Attachment 6c
CARF Documentation Requirements for MDOC Mental Health Services


Psychopharm Progress Note - Medication Administration

CARF Documentation Data Elements: 2.E. Medication Use

	Observed and/or reported medication reactions

	Medication errors

	Review of past medication use including effectiveness, side effects, allergies or adverse reactions

	Identification of alcohol, tobacco, and other drug use

	Use of over-the counter medications

	Use of medications by women of child bearing age

	Use of medications during pregnancy

	Special dietary needs and restrictions associated with medication use

	Necessary laboratory studies, tests, or other procedures

	Documented assessment of abnormal involuntary movements at the beginning of treatment and Q 6 months thereafter for persons receiving antipsychotic medications

	An up-to-date individual record of all medications, including nonprescription and nonpsychoactive medication includes: name of medication, dosage, frequency, instructions for use, including the method/route of administration and the prescribing profession.


Comprehensive Psychiatric Evaluation - Assessment

CARF Documentation Data Elements: 2.B.Screening and Access to Services

	Demonstrated efforts to minimize the times between first contact, screening and admission or referral

	Screening is documented

	Identification and documentation of any immediate and urgent needs and action taken immediately

	An interview takes place with the person served

	Screening tools used are uniformly administered
	 

	If a crisis assessment is conducted it is documented

	Crisis assessment includes suicide risk, danger to self or others, urgent or critical medication condition(s) and immediate threat(s)

	Assessments are conducted by qualified personnel that are knowledgeable to assess the specific needs of the persons served, trained in the use of applicable tools, tests, or instruments prior to administration and able to communicate with the persons served.

	An assessment that results in diagnosis(es), the diagnosis is determined by a practioner legally qualified to do so in accordance with all applicable laws and regulations

	Occurs within time frames established by the organization or external regulatory requirements

	The assessment process gathers and records sufficient information to develop a comprehensive person-centered plan

	Includes previous behavioral health services including diagnostic history and treatment history

	Includes mental status

	Includes information about medication including medication history and current use profile, efficacy of current or previously used medication, medication allergies or adverse reactions to medications

	Includes physical health information including health history, current health needs

	Includes co-occurring disabilities, disorders, and medication conditions

	Includes current level of functioning

	Pertinent current and historical life situation information


Treatment Plan/Review - Person-Centered Plan

CARF Documentation Data Elements: 2.A. Program/Service Structure 

                                                             2.C. Person-Centered Plan

                                                             2.D. Transition/Discharge

                                                             2.G. Records of the Persons Served

                                                             4.D  Criminal Justice

	Prepares a written interpretive summary that is based on the assessment data, identifies any co-occurring disabilities, co-morbidities, and /or disorders and is used in the development of the person-centered plan

	Is developed with the active participation of the person served and the involvement of family/legal guardian of the person served when applicable.

	Prepared using the information from the assessment process

	Based upon the person's strengths, needs, abilities and preferences

	Focused on the integration and inclusion of the person served into his/her community, the family when appropriate, natural support systems, other needed services

	Communicated to the person served in a manner that is understandable

	Provided to the person served when applicable

	Includes goals that are expressed in the words of the person served and reflective of the informed choice of the person served or parent/guardian

	Specific service or treatment objectives are reflective of the expectations of the person served and the service/treatment team

	Specific service or treatment objectives are reflective of the expectations of the person served and the treatment team. Are reflective of the person's age, development and culture and ethnicity.

	Specific service or treatment objectives are responsive to the person's disabilities/disorders or concerns

	Specific service or treatment objectives are understandable to the person served, measurable, achievable, time specific and appropriate to the service/treatment setting

	Identification of specific interventions, modalities and/or services to be used

	Frequency of specific interventions, modalities or services

	Provides information on or conditions for any referrals for additional services 

	Person-centered plans are reviewed periodically with the person served to reflect current issues, maintain relevance, modify goals, objectives and interventions and maintain visitation plans and/or court orders, when applicable

	Progress toward achievement of service or treatment objectives for the person served is documented, utilized for service or treatment improvement and communicated to the person served.

