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What is Concurrent Documentation?

Simply...it is a model of documenting the sessiontenhand process with the
consumer/family “at the same time” he/she/theystitepresent in the session with the
service provider. Basically it involves incorporaian active discussion at the end of the
service encounter and documenting the informatroriged in the electronic clinical
record (ECR).

CD allows the service provider to confirm with tt@nsumer/family in a proactive
manner:

* The goals and objectives addressed during theosessi

» The therapeutic interventions provided by the dioace staff

* Their feedback regarding progress made and anataicof their perceived
benefit of the service.

In addition, this practice is an appropriate ext@msf the therapeutic interaction that
could serve to focus the client/family on what jasturred in the session as well as their
next steps in the process of recovery/resiliency.

This is a shift from the traditional but ineffeaidocumentation model in which direct
care staff writes a “private” note between themsgland the chart at some time after the
session has finished. With CD, when the “clienesith touches the door to leave,” the
clinical work and documentation are complete (unkesninute or two after the client has
left is needed to complete the documentation).



Why is the MHC adopting and implementing ConcurrentDocumentation?

5 Class Exercise’Paraphrasing” or “Reframing”

Have all training participants take out a piecpapber and pen or pencil and write down
thls statement in their own words:

“Concurrent Documentation is a very effective qualimprovement tool and a
compliance strategy in response to enhanced exteat@ountability requirements.
In addition, research indicates that consumers ammpowered by this process and:
thus take more ownership of their treatment andithtreatment is more effective.” |

Because this reflects a growing trend in soundedfattive behavioral health care
practice, the MWCMHC management is having the ersgency move forward to adopt
and consistently utilize this model.

This Concurrent Documentation model will

» Set a standard among all staff to assure docuni@miatcomplete, consistent,
and compliant.
* Involve consumers in the therapeutic process atmfdeng of session content and
process (review, feedback, description, insight)
* Ensure greater content accuracy b/c of reducedlmheeen actual service and
writing the progress note
» Positively impact staff by
1. Reducing anxiety b/c of being behind in documeatati
2. Increasing staff morale and job satisfaction
3. Enhancing staff quality of life and collective wéking
4. Reducing staff burn-out/turnover rates
5. Allow the agency to service an increased numbeposumers/families
* Ensure compliance concerns with state and fedematlards



The MHC’s Concurrent Documentation Pilot Project

1. The pilot project will actually introduce two (2w models “concurrently”:

e Concurrent Documentation
e A new Clinical Formulation Modé&l

2. The pilot will include selection a combined totéleteven (11) MHC clinicians
and case managers along with selected consumerseaare their commitment
to utilize this process.

3. Participant introduction to and training in the rebd

4. Each staff participant can take stock of theirag$ and identify modest physical
changes (furniture, longer cords, rearrangemeraarh configuration, etc.) that
would enhance model adoption and usage duringikbie p

5. Consumer/staff participation for a six (6) weekiper

6. Develop and hold regular mentoring and positive geeport group for all
participating staff members.

7. Collection of staff and consumers’ feedback andtieas to model during pilot.
8. SDT review results and feedback.
This effort will lay the foundation for eventualecy-wide introduction of models at an

MHC All Staff meeting, results of pilot projectast testimonials and an agency-wide
training and implementation of these models in&df sftocumentation practices.

* Notes onClinical Formulation Model

This will involve separate training.

Clinical Formulation model will give a list of cetia that should be covered in
Assessments and each DAP Note to achieve complebmsistency and compliance.
The agency wants to ensure that the “Golden Threftthedical necessity linkage” is
established and carried through in each consumatyfa ECR chart. This model will
move us toward more of a “checklist” format andsle§a narrative format that we
concurrently use with Qualifacts. This checklistlwiclude many, if not all of the fields
seen on the Individual Progress Note attachmelut Will reveal agency essential ECR
criteria which can be used as a “Needs & Want$'ftiscomparative shopping for a new
ECR model or an agency upgrade to Qualifacts 5.0



Possible Barriers to Implementing Concurrent Documatation |

=

abrwn

Integration with current (Qualifacts) or new Electic Case Record (ECR)
program

Consumer and staff anxiety and resistance to change

Stalff training needs

Facilities adjustments

Not lagging with follow-up and agency-wide implentegion

Benefits of Concurrent Documentation

To the Consumer/Family

Involves consumer/family in the therapeutic process recording of session content and
process (review, feedback, description, insight);

Empowers consumer/family to know and determinecthese of clinical
assessment, interventions and progress of therapy.

