoNoNols:S
eNeoloNoNoNoloNoNolNoNoNe)
cNeoNoNoNoNoloNoNolNoNoNe)
cloloNoNoNoNoNoNoNoNoNols:S
eNeololoNoNoNoNoNoloNoNe)
ejeojololoNoloNolNoNoNoNo-S

TOTAL

I

100.0 0 0.0 0 0.0

UNDUPLICATED PATIENT COUNT - FEMALE

39& v62.84 - Suicide ldeation: 40 - Suicide

41 - Suicide Completed

AGE GROUP # Encs # w POV 39 w/ POV 40
& v62.84

# % # % # %

1-4 yrs 0 0.0 0 0.0 0 0.0

5-9 yrs 1 11.1 0 0.0 0 0.0

10-14 yrs 1 11.1 0 0.0 0 0.0

15-19 yrs 0 0.0 0 0.0 0 0.0

20-24 yrs 0 0.0 0 0.0 0 0.0

25-34 yrs 3 33.3 0 0.0 0 0.0

35-44 yrs 1 11.1 0 0.0 0 0.0

45-54 yrs 0 0.0 0 0.0 0 0.0

55-64 yrs 1 11.1 0 0.0 0 0.0

65-74 yrs 0 0.0 0 0.0 0 0.0

75-84 yrs 0 0.0 0 0.0 0 0.0

85+ yrs 2 22.2 0 0.0 0 0.0

TOTAL 9 100.0 0 0.0 0 0.0

w/ POV 41 w/ 39/40/41
& v62.84
# % # %
0 0.0 0 0.0
0 0.0 0 0.0
0 0.0 0 0.0
0 0.0 0 0.0
0 0.0 0 0.0
0 0.0 0 0.0
0 0.0 0 0.0
0 0.0 0 0.0
0 0.0 0 0.0
0 0.0 0 0.0
0 0.0 0 0.0
0 0.0 0 0.0
0 0.0 0 0.0
PATIENTS
Attempt/Gesture:
w/ POV 41 w/ 39/40/41
& v62.84
# % # %
0 0.0 0 0.0
0 0.0 0 0.0
0 0.0 0 0.0
0 0.0 0 0.0
0 0.0 0 0.0
0 0.0 0 0.0
0 0.0 0 0.0
0 0.0 0 0.0
0 0.0 0 0.0
0 0.0 0 0.0
0 0.0 0 0.0
0 0.0 0 0.0
0 0.0 0 0.0

Figure 13-84: Sample Suicide Purpose of Visit report
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13.5 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).

EEAEEXEAAXEAAXAAXEAAXAAXAAXAAAXAAXAAAAAXAAAAAAXAAAXAXAhAdX

** IHS Behavioral Health System **
*x Print BH Standard Tables *x

Version 4.0 (patch 4)
DEMO INDIAN HOSPITAL
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

FxFxxFIAAAX* 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
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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).

CLINIC STOP LIST APR 16,2009 14:22 PAGE 1
NAME CODE
ALCOHOL AND SUBSTANCE 43
AMBULANCE 0
ANESTHESI10LOGY 0
ANTICOAGULATION THERAPY 0
AUDIOLOGY 35
BEHAVIORAL HEALTH 0
CANCER CHEMOTHERAPY 62
CANCER SCREENING 58
CARDIOLOGY 2
CASE MANAGEMENT SERVICES 77
CAST ROOM 55
CHART REV/REC MOD 52
CHEST AND TB 3
CHIROPRACTIC 0
CHRONIC DISEASE 50
COLPOSCOPY 0
COMPLEMENTARY MEDICINE 0

Figure 13-87: Sample Clinic Stop List codes

13.5.3 Print Behavioral Health Problem Codes (PROB)
Use the PROB option to print the BH problem codes (Figure 13-88).

XX May 04, 2009 Page 1

FxFxIAAAX* BEHAVIORAL HEALTH PROBLEM CODES stk

CODE NARRATIVE PROBLEM CATEGORY

1 HEALTH/HOMEMAKER NEEDS MEDICAL/SOCIAL PROBL

1.1  HEALTH PROMOTION/DISEASE PREVENTION MEDICAL/SOCIAL PROBL

2 CROSS-CULTURAL CONFLICT MEDICAL/SOCIAL PROBL
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3 UNSPECIFIED MENTAL DISORDER(NON-PSYCHOTIC) MEDICAL/SOCIAL PROBL
4 PHYSICAL DISABILITY/REHABILITATION MEDICAL/SOCIAL PROBL
5 PHYSICAL ILLNESS,ACUTE MEDICAL/SOCIAL PROBL
6.1 PHYSICAL ILLNESS, CHRONIC MEDICAL/SOCIAL PROBL
6.2 PHYSICAL ILLNESS, TERMINAL MEDICAL/SOCIAL PROBL

Enter RETURN to continue or "~" to exit:

Figure 13-88: Sample Behavioral Health Problem Codes report
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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 **
Version 4.0 (patch 3)
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:

Figure 14-1: Options on the Manager Utilities menu

14.1

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 Off 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 visits 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/IO/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).

**** UUpdate 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.
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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 ICD-9 or 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 v65.40, Encounter, all
encounters will have the ICD code of v65.40 and narrative of
Encounter.

e 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.

e 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.