	When assessment indentifies a potential risk for dangerous behaviors, a personal relapse plan is completed with the person served as soon as possible after admission and includes triggers, current coping skills, warning signs, preferred interventions necessary for personal/public safety, advance directives.

	When the person served has concurrent disorders or disabilities and/or co-morbidities the person centered plan specifically addresses these conditions in an integrated manner and services are provided by personnel, either within the organization or by referral.

	If services are provided to persons who are medically fragile the person-centered plan specifically addresses how services will be provided in a manner that ensures the safety of the person served and services are provided in accordance with all regulator

	Treatment members, in response to the needs of the person served provide services that are consistent with the needs of each person served through direct interaction with that person and/or with individuals identified by that person

	Treatment members meet as often as necessary to carry out decision making responsibilities

	Treatment members document attendance of participants at team meetings and the results of team meetings

	The name of the person currently coordinating the services of the person served.

	Transition planning is initiated with the person served as early as possible in the person centered planning and service delivery process

	Program advocates for access to a full range of services based on the person's strengths, needs including risk of recidivism and relapse; and preferences.

	


PROGRESS NOTE (including Group Therapy Notes)

CARF Documentation Data Elements: 2.H. Quality Records Management;  

 * 3.H  Crisis Stabilization; 3.U  Residential Treatment;

   2.C. Person-Centered Plan; 2.B. Screening and Access to Service 

	Documented daily therapeutic intervention occur between the persons served and a qualified behavioral health practitioner.

	

	The needs of the persons serves are continuously evaluated to ensure that appropriate services are provided prior to discharge from crisis stabilization.

	

	There is at least a quarterly review of each person's Plan of services, goals and progress toward goals.

	

	The assessments of the persons served were thorough, complete and timely.

	Progress notes document progress towards achievement of identified objectives and goals.

	Progress notes document significant events or changes in the life if the person served.

	Progress notes document the delivery and outcome of specific interventions, modalities and/or services that support the person centered plan.

	Progress notes document changes in frequency of services and levels of care

	Each person served receives an orientation that is documented


Transfer/Discharge Summary

CARF Documentation Data Elements:  2.H. Quality Records Management  

                                                              4.D Criminal Justice

                                                              2.D. Transition/Discharge

	When the program provides behavioral health services in a prison the transition plan refers the person served for reentry services with the other correctional systems when appropriate

	

	

	The needs of the persons serves are continuously evaluated to ensure that appropriate services are provided prior to discharge from crisis stabilization.

	

	The transition plan refers the person served for identified continuing care in the community in which he/she will reside.

	

	the transition plan refers the person served for in-prison continuing care or aftercare maintenance services, when available.

	

	Predischarge transition plans are written at least 30 days prior to discharge.

	

	The predischarge plan addresses current treatment program, specific needs including threat to the safety and risk of relapse.

	The program implements written procedures for referrals, transfers to another level of care, transfers to other services, inactive status, discharge and follow-up.

	When clinically indicated, transition planning is initiated with the person served as early as possible in the person centered planning and service delivery.

	Is prepared or updated to ensure a seamless transition when a person served is transferred to another level of care or an aftercare program.

	Is prepared or updated to ensure a seamless transition when a person served prepares for a planned discharge.

	Identifies the person's current progress in his/her own recovery or move toward well-being and gains achieved during program participation.

	Identifies the person's need for support systems or other types of services that will assist in continuing hi/her recovery, well-being, or community integration.

	Includes information on the continuity of the person's medication(s).

	Includes referral information, such as contact name, telephone number, locations, hours, and days of services, when applicable.

	Includes communication of information on options and resources available if symptoms recur or additional services are needed, when applicable.

	The written transition plan is developed with the input and participation of the person served.

	The written transition plan is developed with the input and participation of the family/legal guardian, when applicable and permitted.

	The written transition plan is developed with the input and participation of a legally authorized representative, when appropriate.

	The written transition plan is developed with the input and participation of team members.

	The written transition plan is developed with the input and participation of the referral source, when appropriate and permitted.