Real time feedback will increase consumer/familyyin” to therapy

Cutting out-of-session documentation time resutsncreased hours per clinician
per year for direct service, thus serving more aorers/families.

MHC Staff

To

Because clinicians will clarify their impressionsdetherapeutic interventions by
putting them into words in front of the consumeaniily, this enhances the
therapeutic value of the session.

Ensures greater content accuracy b/c of reduceslligtween the actual service
and writing the progress note;

Eliminates the staff’'s “treadmill” of always having catch up on documentation
of services, that is, to keep paperwork timely aocurate.

Can save up to 8 hours per week (or 384 hoursgsa) yn documentation time.
With increased time availability, this allows cbians to be less anxious about
accepting and seeing more consumers on their @batany one time.
Conversion to CD is accompanied by a drop of upbt in staff sick time usage
Less anxiety and stress to direct service staffivoesult in enhanced morale
greater job satisfaction, and improved qualityilgf$ense of well-being.



To the Agency

» Sets a standard for clinical formulation amongstdff to assure documentation
completeness, consistency, and compliance witapgllicable state, federal and
accreditation standards.

* Increased documentation compliance would lowetihked of paybacks via
OIG audits

» Staff's increased availability could help servidierts with other payor sources
and/or a larger penetration rate of Medicaid cient

* Increased staff morale and enhance quality ofdibeld reduce staff burn-out and
turnover rates.



Initially Introducing Concurrent Documentation to t he Consumer/Family

From the very first session with a new consumeriigrar starting with the next session
for analready active consumer/family, it is important fioe therapist to take a few
minutes to discuss the consumer/family’s role @atment, including creating an accurate
record of progress and problem areas. If they nstaled why this is important, and that
they are an integral part of the process, theyrame likely to concur with, then
participate in the practice of concurrent documigmeand not feel uncomfortable or
upset by it.

You will need to develop your own “script” of whiatinitially say to the consumer
family to introduce the ensuing practice of coneatrdocumentation.

The Program Supervisor in San Miguel uses thigpsaith consumer/families:

“Because this record is your record, and in an et to build therapeutic

trust, we will develop a note at the end of oussBesthat describes what we
talked about during this session. This note neéedsclude a description of
what we discussed and did during the sessionll Inglude my assessment, but
if you have either support or disagreement with tharite let me know and |
will include your comments. We could also disarssagreements or
disagreements you have, to help clarify issuds.ithportant for you to speak
up with your idea and opinions. We will also placehe note any plans we
develop for the next meeting and any homework yoémeed to do to help with
your treatment.”

Your script should include the following items:

1. The term “concurrent documentation.”

2. Explain this term - this is a team effort betwebeant and service provider to
create a record that documents the session cardrtrocess “at the same time”
with the consumer while he or she is still preserthe session with you.

3. Frame it more as an “invitation” to their particijeen in treatment rather than a
“requirement.”

4. Explain that you will be reviewing the followingitiys as you document:

* The goals and objectives addressed during theosessi

» The therapeutic interventions provided by the dicece staff

» Their feedback regarding progress made and anatidicof their perceived
benefit of the service.

5. Enumerate the benefits to their participation is thay (See benefits of
Concurrent Documentation — To the Consumer/Family).

NOTE:. Please use positive terms in this script. Doapatiogize for the process or say
something like “The agency is making me do thidisTonly serves to undermine the CD
process, the therapeutic value of CD, and ultigdtes therapeutic relationship




Concurrent Documentation to the Consumer/Family Inthe Session

Your Attitude

View this not as a trial, but as an essential etegroéthe therapeutic process that you are
learning to integrate into and consistently usaliof your direct service sessions.

