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INTRODUCTION:
Department of Children and Families (DCF) and The Department of Mental Health (DMH) monitor the following Medical Record Standards for Rehab Option Certification:
· Medical Records 

· Assessments 
· Determination of Need for Rehabilitative Services (Clinical Formulation-Interpretive Summary)

· Treatment Plans (Individualized Treatment Plan and Individual Service Plan as applicable)  
· Service Notes

· Quarterly Reviews

· Discharge Summaries

The following document identifies the Department of Children and Families and Department of Mental Health Medical Record Standards and indicators for Caring Together contractors providing rehabilitative services and participating in Rehab Option. Additionally, this document provides specific direction to provide further clarification of the indicator.

STANDARD 1:  Medical Records
Indicator 1.1 

An individual record is created and maintained for each youth.
A consolidated, integrated record contains all documentation provided directly by the contractor or subcontractor.  Subcontractor implements contractor’s record keeping system including policies and procedures.

When creating and maintaining the consolidated medical record Caring Together providers are not required to use the Massachusetts Standardized Documentation Project (MSDP) forms.
See attached FAQ: Rehab Option: Forms: Required and Optional
The record will not pass if it is determined that it has not been created or if fraudulent record keeping is evident. 

Indicator 1.2 

Information in the record is logically organized, and consistent with the agency’s established protocols.

Records follow a prescribed format:

· Each record (paper) contains a table of contents and the information is filed accordingly.  Electronic health records do not contain a table of contents and only list titles of documents.

· Records follow a standardized format consistent in all of the contractors’ service locations.

· For paper documentation correction fluid/tape is not used to make corrections. Proper error correction is for the author to draw a single line through the error in ink and the author should initial and date the entry. 

· One year of Individualized Treatment Plan (ITP) documentation is in the record or readily accessible.  The Provider’s assessment and the Child/Adolescent Needs and Strengths (CANS) must remain in the record and include the previous year’s Individualized Treatment Plan (ITP). All assessments should remain in the paper record.
Indicator 1.3

The confidentiality of records and other sensitive information is maintained in accordance all applicable state and federal laws and regulations as set forth in the CARING TOGETHER Contract as evidenced by a Provider’s policies and practices.  The regulations include, but are not limited to, DCF regulation 110 CMR 12.02 and DMH regulation 104 CMR 28.09.  In addition, a Provider serving DMH youth must comply (both as to confidentiality and security) with the DMH Caring Together Business Associate Agreement (including all HIPAA and HITECH requirements set forth in the Agreement). 
Providers shall have and employ reasonable physical, technical and administrative policies and procedures to ensure the confidentiality, integrity and availability of records, including an electronic health record, and other sensitive information.  These policies and procedures shall address, but shall not be limited to, the following areas: access; use and disclosure (with particular emphasis on the minimum necessary rule); physical security; electronic information security; record integrity; retention and destruction of records; and staff training, compliance and auditing. 
Records (paper) must be in a secure (locked) location.
STANDARD 2:  Assessments 
Indicator 2.1

A mental health, physical, and psychosocial assessment is written or updated prior to the development of the Individual Treatment Plan (ITP).  The assessment(s) create a baseline profile of the youth’s mental and physical health, and a psychosocial history.

A comprehensive assessment including mental health, physical and psychosocial assessment information, is written within thirty (30) calendar days of enrollment or there is clinical rationale that outlines the reason why the assessment was not developed within the 30 day timeline. The assessment is updated at least annually thereafter.  
A Provider's (30 day) assessment may add or refine the original assessment of needs and strengths that were obtained through the referral CANS. This is used to frame the treatment plan.  
See attached FAQ : “R” Day Reporting: Development  and Annual Update of the  Assessment
See attached FAQ: Child/Adolescent Need and Strengths(CANS) and the Development and Annual update of the Assessment.
Indicator 2.2

The Assessment is signed, dated and credentialed by Licensed Practitioner of the Healing Arts (LPHA).  
See attached FAQ: Assessment and Annual Update of the Assessment Role of the Licensed Practitioner of the Healing Arts (LPHA)
The  record will not pass if the assessment is not signed and credentialed by the LPHA.
Indicator 2.3

The assessment includes an evaluation of the Psychological Functioning
· Cognitive and Psychological Functioning including thought process, judgment and orientation to person, place and time;

· A profile of the client’s affect and behavior;
Indicator 2.4
The assessment includes developmental history, trauma history, and sexual history and risk assessment.