Note: The application shall continue to crosswalk codes as ICD-9
Codes until the implementation date of ICD-10, at which
point all visits passing to PCC will have their codes
crosswalked to ICD-10 Codes.
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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)

e C (Contract)

e 6 (638 Program)

e T (Tribal)

e O (Other)

e V(VA)

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
SIGMA, LORRAINE
MBETAA , MARY

Type of PCC Link for this Provider
NO LINK ACTIVE
PASS ALL DATA AS ENTERED

Figure 14-6: Setting up PCC link exceptions
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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
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 If you 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 If you 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. Loginto BHS v4.0 and select the Manager Utilities menu.
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d.
e.

Select the Site Parameters option and enter the name of the site you want to
update.

On the site parameters entry window, scroll down to the “Turn on PCC
Coding Queue” field.

Use Y at this field.
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
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.

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.
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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.

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
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who should be given this access.

User allowed
User allowed
User allowed
User allowed
User allowed
User allowed
User allowed
User allowed
User allowed
User allowed

to
to
to
to
to
to
to
to
to
to

share
share
share
share
share
share
share
share
share
share

visits v

visits
visits
visits
visits
visits
visits
visits
visits

visits via

a mail: BETA,BJ

mail: ALPHA,WENDY
mail: GAMMA,RYAN
mail:

mail:

mail:

mail:

mail:

mail:

mail:

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
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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.

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.
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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* D)
*100* Transactions were generated.

Updating log entry.
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.
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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).
*xx*EXVMENTAL 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 10/02/08 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 12/09/08 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.
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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!

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
EO023-NO AFFILIATION FOR PROVIDER

APR 20, 2009@10:46 DUCK,EDWIN RAY 105321 S  OUTPATIENT 85
E023-NO AFFILIATION FOR PROVIDER

APR 20, 2009@10:56 SIGMA,SERGIO 206293 S  OUTPATIENT 15
EO0O23-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
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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.
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: E021-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.
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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

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.
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Figure 14-21 shows the Behavioral Health Visits for the date specified. The following
examples were visits with no location and no patient.

GAMMAA, RYAN
BETAAAA,BJ

GAMMAA,RYAN
GAMMAA, RYAN
GAMMAA, RYAN
GAMMAA, RYAN
GAMMAA, RYAN

SEEGEEE

TAHLEQUAH
TAHLEQUAH
TAHLEQUAH
ABIQUIU

TAHLEQUAH
TAHLEQUAH
TAHLEQUAH

99
13
76
16
19
16

Which record do you want to display:

OUTP WW 116431
OUTP WW 108704

ADMI ————-
INTE WW 105321

OUTP WW 116431

OUTP WW 116431

OUTP WW 116431
-7):

DEPRESSED
SCHIZOPHRENIA
BIPOLAR DISORDE
DEPRESSIVE DISO
ATTENTION-DEFIC
SCHIZOPHRENIA,

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

DATE

CREATED WHO ENTERED RECORD
DATE/TIME EDITED

04/10/09 BETAAAA,BJ

APR 10,2009 12:01

End of report. Press enter:

LAST MOD

APR 20,2009 11:31 PAGE 1

WHO EDITED

04/10/09

BETAAAA,BJ

BETAAAA,BJ

USER LAST UPDATE

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.
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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.

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.
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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.

14.8 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.
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14.9

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.

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:
Location:
Location:
Location:
Location:

DEMO INDIAN HOSPITAL
SELLS HOSP

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.
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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.
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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)
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Focus is on a coordinated approach to the delivery of health, substance abuse,
mental health, and social services, linking clients with appropriate services to
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.
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A2

92

93

94

95

96

97

05

—Adventure Based Counseling (ABC)
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.

Relapse Prevention (REL)
Relapse prevention approaches seek to teach patients concrete strategies for
avoiding drug use episodes. These include the following:

— Cataloging situations likely to lead to alcohol/drug use (high-risk
situations)

— Strategies for avoiding high-risk situations

— Strategies for coping with high-risk situations when encountered

— Strategies for coping with alcohol/drug cravings

— Strategies for coping with lapses to drug use to prevent full-blown relapses

Life 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.

—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.

—Academic Services (ACA)
Provision of alternative schooling under the guidelines of the state education
program.

—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.

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:

-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 resource for services not
available or provided by the referring agency/program. Referral is limited to
providing the client with information and might extend to calling and setting
up appointments for the client.

87-Outreach

Activities designed to locate and educate potential clients and motivate them
to enter and accept treatment.
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A4 Education Training (E)

Participation in any formal program leading to a degree or certificate or any
structured educational process designed to impart job related knowledge, attitudes,
and skills. Includes:

41- Education/Training Provided
42- Education/Training Received
43- Other Education/Training

A.5 Administration (A)

Activities for the benefit of the organization and/or activities that do not fit into any
of the above categories. Includes:

32-Clinical Supervision Provided

Clinical supervision is a process based upon a clinically-focused professional
relationship between the practitioner engaged in professional practice and a
clinical supervisor.

50-Medical Rounds (General)

On the inpatient unit, participation in rounds designed to address active
medical/psychological issues with all members of the treatment team and to
develop management plans for the day.

51-Committee Work

Participation in the activities of a body of persons delegated to consider,
investigate, take action on, or report on some matter.

52-Surveys/Research

Participation in activities aimed at identification and interpretation of facts,
revision of accepted theories in the light of new facts, or practical application
of such new or revised theories.

53-Program Management

The practice of leading, managing, and coordinating a complex set of cross-
functional activities to define, develop, and deliver client services and to
achieve agency/program objectives.