Setting routine is one of the best ways to get nathit. One said if you are keep doing

one thing on a scheduled time for 21 days contislypyou will able to get it into your
habit

“For the things we have to learn before we can deein, we learn by doing them.”

Avristotle

Keep aPOSITIVE ATTITUDE about this change in practice
by focusing on the benefits to your clients, yourdieand this agency.

Time Usage

Direct service providers can use the first 45 nesuor the formal therapeutic encounter
and appropriately conclude the formal session.sEmeice provider can then shift the
focus in the last 10 to 15 minutes of the houh®ihteractive process of documenting
the service with the consumer/family present.

The consumer/family MUST be present in the sesisiamder for “concurrent”
documentation to occur. If the client leaves thesigm, the documentation efforts do not

constitute a therapeutic interaction with the dligrat can be included in the total length
of the service encounter.

Transitioning to CD In the session

1. Use the traditional “wrap up” at the end of slession to try and transition to the
documentation. This is something that many climisiare used to doing as they
try to synthesize what was done during the sesanoinbring some closure to the
process. You might say “We’re getting close toehd of the session. Let’s stop
here and review what we talked about.” The onlfed#nce is that instead of just

doing a verbal recap, or writing it down on pas,done directly on the
computer ECR.

2. Some introductory phrases to transition irdouinenting the service might be



“Now let’s work together to document the importantomplishments/ideas/work
that we have done today.”

“What you shared is important. | want to captulnéstinformation.”

3. It may not always be practical to write during timeeat” ofa session, especially for
a clinician who has a hard time with typing or wwgt quickly. This is why waiting
until the last few minutes of the session to “wugy) the session in writing with the
client may be a good idea. The therapist can jatrdioy hand some thoughts that
they want to remember and then transition thalhéocomputer as they wrap up. As
David Lloyd says, letting the client know that wiliag¢y say is so important that you
want to write it down can be a nice way to helpd¢hent understand and get
comfortable with the process of you jotting dowfoiduring the session, whether
by hand or on the computer

4. Use you best judgment, discretion and trial andrefithe CD technique will vary
from staff to staff based on what works best farheiadividual direct care staff. It
will be up to the clinician to set parameters athwany “wrap up”/summarizing
activity. The clinician must be able to judge howich time is needed for this type
of activity based on the individual client’s lewlfunctioning. Examples are

* With a client who is very manic and has a hard tkeeping to the subject,
the therapist might choose not to do concurrentid@ntation because it
might take more time and be less effective.

* When working with a client who is very high funatiag, the
documentation may only take about 3 minutes.

» Practicing with different types of clients will uttately help the clinician to
decide on time frame. If the session starts tooner, then the therapist
might suggest that they need to quickly finishwhap up, or stop where
they left off and the therapist will have to daviten the client leaves. The
therapist can invite the client to review the i@&sthe note at the next visit.

* If new info comes up while doing this at the endha session, then as with
any session, the clinician must make a judgmeitd agether that
information can wait until the next session or reeedbe discussed
immediately (as in suicidal talk).

* There may be clients who do have a hard time wittom time to time. If
someone is very upset or in crisis, it might nopbssible to adhere to this
process.

i Class Exercise

' Role Play5-10 minutes of a therapeutic encounter. Then hfyEarticipants imagine |
' they have to document wit this client. Have alinirag participants take out a piece of
. paper and pen or pencil and write down what theyhtrput in their DAP Note. What
. kinds of problems might they anticipate with a ctier session like this in relation to

. concurrent documentation? Facilitate discussion.

____________________________________________________________________________________________________________________



CONCURRENT DOCUMENTATION CASE STUDY #1
Southlake Mental Health Center
By John Kern, MD, Medical Director

Through many years as a mental health center nmatiieator, | have been in search of
the holy grail of documentation: quick and easpédorm, rapidly accessible, containing
needed data and helping to guide clinical actiaitg decision-making in a rational
direction, with linkages to needed medical infonot like drug interactions. It goes
without saying this could not happen in the worldh@ paper chart, at least not in our
setting, with diverse services and clinicians dbaoting to the medical record.