	The written transition plan is developed with the input and participation of other community services, when appropriate and permitted.

	The written transition plan is given to individuals who participate in the development of the transition plan, when permitted.

	For all persons leaving services, a written discharge summary is prepared to ensure that the person services has documented treatment episodes and results of treatment

	The discharge summary includes the date of admission.

	The discharge summary describes the services provided.

	The discharge summary identifies the presenting condition.

	The discharge summary describes the extent to which established goals and objectives were achieved.

	The discharge summary describes the reasons for discharge.

	The discharge summary identifies the status of the person served at last contact.

	The discharge summary lists recommendations for services or supports.

	The discharge summary includes the date of discharge from the program.

	When an unplanned discharge occurs, follow-up is conducted as soon as possible to provide necessary notifications, clarify the reasons for the unplanned discharge, determine with the person served whether further services are needed and offer or refer to needed services.

	When a transition plan or discharge summary is provided to external programs/services to support a person's transition or discharge, in includes the person's identified strengths, needs, abilities and preferences.

	When a person is transferred or discharged, the program identifies a process to ensure coordination, the person responsible for coordinating the transfer or discharge.


Intake/Admission Assessment

CARF Documentation Data Elements: 2.B  Assessment and Referral 

                                                             2.H Quality Records management          

                                                             4.D Criminal Justice

	The assessments of the persons served were thorough, complete and timely.

	The goals and services /treatment objectives of the persons served were based on the results of the assessments.

	

	The criminal justice program conducts or obtains a timely assessment for each person served that includes

	

	A detailed history of persons criminal behavior including arrests, convictions, violations of parole or probation, prior incarcerations, pending cases.

	

	The criminal justice program conducts or obtains a timely assessment for each person served that includes information on participation in organizations or groups encouraging criminal behavior.

	

	

	Timely assessment that includes information that includes risk to self, other persons served, personnel and /or community, risk of reoffending and triggers for recidivism.

	

	

	Assessments are conducted by qualified personnel knowledgeable to assess the specific needs of the person served.

	Assessments are conducted by qualified personnel trained in the use of applicable tools, tests, or instruments prior to administration.

	Assessments are conducted by qualified personnel able to communicate with the persons served.

	The assessment process includes information obtained from the person served.

	The assessment process includes information obtained from family members/legal guardian, when applicable and permitted.

	The assessment process includes information obtained from other collateral sources, when applicable and permitted.

	The assessment process includes information obtained from external sources, when the need for specified assessments not able to be provided by the organization is identified.

	The assessment process focuses on the person's specific needs.

	The assessment process identifies the goals and expectations of the person served.

	The assessment process is responsive to the changing needs of the person served.

	The assessment process includes provisions for communicating the results of the assessment to the person served/legal guardian, applicable personnel and others as appropriate.

	The assessment process provides the basis for legally required notification when applicable.

	The assessment process occurs within time frames established by the organization or external regulatory requirements.

	The assessment process reflects significant life or status changes of the person served.

	The assessment process gathers and records sufficient information to develop a comprehensive person-centered plan of each person served, including information about the person's: 

	     Presenting issues from the perspective of the person served;

	     Urgent needs including: suicide risk, personal safety and risk to others;

	     Personal strengths, individual needs, abilities and/or interests and preferences;

	     Previous behavioral health services including, diagnostic history and treatment history;

	     Mental status;

	     Co-occurring disabilities, disorders, and medical conditions;

	     Current level of functioning;

	     Pertinent current and historical life situation information including his/her:

	age, gender, sexual orientation and gender expression, culture, spiritual beliefs, education history, employment history, legal involvement, family history, history of trauma, including abuse, neglect and violence, relationships, including families, friends, community members.

	     Use of alcohol, tobacco and/or other drugs;

	     Risk taking behaviors;

	     Literacy level;

	     Need for assistive technology in the provision of services;

	     Need for, and availability of, social supports;

	     Advance directives, when applicable;

	     Psychological and social adjustment to disabilities and/or disorders;

	     Resultant diagnosis (es), if identified.