Caring Together providers are also required to conduct an initial risk assessment at time of intake, but no later than 8 hours after the start of services.  The findings of the initial risk assessment may result in the development of a safety plan according to agency protocols and the results and/or safety plan may be incorporated into the 72 hour individualized treatment plan required in the contract.

Indicator 2.5
The assessment includes a medical, and or mental health service need and history of treatment. 

This can be expressed as a diagnosis, or narrative description.
History of the treatment, as well as the symptomatology characterizing the service need must be documented within the assessment.  
Indicator 2.6
The assessment includes documentation of a need for psychotropic and/or other medications. 

List current medications prescribed; dosages, frequency, and the purpose for which the medication is being taken.  If there is no medication prescribed documentation noting such should be in record. 
Roger’s Order is required for DCF custody youth for anti-psychotic medications and must be available in the record when applicable.
Indicator 2.7
The assessment includes physical health status, including physical and dental examinations conducted annually, and other evaluations, as appropriate, of the youth’s medical and dental condition.  

A current physical is required upon intake and documented in the record.  DCF policy requires an initial visit within the first 7 days, a comprehensive within 30 days.
In the event that a physical and/or dental exam does not appear in the record, there is documentation which explains why an annual physical and/or dental exam is not present.  The documentation must be signed by the youth/family or his/her Legally Authorized Representative (LAR).

Indicator 2.8

The assessment includes an evaluation of the youth’s family.

The evaluation of the youth’s family as it impacts the development of the ITP in the following areas: 
· Strengths, 
· Key supports and the extent of involvement with the youth, 
· Needs and stressors, 
· Relevant history 
· Mental health, substance use and trauma history, 
· History of protective services.

Indicator 2.9
The assessment includes social and environmental support, including: an evaluation of the youth’s community, family and key support person(s) in his/her life.

Social supports include the key individuals identified by the youth as supports and the extent of their involvement.
Environmental supports include an evaluation of the youth’s integration into his/her community including engagement in recreational, avocation/hobbies and leisure activities.  Meaningful activities should be noted but the frequency of activity not required.
Indicator 2.10
The assessment includes cultural and ethnic factors, including the youth’s evaluation of his/her religious, racial and cultural context.
Record cultural, ethnic and religious/spirituality factors considered important to the youth/ family/ LAR and those that are pertinent to mental health and/or substance use treatment and support needs. Identify issues necessary to provide culturally competent treatment and support to the person.  Also note any relevant issues relating to immigrant status or assimilation into American culture.

If interpretive services are indicated to complete assessment for the active participation of the youth/family/LAR these services are arranged.  The delivery of interpretive services to complete the assessment is documented.  
Indicator 2.11
The assessment includes language and communication skills, including the youth’s ability to hear, understand and use the English language, as well as an assessment of the youth’s ability to communicate and make his/her needs known in their preferred language.

If interpretive services are indicated to complete assessment for the active participation of the youth/family/LAR these services are arranged.  The delivery of interpretive services to complete the assessment is documented. 
Indicator 2.12
The assessment includes: educational background, including: a history or evaluation, as appropriate, of the youth’s educational background or schooling and current educational plan, if any. 

Identify barriers to learning, history of learning difficulties, educational interests/skills and the person’s preferred learning style.  
Individual Education Plan (IEP) and 504 Plan and/or Chapter 688 Transition Plan if applicable should be in the record and integrated in the assessment.
Indicator 2.13
The assessment includes a history or evaluation of the youth’s vocational or occupational readiness skills and interests, and employment record.

Individual Education Plan (IEP) and/or Chapter 688 Transition Plan if applicable should be in the record and integrated in the assessment.  If applicable, an assessment of vocational readiness should be included.
Indicator 2.14
The assessment includes an evaluation of daily living skills (ADL’s) and identifies the status of the youth’s ADL skills including level of independence or assistance required to manage the following areas: 
·      Medication management

· Money management (including budgeting)

· Personal care skills

· Self-preservation 

· Grocery shopping/food preparation 
· Housekeeping/laundry skills 

· Transportation skills

· Exercise

· Problem Solving

· Time Management
· Substance Use/ Abuse
Assessment information for this section documents the current baseline functioning of the youth.  
Indicator 2.15
The assessment includes court involvement, criminal behavior and delinquency history.
Information regarding any legal/court involvement or forensic issues should be included in the assessment.
Indicator 2.16
The assessment includes resource availability, including financial resources and health insurance for the youth.

Identify the resources available to the youth. Financial information should also include income if applicable and the types of medical insurance the individual receives. 