54-Quality Improvement

Participation in activities focused on improving the quality and
appropriateness of medical or behavioral healthcare and other services.
Includes a formal set of activities to review, assess, and monitor care to ensure
that identified problems are addressed.
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55-Supervision
Participation in activities to ensure that personnel perform their duties
effectively. This code does not include clinical supervision.
56-Records/Documentation

Review of clinical information in the medical record/chart or documentation
of services provided to or on behalf of the client. This does not include the
time spent in service delivery.

57-Child Protective Team Activities

Participation in a multi-disciplinary child protective team to evaluate alleged
maltreatments of child abuse and neglect, assess risk and protective factors,
and provide recommendations for interventions to protect children and
enhance their caregiver’s capacity to provide a safer environment when
possible.

58-Special Projects
A specifically-assigned task or activity which is completed over a period of
time and intended to achieve a particular aim.

59-Other Administrative

Any other administrative activities not identified in this section.

60-Case Staffing (General)
A regular or ad-hoc forum for the exchange of clinical experience, ideas and
recommendations.

66-Clinical Supervision Received

Clinical supervision is a process based upon a clinically-focused professional
relationship between the practitioner engaged in professional practice and a
clinical supervisor.

A.6 Consultation (L)

Problem-oriented effort designed to impart knowledge, increase understanding and
insight, and/or modify attitudes to facilitate problem resolution. Includes:

61-Provider Consultation (PRO)
Focus is a specific patient and the consultation is with another service
provider. The purpose of the consultation is of a diagnostic or therapeutic
nature. Patient is never present.

62-Patient Consultation (Chart Review Only) (CHT)
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Focus is a specific patient and the consultation is a review of the medical
record only. The purpose of the consultation is of a diagnostic or therapeutic
nature. Patient is never present.

63-Program Consultation
Focus is a programmatic effort to address specific needs.

64-Staff Consultation
Focus is a provider or group of providers addressing a type or class of
problems.

65-Community Consultation
Focus is a community effort to address problems. Distinguished from
community development in that the consultant is not assumed to be a direct
part of the resultant effort.

A7 Travel (T)

71-Travel Related to Patient Care
Staff travel to patient’s home or other locations — related to provision of care.
Patient is not in the vehicle.

72 Travel Not Related to Patient Care
Staff travel to meetings, community events, etc.

A.8 Placements (PL)

75-Placement (Patient Present) (OHP)
Selection of an appropriate level of service, based on assessment of a patient’s
individual needs and preferences.

76-Placement (Patient Not Present) (OHA)
Selection of an appropriate level of service, based on assessment of a patient’s
individual needs and preferences. This activity might include follow-up
contacts, additional research, or completion of placement/referral paperwork
when the patient is not present.

A.9 Cultural Issues (O)

81-Traditional Specialist Consult (Patient Not Present) (TRA)
Seeking recommendation or service from a recognized Indian spiritual leader
or Indian doctor with the patient present. Such specialists can be called in
either as advisors or as direct providers, when agreed upon between client and
counselor.

82-Traditional Specialist Consult (Patient Not Present) (TRA)
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Seeking evaluation, recommendations, or service from a recognized Indian
spiritual healer or Indian doctor (patient not present). Such specialists can be
called in either as advisors or as direct providers, when agreed upon between
client and counselor.

83-Tribal Functions
Services offered during or in the context of a traditional tribal event, function,
or affair—secular or religious. Community members gather to help and
support individuals and families in need.

84-Cultural Education to Non-Tribal Agency/Personnel
The education of non-Indian service providers concerning tribal culture,
values, and practices. This service attempts to reduce the barriers members
face in seeking services.
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Appendix B: Activity Codes that Pass to PCC