Our first attempts at electronic clinical documéiotaback in the 90’s were text-based,
essentially a typescript printed up, signed andeqalan the paper medical record. This
was abandoned after a trial. | had thought drugrmétion and interaction programs
would be useful, but found similarly that they wé&re slow — just a few seconds of delay
make them unusable in a busy practice. Movingeotednic record-keeping was
inevitable, however, and became more practicabagpaters speeded up.

| found myself increasing the use of the computesassion, for example, to access
information about unusual treatments or other tneat centers on Internet, and
increasingly with clients present. | would turn 8@een on my desk to show clients the
information we had retrieved, or maybe to teacimtiw one went about getting
worthwhile medical information on the Internet. Viihge instituted a drug information
program on the network, | started showing clienttsitdt was doing, and they were
interested in the process. They would often askaweok up something else for them.

| wanted to have a program that would populateta nith client information: dates of
services, medication history, meds prescribed hgrst medical history, consents, AIMS
tests, lab data, etc. We couldn’t make the CMHC Mkxhager Module do what |
wanted it to do. | ended up doing essentially e thing via the “cut-and-paste
technique.” The notion of concurrently doing thiasacatalyzed by our involvement with
David and Scott Lloyd, who urged us to consides #dditional refinement.

Let me describe how we operate in Medical Servicss:sideways to my desk, facing
the client, with the keyboard in front of me on dgsk, and the monitor on my desk,
turned slightly toward me, so | can see it bettat,easily turned so the client may see if
they wish, making a point of sharing it with therhem we need to share data. | often
type while one or the other of us is talking, (hagpe quickly, without looking, and
while talking or listening) and often say out lontat | am writing, especially when
writing down the client’s words — “the voices aoaidler, do | have that right?” or when
documenting a treatment plan — “We’'ll raise the ;@10 mg and meet in 2 wks,
right?” Usually once the essential details arerextenot much more typing will be
needed till the end of the session. The general ione of documenting important
issues and making sure both of us are on the sageegs we draw up our plan of
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treatment together. | don’t find it necessary tawthe client “I'm going to be typing
while we talk,” or “this is how | take notes.” Igtigo right ahead.

The cut-and-paste technique is a way of pullingvéod clinical data from progress note
to progress note efficiently, including other medsi medical problems, weights,
consents, AIMS tests, labs, general overall clinitgression and plan, and
documentation of exactly what | have prescribedispensed. (This is very useful for
nursing staff when clients call about refills.) ik our network and the CMHC program,
opening the new event, opening the old event,rautind pasting the content from the
old event takes 20-25 seconds per case. This @evwite opportunity to look at notes
from other clinicians (like reviewing the paper dh)avly new note will use the old note
as a starting point, and more than half of the r®otiata that is the same from session to
session (med lists, dates of consents, etc.) Uswailing the new note only requires a
few sentences. Closing, electronically signing, patling through the bill take another
15 seconds or so.

This can often be done as we are parting, clieptiisng their coat on, etc. When the
client’s hand touches the door, the clinical walticumentation and billing are complete.
Sometimes the clinical setting does not permit, @l | will take a minute or two after
the client has left to complete the documentatiar.me, this is about 15% of the time,
for some of our psychiatrists it is most of thedjrthough almost always before the next
client is seen.

Staff acceptance | began encouraging other psychiatrists to conatigrelocument,
with the carrot of avoiding hours of paperwork atl ®f the night. Varying levels of
receptivity were the rule, though some cliniciareyevalready computer-savvy and
interested — now all psychiatrists do some forraarfcurrent documentation. Eventually,
based on this experience and that of other faslitour center made concurrent
documentation a matter of policy for all clinicéf, not just psychiatrists, as of 3/1/06.
Varying levels of compliance and implementationseiroughout the organization, but
efforts toward implementing concurrent documentatice expected in every clinical
program, and some solutions are still evolving. Mamsicerns have been expressed by
older clinicians, who fear the intrusion of the garter into the therapeutic process, or
who feel that they are “taking up the client’s tinhg documenting during the session.
Most, but not all, therapists have grown quicklgwstomed to the process. Unlike the
situation in many centers, psychiatrists have takeriead in the acceptance of
concurrent documentation at Southlake.