Indicator 2.17
The assessment includes the youth’s strengths and preferences including interests, and aspirations.

Describe the personal qualities including strengths/capabilities, as identified by the youth/family/LAR that can be put into service toward achievement of goals.  This is an opportunity to paint a picture of the youth/family/LAR and begin to identify and incorporate his/her strengths.
Indicator 2.18
The assessment includes the involvement of outside services including the identification of public and private agencies that are part of the youth’s integrated service system in which the youth has contact and the extent of that contact.  

Outside agencies refer to those agencies that are external to the Caring Together contract.  This section may also include Caring Together subcontracted services that the youth is receiving. 
DCF Social Worker/DMH Case Manager should be noted as a service if applicable.  
Indicator 2.19
The assessment includes clinically assessed focal needs which are either prioritized to be addressed, declined, deferred, or referred out for services.  

Statements of deferred, referred out and declined needs and rationale are required for all need areas identified in the assessment that will not be addressed in the ITP. 

Indicator 2.20
The assessment includes a Clinical Formulation-Interpretive Summary as the determination of need for rehabilitative services.  

Include an analysis and assessment of information provided within the assessment and the opinions of the LPHA and preferences of the youth/family/LAR and significant other(s)

The LPHA uses the information available in the assessment(s) and the youth/family/LAR’s preferences to develop the clinical formulation to attest to its accuracy to determine the need for rehabilitation services.

Necessity for rehabilitative services is documented as the type, intensity and duration of interventions provided in the current treatment plan as needed to prevent worsening and/or produce improvement of symptoms, behaviors and/or functioning level related to the assessed needs.  

The 30 day assessment completed by the provider may add or refine the original assessment of needs and strengths that were identified through the referral CANS (when available).  This information is used to frame the individualized treatment plan, and may be used as part of the clinical formulation.
See attached FAQ: Clinical Formulation/Interpretive Summary
The record will not pass if a clinical formulation-interpretive summary is not provided.

STANDARD 3:  Individualized Treatment Plan (ITP)
Indicator 3.1
An ITP is developed within thirty (30) calendar days of the youth’s enrollment into DCF/DMH Caring Together and updated quarterly.
An ITP shall be a well-integrated, family driven, youth guided and strength based strategy used to map and track delivery of services. The ITP must address each prioritized need and to the greatest extent possible reflect goals and objectives of attaining independent living, family unification or permanent placement as appropriate. The Individualized Treatment Plan ensures that services are well defined and focused; services are delivered with the appropriate intensity and relevancy that meet the needs of the person served. 

Each ITP must be updated quarterly or there is rationale that outlines the reasons why the plan was not updated within the quarterly timeline.
See attached FAQ: “R” Day Reporting: Initial Treatment Plan(72hrs)
See attached FAQ: “R” Day Reporting: Development of the ITP and ITP Quarterly Reviews 
The record will not pass if the ITP is not present.   

Indicator 3.2
An ITP is based on the findings and recommendations of the assessment
Goals, objectives and interventions of the ITP reflect the Clinical Formulation/Interpretive Summary and the prioritized assessed needs (goals) identified from the assessment(s)
Indicator 3.3
Discharge criteria are developed at the time of the youth’s intake and reviewed regularly and within every modification to the treatment plan.  

Discharge criteria are included in the ITP including the Initial Treatment Plan.  Discharge criteria are also included in the updated treatment plan at 30 days, and within every modification to the treatment plan thereafter. 

See attached FAQ: “Clinical Formulation/Interpretive Summary” 

Indicator 3.4
For individuals receiving case management services, there is evidence that the DCF Social Worker/DMH Case Manager is included in the planning activities and a copy of the youth’s ITP and modifications thereto are submitted to the DCF social worker/DMH case manager.
DCF Social Worker/DMH Case Manager’s signature is present on the ITP and/or there is a service note documenting the Social Worker/Case Manager’s participation and/or there is a service note documenting contact with the Social Worker/Case Manager and the type of contact.
See attached FAQ: “R” Day Reporting: Development of the ITP and ITP Quarterly Reviews
Indicator 3.5
The ITP is compatible with the youth’s Individual Service Plan (ISP) 

The record should include a copy of the ISP, if applicable for both DCF and DMH. 
If there is a discrepancy between the ISP and chosen ITP goals and/or objectives, there is documentation in the record noting a dialogue with the DCF Social Worker/DMH Case Manager and the outcome resolution.
Indicator 3.6
The ITP includes a baseline level of functioning and skills. 