Activity | Description Pass
Code to PCC
01 Twelve Step Work — Group (TSG) Yes
02 Twelve Step Work — Individual (TSI) Yes
03 Twelve Step Group (TWG) No
04 Re-Assessment, Patient Present Yes
05 Re-Assessment, Patient Not Present No
11 Screening — Patient Present (SCN) Yes
12 Assessment/Evaluation — Patient Present (EVL) Yes
13 Individual Treatment/Counsel/Education — Pt. Present (IND) Yes
15 Information and Referral — Patient Present (REF) Yes
16 Medication/Medication Monitoring — Pt. Present (MED) Yes
17 Psychological Testing — Patient Present (TST) Yes
18 Forensic Activities — Patient Present (FOR) Yes
19 Discharge Planning — Patient Present (DSG) Yes
20 Family Facilitation —Patient Present (FAC) Yes
21 Follow Through/Follow Up — Patient Present (FOL) Yes
22 Case Management — Patient Present (CAS) Yes
23 Other Patient Services Not Identified — Patient Present (OTH) Yes
24 Material/Basic Support — Patient Not Present (SUP) No
25 Information and/or Referral — Patient Not Present (INF) No
26 Medication/Medication Monitoring — Pt. Not Present (MEA) Yes
27 Forensic Activities — Patient Not Present (FOA) No
28 Discharge Planning — Patient Not Present (DSA) No
29 Family Facilitation — Patient Not Present (FAA) No
30 Follow Through/Follow Up — Patient Not Present (FUA) No
31 Case Management — Patient Not Present (CAA) Yes
32 Clinical Supervision Provided No
33 Technical Assistance — Patient Not Present No
34 Other Support Services — Patient Not Present No
35 Collaboration No
36 Community Development No
37 Preventive Services No
38 Patient Transport No
39 Community Services No
40 Referral No
41 Education/Training Provided No
42 Education/Training Received No
43 Other Education/Training No
44 Screening — Patient Not Present No
45 Assessment/Evaluation — Patient Not Present No
a7 Couples Treatment — Patient Present (CT) Yes
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Activity | Description Pass
Code to PCC
48 Crisis Intervention — Patient Present (CIP) Yes
49 Crisis Intervention — Patient Not Present (CIA) No
50 Medical Rounds (General) No
51 Committee Work No
52 Surveys/Research No
53 Program Management No
54 Quality Improvement No
55 Supervision No
56 Records/Documentation No
57 Child Protective Team Activities No
58 Special Projects No
59 Other Administrative No
60 Case Staffing (General) No
61 Provider Consultation (PRO) Yes
62 Patient Consultation (Chart Review) (CHT) Yes
63 Program Consultation No
64 Staff Consultation No
65 Community Consultation No
66 Clinical Supervision Received No
71 Travel Related to Patient Care No
72 Travel Not Related to Patient Care No
75 Placement — Patient Present (OHP) Yes
76 Placement — Patient Not Present (OHA) No
81 Traditional Specialist Consult — Patient Present (TRD) Yes
82 Traditional Specialist Consult — Patient Not Present (TRA) No
83 Tribal Functions No
84 Cultural Education to Non-Tribal Agency/Personnel No
85 Art Therapy (ART) Yes
86 Recreation Activities (REC) No
87 Outreach No
88 Acupuncture (ACU) Yes
89 Methadone Maintenance (MET) Yes
20 Family Treatment (FAM) Yes
91 Group Treatment (GRP) Yes
92 Adventure Based Counseling (ABC) Yes
93 Relapse Prevention (REL) Yes
94 Life Skills Training (LST) Yes
95 Cultural Activities (CUL) No
96 Academic Services (ACA) No
97 Health Promotion (HPR) Yes
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Appendix C: ICD-9 Codes

ICD Code | Description

042. HIV disease

046.79 Other and unspecified prion disease of central nervous system

307.0 Adult on-set fluency disorder

331.0 Alzheimer's disease

331.19 Other frontotemporal dementia

331.82 Dementia with lewy bodies

332.0 Paralysis agitans

3334 Huntington's chorea

781.99 Other systems involving nervous and musculoskeletal systems

970.0 Late effect of intracranial injury without skull fracture

v11.0 Personal history of Schizophrenia

vlil.1l Personal history of affective disorders

v11.2 Personal history of neurosis

v11.3 Personal history of alcoholism

v11.8 Personal history of other mental disorders

v11.9 Personal history of unspecified mental disorder

v13.21 Personal history of pre-term labor

v13.7 Personal history of perinatal problems

v15.41 History of physical abuse (includes rape)

v15.42 History of emotional abuse or neglect

v15.49 Psychological trauma, not elsewhere classified

v15.52 Personal History of Traumatic Brain Injury (TBI)

v15.81 History of noncompliance with medical treatment

v15.82 History of tobacco use

v15.89 Other personal history presenting hazards to health

v15.9 Unspecified personal history presenting hazards to health

v17.0 Family history of psychiatric condition

v18.4 Family history of mental retardation

v23.9 Supervision of unspecified high risk pregnancy

v25.09 General counseling and advice on contraceptive management; family

planning advice

v26.33 Genetic counseling

v26.41 Procreative counseling and advice using natural family planning

v26.49 Other procreative management counseling and advice

v40.0 Mental and behavioral problems with learning

v40.1 Mental and behavioral problems with communication including speech

v40.2 Other mental problems

v40.3 Other behavioral problems

v40.9 Unspecified mental or behavioral problem

v57.9 Care involving unspecified rehabilitation procedure

v60.0 Lack of housing
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ICD Code | Description

v60.1 Inadequate housing

v60.2 Inadequate material resources

v60.3 Person living alone

v60.4 No other household member able to render care

v60.5 Holiday relief care

v60.6 Person living in a residential institution

v60.8 Other specified housing or economic circumstances

v60.81 Foster care (status)

v60.89 Unspecified housing or economic circumstances

v61.01 Family disruption due to family member on military deployment

v61.02 Family disruption due to return of family member from military deployment

v61.03 Family disruption due to divorce or legal separation

v61.04 Family disruption due to parent-child estrangement

v61.05 Family disruption due to child in welfare custody

v61.06 Family disruption due to child in foster care or in care of non-parental family

member

v61.07 Family disruption due to death of family member

v61.08 Family disruption due to other extended absence of family member

v61.09 Other family disruption

v61.10 Counseling for marital and partner problems, unspecified

v61.11 Counseling for victim of spousal and partner abuse

v61.12 Counseling for perpetrator of spousal and partner abuse

v61.20 Counseling for parent-child problem, unspecified

v61.21 Counseling for victim of child abuse

v61.22 Counseling for perpetrator of parental child abuse

v61.23 Counseling for parent-biological child problem

v61.24 Counseling for parent-adopted child problem

v61.25 Counseling for parent (guardian)-foster child problem

v61.3 Problems with aged parents or in-laws

v61.41 Alcoholism in family

v61.49 Other health problems within family

v61.5 Multiparity

v61.6 lllegitimacy or illegitimate pregnancy

v61.7 Other unwanted pregnancy

v61.8 Other specified family circumstances

v61.9 Unspecified family circumstances

v62.0 Unemployment

v62.1 Adverse effects of work environment

v62.21 Personal current military deployment status

v62.22 Personal history of return from military deployment

v62.29 Other occupational circumstances or maladjustment

v62.3 Educational circumstances

v62.4 Social maladjustment

v62.5 Legal circumstances
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ICD Code | Description