Mental Health Eval/Admission Referral

CARF documentation Data Elements:    2.B. Assessment and Referral

                                                                2.G. Records of the Persons Served

                                                              * 3.H. Crisis Stabilization

                                                                3.R. Outpatient Treatment

	Program implements policies and procedures for assessment and referral that include identification of the use of valid, reliable, or standardized assessment tools, tests, or instruments.

	The program implements policies and procedures for assessment and referral that include demonstrated methods of identifying appropriate level of care for the person served

	The program implements policies and procedures for assessment and referral that include linkage to emergency services and crisis intervention services as needed.

	The individual record included documentation of internal or external referrals

	Appropriate referral and linkage to needed services is conducted at the earliest possible interval in the service provision.

	The outpatient treatment program offers and refers to a variety of services, based on the needs of the person served.


Social and Confidential History

CARF Documentation requirements:  2.B. Screening and Access to Services

                                                            4.D.  Criminal Justice

	Assessment process gathers and records information pertinent to current and historical life situation information, including his/her age, gender, sexual orientation, culture, spiritual beliefs, education history, employment history, legal involvement, family history, history of trauma which include abuse, neglect and violence, relationships including families, friends, community members and other interested parties.

	Assessment process gathers and records information regarding use of alcohol, tobacco, and/or other drugs.

	Assessment process gathers information regarding risk-taking behaviors

	Assessment process gathers information regarding literacy level.

	Assessment process gathers information regarding need for assistive technology in the provision of services.

	Assessment process gathers information regarding advance directives.

	Assessment process gathers information regarding psychological and social adjustment to disabilities and/or disorders.

	Assessment process gathers information regarding co-occurring disabilities, disorders, and medical conditions.

	Assessments must include a detailed history of the persons criminal behavior including arrests, convictions, violations of parole or probation, prior incarcerations and pending cases. 

	Assessments include information on the person's participation in organized groups that encourage criminal behavior.

	Assessments include the relationship between the person's behavioral health and his/her criminal activity.


QMHP REPORT 

CARF Documentation Data Elements:  2.D. Transition/Discharge

                                                              2.H. Quality Records Management               

                                                              4.D Criminal Justice

	When the program provides behavioral health services in a prison the transition plan refers the person served for reentry services with the other correctional systems when appropriate

	

	

	The needs of the persons serves are continuously evaluated to ensure that appropriate services are provided prior to discharge from crisis stabilization.

	

	The transition plan refers the person served for identified continuing care in the community in which he/she will reside.

	

	The transition plan refers the person served for in-prison continuing care or aftercare maintenance services, when available.

	

	The predischarge plan addresses current treatment program, specific needs including threat to the safety and risk of relapse.

	For all persons leaving services, a written discharge summary is prepared to ensure that the person services has documented treatment episodes and results of treatment

	The discharge summary includes the date of admission.

	The discharge summary describes the services provided.

	The discharge summary identifies the presenting condition.

	The discharge summary describes the extent to which established goals and objectives were achieved.

	The discharge summary describes the reasons for discharge.

	The discharge summary identifies the status of the person served at last contact.

	The discharge summary lists recommendations for services or supports.

	The discharge summary includes the date of discharge from the program.

	When an unplanned discharge occurs, follow-up is conducted as soon as possible to provide necessary notifications, clarify the reasons for the unplanned discharge, determine with the person served whether further services are needed and offer or refer to needed services.

	When a transition plan or discharge summary is provided to external programs/services to support a person's transition or discharge, in includes the person's identified strengths, needs, abilities and preferences.

	When a person is transferred or discharged, the program identifies a process to ensure coordination, the person responsible for coordinating the transfer or discharge.


ROBERTA-R 

CARF Documentation Data Elements:  2.B Assessment and Referral

                                                            * 3.H Crisis Stabilization

                                                              4. D Criminal Justice

	Program implements policies and procedures for assessment and referral that include identification of the use of valid, reliable, or standardized assessment tools, tests, or instruments.

	

	


	* indicates programs we're not accredited for but we comply with to meet community standards.
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