Describe the youth’s strengths, skills, abilities and resources related to the identified need areas. (Strengths include those people, places, and things that the person has available to help them achieve their goal). 

Describe significant issues and potential obstacles that (may) impede attainment of identified need areas addressed within the context of the ITP.  
If baseline information is not located in the ITP it must be located in the assessment.
Indicator 3.7
The ITP includes goal(s) which are family driven and youth guided and are directed toward need resolution and include target date(s) for completion.

Goals should be realistic and achievable within the context of the program period.  Goals should be descriptive, behavioral, and realistic given the time frame of the program.  They should be clear enough so that everyone involved would know when the youth has achieved the goal. 
A goal identifies a desired outcome that results from the rehabilitation plan.  They are written in positive terms and may be expressed in the youth’s own words that document his or her desired outcomes. 
Indicator 3.8
The ITP includes objectives expressed in behavioral and measurable terms that are directed toward need resolution and include target date(s) for completion. 

Smaller steps are necessary to structure the rehabilitation process.  Objectives are the sequential, interim points along a continuum of progress toward the desired goal.  Objectives are specific, measurable/concrete, attainable/achievable, realistic and time-framed. (SMART)

S= Specific

M= Measureable/Concrete

A= Attainable/achievable

R= Realistic

T= Time-Framed

The medical record will not pass if projected target dates for completion are not noted or are outdated and not documented in the quarterly review(s).
Indicator 3.9
The ITP includes rehabilitative interventions used to teach the skills needed to achieve the rehabilitation goals and objectives. 

Interventions are the specific treatment modalities or tasks provider staff members undertake to work with the youth toward treatment goals.
Interventions are skill teaching strategies and support used to facilitate the achievement of the rehabilitation goals and objectives. The intervention(s) and rehab strategies chosen take into consideration the youth’s strengths/needs/barriers. Interventions are the methods used to facilitate accomplishment of the objectives.  They include: who will be involved in the process of assisting the youth/family/LAR; what activities will be performed; what assistance will be provided; and duration/frequency of the activity.  
The record will not pass if interventions in the ITP only demonstrate support and supervision and lacks rehabilitative teaching.
Indicator 3.10
The ITP includes the staff person currently responsible for implementing and/or overseeing the implementation of each action step or intervention. 

There may be instances when more than one person is involved with implementing the treatment plan (e.g. Follow Along worker, OT etc).  Each intervention of the ITP should include the functional title(s) of the responsible staff implementing the interventions within the plan, what they will do, and how often.  At times, where interventions are being implemented by a number of different staff, staff title may be used.
Indicator 3.11
The youth, LAR, LPHA, multidisciplinary team, and significant other(s) as indicated by the youth and/or family (i.e. relatives, friends, advocates, service providers, staff, etc.) were involved in the development and/or implementation of the ITP, as evidenced by team participants being listed on the ITP document.  
The youth and/or family and/or LAR signatures indicates acceptance of the ITP and /or there is a service note in the record documenting the reason for lack of signature(s).
See attached FAQ: “R” Day Reporting: Development of the ITP and ITP Quarterly Reviews
See attached FAQ: “R” Day Reporting: Initial Treatment Plan(72hrs)
See attached FAQ: Individualized Treatment Plan: Development, Review and     Revision Role of the Licensed Practitioner of the Healing Arts. 

The record will not pass if there is not an LPHA signature on the ITP.
STANDARD 4:  Service Notes
Indicator 4.1

Service notes are written and entered into the record each time the ITP is implemented.

Documentation is required each time an intervention in the ITP is implemented.
In a staffed group setting when multiple interventions may be implemented within a twenty four hour period by one or more staff it is acceptable for one service note to be completed by a designated staff person.  Information for the service note would be collected from staff reports, daily shift notes, and other methods documenting progress.
Service notes should reflect the frequency of interventions as outlined in the ITP or document rationale why the frequency of intervention(s) was not carried out.

See Attached FAQ: Service Notes: Reporting Individual Treatment Plan(ITP) Implementation.
See Attached FAQ: Rehab Option: “R” Day Reporting General Guidelines for Reporting
See Attached FAQ: Rehab Option: “R” Day Reporting Development and Annual Update of the Assessment
See attached FAQ: “R” Day Reporting: Initial Treatment Plan(72hrs)
See Attached FAQ: Rehab Option: “R” Day Reporting Development of the Individualized Treatment Plan (ITP) and Individualized  Plan Quarterly Reviews
Indicator 4.2

Service notes include a description of the youth’s response to implementation of the ITP.
Service notes document the youth’s skills and functioning demonstrated in meeting the ITP goals and objectives as reported by the youth or by others who have observed or interacted with the person.