v62.6 Refusal of treatment for reasons of religion or conscience

v62.81 Interpersonal problems, not elsewhere classified

v62.82 Bereavement, uncomplicated

v62.83 Counseling for perpetrator of physical/sexual abuse

v62.84 Suicidal ideation

v62.89 Other psychological or physical stress, not elsewhere classified (life
circumstance problems; phase of life problems, borderline intellectual
functioning; religious or spiritual problem)

v62.9 Unspecified psychosocial circumstance

v63.0 Residence remote from hospital or other health care facility

v63.1 Medical services in home not available

v63.2 Person awaiting admission to adequate facility elsewhere

v63.8 Other specified reasons for unavailability of medical facilities

v63.9 Unspecified reason for unavailability of medical facilities

v65.0 Healthy person accompanying a sick person

v65.11 Pediatric pre-birth visit for expectant mother

v65.19 Other person consulting on behalf of another person

v65.2 Person feigning illness

v65.3 Dietary surveillance and counseling

v65.40 Other unspecified counseling

v65.41 Exercise counseling

v65.42 Counseling on substance use and abuse

v65.43 Counseling on injury prevention

v65.44 HIV Counseling

v65.45 Counseling on other sexually transmitted diseases

v65.49 Other specified counseling

v65.5 Person with feared complaint in whom no diagnosis was made

v65.8 Other reasons for seeking consultation

v65.9 Unspecified reason for consultation

v66.3 Convalescence following psychotherapy and other treatment for mental
disorder

v66.7 Encounter for palliative care (end of life care)

v67.3 Follow-up examination following psychotherapy and other treatment for
mental disorder

v68.1 Issue of repeat prescriptions

v68.2 Request for expert evidence

v68.81 Referral of patient without examination or treatment

v68.89 Encounter for other specified administrative purpose

v68.9 Encounters for unspecified administrative purpose

v69.0 Problems related to lifestyle — lack of exercise

v69.1 Problems related to lifestyle — Inappropriate diet and eating habits

v69.2 Problems related to lifestyle — High risk sexual behavior

v69.3 Problems related to lifestyle — gambling and betting

v69.4 Problems related to lifestyle — lack of adequate sleep
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ICD Code | Description

v69.5 Problems related to lifestyle — behavioral insomnia of childhood

v69.8 Other problems related to lifestyle; self-damaging behavior

v69.9 Unspecified problem related to lifestyle

v70.1 General psychiatric examination, requested by the authority

v70.2 General psychiatric examination, other and unspecified

v71.01 Observation of adult antisocial behavior

v71.02 Observation of childhood or adolescent antisocial behavior

v71.09 Observation of other suspected mental condition

v71.81 Observation and evaluation for other specified suspected conditions, abuse
and neglect

v71.89 Observation and evaluation for other specified suspected conditions not
found

v79.0 Special screening for depression

v79.1 Special screening for alcoholism

v79.2 Special screening for mental retardation

v79.3 Special screening for developmental handicaps in early childhood

v79.8 Special screening for other specified mental disorders and developmental
handicaps

v79.9 Special screening for unspecified mental disorder and developmental
handicap

v80.01 Special Screening for Traumatic Brain Injury (TBI)
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Appendix D: DSM Copyright and Trademark

D.1

D.2

Information

10.2 Copyright

In all instances where any portion of the WORK or DSM-5 appears, the source and
copyright status of the material must appear where the text appears and in all
marketing materials. The following notice shall be used:

*Reprinted with permission from the Diagnostic and Statistical Manual of Mental
Disorders, Fifth Edition. ™ Copyright ©2013 American Psychiatric Association.
All Rights Reserved.

Unless authorized in writing by the APA, no part may be reproduced or used in a
manner inconsistent with the APA’s copyright. This prohibition applies to
unauthorized uses or reproductions in any form.

The American Psychiatric Association is not affiliated with and is not endorsing
this product.

To the extent that such notice or any other copyright management information is
embedded in the electronic product, LICENSEE agrees that it will not alter it or
delete it. LICENSEE further agrees to require all USERS of its PRODUCT to
maintain such copyright management information in its original form as provided by
LICENSOR.

10.3 Trademark

LICENSEE acknowledges that DSM and DSM-5 are registered trademarks of the
American Psychiatric Association and may not be used commercially without prior
approval. LICENSOR grants to LICENSEE permission to use the DSM and DSM-5
trademarks on a non-exclusive basis, as part of the PRODUCT, only with proper
notice and only as necessary to accomplish LICENSEE’s purpose as set out in
Paragraph 1.2, above. The following notice shall be used:

*DSM and DSM-5 are registered trademarks of the American Psychiatric
Association, and are used with permission herein. Use of these terms is prohibited
without person of the American Psychiatric Association.
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Appendix E: Rules of Behavior

The Resource and Patient Management (RPMS) system is a United States
Department of Health and Human Services (HHS), Indian Health Service (IHS)
information system that is FOR OFFICIAL USE ONLY. The RPMS system is
subject to monitoring; therefore, no expectation of privacy shall be assumed.
Individuals found performing unauthorized activities are subject to disciplinary action
including criminal prosecution.

All users (Contractors and IHS Employees) of RPMS will be provided a copy of the
Rules of Behavior (RoB) and must acknowledge that they have received and read
them prior to being granted access to a RPMS system, in accordance IHS policy.

e For alisting of general ROB for all users, see the most recent edition of IHS
General User Security Handbook (SOP 06-11a).

e For a listing of system administrators/managers rules, see the most recent edition
of the IHS Technical and Managerial Handbook (SOP 06-11b).

Both documents are available at this IHS Web site: http://security.ihs.qov/.

The ROB listed in the following sections are specific to RPMS.

E.1l All RPMS Users

In addition to these rules, each application may include additional RoBs that may be
defined within the documentation of that application (e.g., Dental, Pharmacy).

E.1.1 Access
RPMS users shall
e Only use data for which you have been granted authorization.

e Only give information to personnel who have access authority and have a need to
know.

e Always verify a caller’s identification and job purpose with your supervisor or the
entity provided as employer before providing any type of information system
access, sensitive information, or nonpublic agency information.

¢ Be aware that personal use of information resources is authorized on a limited
basis within the provisions Indian Health Manual Part 8, “Information Resources
Management,” Chapter 6, “Limited Personal Use of Information Technology
Resources.”

RPMS users shall not

¢ Retrieve information for someone who does not have authority to access the
information.
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e Access, research, or change any user account, file, directory, table, or record not
required to perform their official duties.

e Store sensitive files on a PC hard drive, or portable devices or media, if access to
the PC or files cannot be physically or technically limited.

e Exceed their authorized access limits in RPMS by changing information or
searching databases beyond the responsibilities of their jobs or by divulging
information to anyone not authorized to know that information.

E.1.2 Information Accessibility

RPMS shall restrict access to information based on the type and identity of the user.

However, regardless of the type of user, access shall be restricted to the minimum

level necessary to perform the job.

RPMS users shall

e Access only those documents they created and those other documents to which
they have a valid need-to-know and to which they have specifically granted
access through an RPMS application based on their menus (job roles), keys, and
FileMan access codes. Some users may be afforded additional privileges based on
the functions they perform, such as system administrator or application
administrator.

e Acquire a written preauthorization in accordance with IHS polices and procedures
prior to interconnection to or transferring data from RPMS.

E.1.3  Accountability

RPMS users shall

e Behave in an ethical, technically proficient, informed, and trustworthy manner.

e Log out of the system whenever they leave the vicinity of their personal
computers (PCs).

e Be alert to threats and vulnerabilities in the security of the system.

e Report all security incidents to their local Information System Security Officer
(1SSO)

e Differentiate tasks and functions to ensure that no one person has sole access to or
control over important resources.

e Protect all sensitive data entrusted to them as part of their government
employment.

e Abide by all Department and Agency policies and procedures and guidelines
related to ethics, conduct, behavior, and information technology (IT) information
processes.
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E.1.4 Confidentiality
RPMS users shall

e Be aware of the sensitivity of electronic and hard copy information, and protect it
accordingly.

e Store hard copy reports/storage media containing confidential information in a
locked room or cabinet.

e Erase sensitive data on storage media prior to reusing or disposing of the media.
e Protect all RPMS terminals from public viewing at all times.

e Abide by all Health Insurance Portability and Accountability Act (HIPAA)
regulations to ensure patient confidentiality.

RPMS users shall not

¢ Allow confidential information to remain on the PC screen when someone who is
not authorized to that data is in the vicinity.

e Store sensitive files on a portable device or media without encrypting.

E.1.5 Integrity
RPMS users shall
e Protect their systems against viruses and similar malicious programs.
e Observe all software license agreements.

e Follow industry standard procedures for maintaining and managing RPMS
hardware, operating system software, application software, and/or database
software and database tables.

e Comply with all copyright regulations and license agreements associated with
RPMS software.

RPMS users shall not
e Violate federal copyright laws.
e Install or use unauthorized software within the system libraries or folders.

e Use freeware, shareware, or public domain software on/with the system without
their manager’s written permission and without scanning it for viruses first.

E.1.6 System Logon
RPMS users shall
e Have a unique User Identification/Account name and password.
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E.1.7

Be granted access based on authenticating the account name and password
entered.

Be locked out of an account after five successive failed login attempts within a
specified time period (e.g., one hour).

Passwords
RPMS users shall

Change passwords a minimum of every 90 days.
Create passwords with a minimum of eight characters.

If the system allows, use a combination of alpha-numeric characters for
passwords, with at least one uppercase letter, one lower case letter, and one
number. It is recommended, if possible, that a special character also be used in the
password.

Change vendor-supplied passwords immediately.

Protect passwords by committing them to memory or store them in a safe place
(do not store passwords in login scripts or batch files).

Change passwords immediately if password has been seen, guessed, or otherwise
compromised, and report the compromise or suspected compromise to their 1ISSO.

Keep user identifications (IDs) and passwords confidential.

RPMS users shall not

Use common words found in any dictionary as a password.

Use obvious readable passwords or passwords that incorporate personal data
elements (e.g., user’s name, date of birth, address, telephone number, or social
security number; names of children or spouses; favorite band, sports team, or
automobile; or other personal attributes).

Share passwords/IDs with anyone or accept the use of another’s password/ID,
even if offered.

Reuse passwords. A new password must contain no more than five characters per
eight characters from the previous password.

Post passwords.

Keep a password list in an obvious place, such as under keyboards, in desk
drawers, or in any other location where it might be disclosed.