Indicator 4.3
Service notes are signed, dated and titled by the person responsible for ensuring the implementation of the ITP or designee.

See Attached FAQ: Service Notes: Reporting Individual Treatment Plan (ITP) Implementation.

Indicator 4.4
Service notes include significant events in the youth’s life that may have affected the implementation of interventions. 

Significant life events that may impact the implementation of interventions should be documented in the service note.  This may require a revised ITP if a new need is identified as an outcome to the significant event.
Other agency/community supports and resources supporting the ITP should be included into the service note as applicable.
STANDARD 5:  Quarterly Review
Indicator 5.1

For youth served, the progress and current status in meeting the goals set forth in the ITP are reviewed quarterly.
Quarterly reviews are required and are utilized to develop a new quarterly ITP.
See Attached FAQ: “R” Day Reporting Development of the Individualized Treatment Plan and Individual Treatment Plan Quarterly Reviews.
Indicator 5.2

If the need for additional assessments is identified during the implementation of the ITP, the assessment is provided and timely arrangements are made to procure the assessment(s).
The need for additional assessments could be noted in the service notes and/or quarterly ITP review(s).  The assessment would be located in the record.
Indicator 5.3

The youth and/or family and/or LAR participated in the ITP review, as evidenced by their signature, or there is an explanation for the lack of a signature.  

Every effort is made to schedule the ITP review at a time that is convenient for the youth and/or family and/or, LAR, significant other(s) and if applicable other treatment providers responsible for the integrated treatment plan. In the event that the youth and/or family and/or LAR are unable to attend, an evaluation of progress must occur at prescribed timelines and the reason why the person was unable to attend is documented in the record.  

When significant changes are made to the quarterly ITP, revisions are reviewed with the youth/family, and/or LAR and accepted in writing prior to implementation. In the event that the youth/family and/or LAR are unable to accept, an evaluation of progress must occur at prescribed timelines and the reason why the person was unable to attend is documented in the record.
Indicator 5.4

The quarterly ITP review contains an evaluation of the youth’s progress toward attaining stated goals and objectives.

Evaluations should include an overview of the youth’s progress throughout the quarter, as well as insights staff has regarding the person’s response to implementation of specific ITP interventions.  The description of progress is a quantitative and qualitative description of the result of the intervention(s) (i.e. the individual’s progress or lack of progress made relative to the goals and objectives).
Indicator 5.5

When the objectives are not met, there is an analysis of the clinical, social, familial and/or reasons for lack of delay in progress. 

In the event that the youth does not meet stated ITP objectives, documentation should include the specific reasons why progress was not made.  This analysis should be considered when the team meets to assess the efficacy of current treatment plan goals, objectives, interventions and actions to be taken.   
Indicator 5.6

The youth’s goals and objectives, related target dates for achievement and rehabilitative interventions are revised in the ITP according to the findings of the quarterly ITP review.
Indicator 5.7

The names and titles of the participants are included in the quarterly ITP review.

The names and titles of other agencies/community supports and resources supporting the ITP are included in the quarterly ITP review.   The credentials of the LPHA must be documented.
Indicator 5.8

In cases where the youth has an LAR, and there are substantive IAP modifications, the LAR has signed the revised quarterly ITP.
Indicator 5.9

For youth’s receiving DCF /DMH case management services, there is evidence that the DCF Social Worker /DMH case manager is included in the quarterly ITP review process.

The DCF Social Worker/DMH Case Manager is considered part of the individual’s multidisciplinary team. 

STANDARD 6:  Discharge Summary
Indicator 6.1

The closed record contains a signed and dated discharge summary entered into the record within fourteen (14) days of the youth’s discharge.
In addition to a discharge summary, Caring Together providers are required to complete a CANS as part of the discharge planning process.  
Indicator 6.2
The discharge summary includes the course of progress related to the goals identified in the ITP.

Indicator 6.3

The final assessment includes:
Recommendations and arrangements for follow-up, if warranted.  The discharge summary should include: the course of treatment while the youth resided in the program; the youth’s status in relation to goals, upon discharge; recommendations for follow-up services, and the transition plan used to attain those services.

After care services should be noted in the discharge summary.  The discharge summary should note the services that will be needed for the youth at discharge, who will be providing the services, and aftercare services that the current program may be providing.   
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