Give a password out over the phone.
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E.1.8 Backups
RPMS users shall
e Plan for contingencies such as physical disasters, loss of processing, and
disclosure of information by preparing alternate work strategies and system
recovery mechanisms.
e Make backups of systems and files on a regular, defined basis.
e If possible, store backups away from the system in a secure environment.
E.1.9 Reporting
RPMS users shall
e Contact and inform their ISSO that they have identified an IT security incident
and begin the reporting process by providing an IT Incident Reporting Form
regarding this incident.
e Report security incidents as detailed in the IHS Incident Handling Guide (SOP
05-03).
RPMS users shall not
e Assume that someone else has already reported an incident. The risk of an
incident going unreported far outweighs the possibility that an incident gets
reported more than once.
E.1.10 Session Timeouts
RPMS system implements system-based timeouts that back users out of a prompt
after no more than 5 minutes of inactivity.
RPMS users shall
e Utilize a screen saver with password protection set to suspend operations at no
greater than 10 minutes of inactivity. This will prevent inappropriate access and
viewing of any material displayed on the screen after some period of inactivity.
E.1.11 Hardware
RPMS users shall
e Avoid placing system equipment near obvious environmental hazards (e.g., water
pipes).
e Keep an inventory of all system equipment.
e Keep records of maintenance/repairs performed on system equipment.
User Manual Rules of Behavior
June 2014

390



Behavioral Health System (AMH) Version 4.0 Patch 4

RPMS users shall not

e Eat or drink near system equipment.

E.1.12 Awareness
RPMS users shall
e Participate in organization-wide security training as required.

e Read and adhere to security information pertaining to system hardware and
software.

e Take the annual information security awareness.

e Read all applicable RPMS manuals for the applications used in their jobs.

E.1.13 Remote Access

Each subscriber organization establishes its own policies for determining which
employees may work at home or in other remote workplace locations. Any
remote work arrangement should include policies that

e Areinwriting.

e Provide authentication of the remote user through the use of ID and password or
other acceptable technical means.

e Outline the work requirements and the security safeguards and procedures the
employee is expected to follow.

e Ensure adequate storage of files, removal, and nonrecovery of temporary files
created in processing sensitive data, virus protection, and intrusion detection, and
provide physical security for government equipment and sensitive data.

e Establish mechanisms to back up data created and/or stored at alternate work
locations.

Remote RPMS users shall

e Remotely access RPMS through a virtual private network (VPN) whenever
possible. Use of direct dial in access must be justified and approved in writing and
its use secured in accordance with industry best practices or government
procedures.

Remote RPMS users shall not

e Disable any encryption established for network, internet, and Web browser
communications.
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E.2 RPMS Developers
RPMS developers shall

Always be mindful of protecting the confidentiality, availability, and integrity of
RPMS when writing or revising code.

Always follow the IHS RPMS Programming Standards and Conventions (SAC)
when developing for RPMS.

Only access information or code within the namespaces for which they have been
assigned as part of their duties.

Remember that all RPMS code is the property of the U.S. Government, not the
developer.

Not access live production systems without obtaining appropriate written access,
and shall only retain that access for the shortest period possible to accomplish the
task that requires the access.

Observe separation of duties policies and procedures to the fullest extent possible.

Document or comment all changes to any RPMS software at the time the change
or update is made. Documentation shall include the programmer’s initials, date of
change, and reason for the change.

Use checksums or other integrity mechanism when releasing their certified
applications to assure the integrity of the routines within their RPMS applications.

Follow industry best standards for systems they are assigned to develop or
maintain, and abide by all Department and Agency policies and procedures.

Document and implement security processes whenever available.

RPMS developers shall not

Write any code that adversely impacts RPMS, such as backdoor access, “Easter
eggs,” time bombs, or any other malicious code or make inappropriate comments
within the code, manuals, or help frames.

Grant any user or system administrator access to RPMS unless proper
documentation is provided.

Release any sensitive agency or patient information.
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E.3

Privileged Users

Personnel who have significant access to processes and data in RPMS, such as,
system security administrators, systems administrators, and database administrators,
have added responsibilities to ensure the secure operation of RPMS.

Privileged RPMS users shall

Verify that any user requesting access to any RPMS system has completed the
appropriate access request forms.

Ensure that government personnel and contractor personnel understand and
comply with license requirements. End users, supervisors, and functional
managers are ultimately responsible for this compliance.

Advise the system owner on matters concerning information technology security.

Assist the system owner in developing security plans, risk assessments, and
supporting documentation for the certification and accreditation process.

Ensure that any changes to RPMS that affect contingency and disaster recovery
plans are conveyed to the person responsible for maintaining continuity of
operations plans.

Ensure that adequate physical and administrative safeguards are operational
within their areas of responsibility and that access to information and data is
restricted to authorized personnel on a need-to-know basis.

Verify that users have received appropriate security training before allowing
access to RPMS.

Implement applicable security access procedures and mechanisms, incorporate
appropriate levels of system auditing, and review audit logs.

Document and investigate known or suspected security incidents or violations and
report them to the ISSO, Chief Information Security Officer (CISO), and systems
owner.

Protect the supervisor, superuser, or system administrator passwords.

Avoid instances where the same individual has responsibility for several functions
(i.e., transaction entry and transaction approval).

Watch for unscheduled, unusual, and unauthorized programs.
Help train system users on the appropriate use and security of the system.

Establish protective controls to ensure the accountability, integrity,
confidentiality, and availability of the system.

Replace passwords when a compromise is suspected. Delete user accounts as
quickly as possible from the time that the user is no longer authorized system.
Passwords forgotten by their owner should be replaced, not reissued.
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Terminate user accounts when a user transfers or has been terminated. If the user
has authority to grant authorizations to others, review these other authorizations.
Retrieve any devices used to gain access to the system or equipment. Cancel
logon IDs and passwords, and delete or reassign related active and backup files.

Use a suspend program to prevent an unauthorized user from logging on with the
current user's ID if the system is left on and unattended.

Verify the identity of the user when resetting passwords. This can be done either
in person or having the user answer a question that can be compared to one in the
administrator’s database.

Shall follow industry best standards for systems they are assigned to, and abide by
all Department and Agency policies and procedures.

Privileged RPMS users shall not

Access any files, records, systems, etc., that are not explicitly needed to perform
their duties

Grant any user or system administrator access to RPMS unless proper
documentation is provided.

Release any sensitive agency or patient information.
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Glossary

Caret
The symbol ” obtained by pressing Shift-6.

Command

The instructions you give the computer to record a certain transaction. For
example, selecting “Payment” or “P”” at the command prompt tells the
computer you are applying a payment to a chosen bill.

Database

A database is a collection of files containing information that may be used for
many purposes. Storing information in the computer helps in reducing the
user’s paperwork load and enables quick access to a wealth of information.
Databases are comprised of fields, records, and files.

Data Elements
Data fields that are used in filling out forms in BHS.

Default Response

Many of the prompts in the BHS program contain responses that can be
activated simply by pressing the Enter key. For example: “Do you really want
to quit? No//.” Pressing the Enter key tells the system you do not want to quit.
“No//” is considered the default response.

Device

The name of the printer to use when printing information. Home means the
computer screen.

Fields

Fields are a collection of related information that comprises a record. Fields
on a display screen function like blanks on a form. For each field, the
application displays a prompt requesting specific types of data.

Fileman
The database management system for RPMS.

Free Text Field

This field type will accept numbers, letter, and most of the symbols on the
keyboard. There may be restrictions on the number of characters that are
allowed.
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Frequency
The number of times a particular situation occurs in a given amount of time.

Full Screen Editor

A word processing system used by RPMS. The Full Screen Text Editor works
like a traditional word processor, however, with limited functionality. 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.

Interface
A boundary where two systems can communicate.

Line Editor
A word-processing editor that allows editing text line-by-line.

Menu

The menu is a list of different options from which to select at a given time. To
choose a specific task, select one of the items from the list by entering the
established abbreviation or synonym at the appropriate prompt.

Menu Tree/Tree Structure

A tree structure is a way of representing the hierarchical nature of a structure
in a graphical form. It is named a "tree structure" because the classic
representation resembles a tree, even though the chart is generally upside
down compared to an actual tree, with the "root" at the top and the "leaves™ at
the bottom.

Prompt

A field displayed onscreen indicating that the system is waiting for input.
Once the computer displays a prompt, it waits for entry of some specific
information.

Roll-and-Scroll

The roll-and-scroll data entry format captures the same information as the
graphical use interface (GUI) format but uses a series of keyboard prompts
and commands for entering data into RPMS. This method of data entry is
sometimes referred to as CHUI — Character User Interface.

Security Keys

Tools used to grant/restrict access to certain applications, application features,
and menus.
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Site Manager

The person in charge of setting up and maintaining the RPMS database(s)
either at the site or Area-level.

Submenu
A menu that is accessed through another menu.

Suicide
The act of causing one’s own death.

Ideation with Intent and Plan-Serious thoughts of suicide or of taking
action to take one’s life with means and a specific plan

Attempt—A non-fatal, self-inflicted destructive act with explicit or inferred
intent to die.

Completion—Fatal self-inflicted destructive act with explicit or inferred intent
to die.

Terminal Emulator

A type of software that gives users the ability to make one computer terminal,
typically a PC, appear to look like another so that a user can access programs
originally written to communicate with the other terminal type. Terminal
emulation is often used to give PC users the ability to log on and get direct
access to legacy programs in a mainframe operating system. Examples of
Terminal Emulators are Telnet, NetTerm, etc.

Text Editor
A word processing program that entering and editing text.

Word Processing Field

This is a field that allow users to write, edit, and format text for letters,
MailMan messages, etc.
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Acronym List

AISA Alcohol and Substance Abuse

BH Behavioral Health

BHS Behavioral Health System

CAC Clinical Applications Coordinator. The CAC is a
person at a medical facility assigned to coordinate the
installation, maintenance, and upgrading of BHS and
other software programs for the end users. The CAC
is sometimes referred to as the application coordinator
or a “super-user.”

CD Chemical Dependency

EHR Indian Health Service RPMS Electronic Health
Record

GPRA Government Performance and Results Act; a federal
law requiring federal agencies to demonstrate through
annual reporting that they are using appropriated
funds effectively to meet their Agency’s missions.

GUI Graphic User Interface, a Windows-like interface with
drop-down menus, text boxes icons, and other controls
that supports data entry using a combination of the
computer mouse and keyboard.

HRCN Health Record Chart Number

IHS Indian Health Service

MH Mental Health
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Contact Information

If you have any questions or comments regarding this distribution, please contact the
OIT Help Desk (IHS).

Phone: (888) 830-7280 (toll free)
Web:  http://www.ihs.gov/GeneralWeb/HelpCenter/Helpdesk/index.cfm

Email: support@ihs.gov
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