Client acceptance- Though there has been concern that clients waerckeive
concurrent documentation as intrusive and impetsonaexperience has been far from
this. Some clients have told our staff that thegkilwhat they are saying must be
important if it is being written down. | am frequnprompted to include information in
my notes as | am typing, “Make sure you also sagrsso.” One of our pilot outpatient
clinicians told us that clients wanted her to brihng computer back after the pilot was
over. | have personally not had a single complaiitgr thousands of sessions.
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Effects on clinical work - The concurrent documentation process has someavgosit
effects on clinician’s attitudes and performancthwilients. Writing the note in such a
way that it is acceptable to the client’s regularysal calls for tact, but it is possible to
write, “Client is upset about changes in meds heathan “Client continues to be
impossible to please,” with no loss of meaningndlfthe need to avoid judgments of this
kind helps me to better maintain the necessarag®eitic stance with difficult clients. As
well, when the documentation goes quickly, | femidrmore time and energy to spend
with the client. | find myself thinking, “Oh, | ddrhave to write anything down today.”

Quality of life issues— when my patient day is done at 8:00, | turnkiae in the office
door at 8:00, with all my clinical work and billirdpne. Even on very busy days, there is
the sense of being caught up as one proceedsheitheixt clinical task, not the panicky
feeling of being buried deeper and deeper in agfifgaperwork that will have to be
sorted out later in the evening.

Effects on practice style- surprisingly, rather than lengthening my aversegsion, |
have found that | am seeing clients for briefesgass. In my setting, a CMHC, this is
not undesirable and makes it possible for me twigeoservices to a larger number of
clients in the same period of time, which is need@edas recently forced by an
unexpected staffing problem to cover the caseldaxhe of my staff psychiatrists, and
was able to care for a large number of clientd,wwauld have been impossible to
manage using the old system.

Effects on documentation completenessAs of March 2005, there were 143 missing
progress notes in our outpatient Medical Serviegggmdment. As of March 2006, after
the implementation of concurrent documentationiehveere 4 missing progress notes.

Center support for concurrent documentation— Staff and supervisors were educated
and trained in the process of concurrent documientat training sessions held through
late 2005 and early 2006. Staff were informed lmthheir supervisors and clinical
directors that this would be the expectation fairtpractice. Some challenges arose
including (1) Group services, (2) In-home serviaad (3) In-school programs.

Southlake demonstrated administrative supportiferpractice in a number of ways.

= We purchased laptop computers for case managemeériorin-school staff, and
have piloted the use of wireless Internet cardggetonit concurrent documentation
where a ground Internet connection not available.

= All clinical staff offices were visited to asse#séss for the use of concurrent
documentation with our existing desktop equipmand all staff offered help
with rearranging furniture, computer connectioris, m order to facilitate this.

= Even more creativity was needed to help our Pattapital staff comply with
the concurrent documentation directive — eventualdy figured out a way to
reconfigure the therapy day so that at the entiefiay, the treatment staff person
would have a group with all those clients whoseudoentation they were
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responsible for, and would be able to completestiremary of the day’s activity
with the client present.

= There were significant logistical problems with guoment for this program — an
attempt at wireless connection was not succes#falrealized that the extra
desktop computers left over when the case managdestaghin another program
were issued laptops ftineir concurrent documentation program could be used
for this, along with movable computer carts purelbgears earlier when
desktops were in short supply. This made is poss$dslus to successfully outfit
the Partial Hospital staff at no additional expeimseomputer equipment.

Monitoring of practice —It has been a fairly simple matter to monitor tke of
concurrent documentation via the use of the CMH@pnise View module — the
supervisor may follow the progress through the afag clinician’s work, and see if their
documentation is being done concurrently by moimtpthe completion of notes and
billing, which are posted on Enterprise View inlreae.

Commitment to the practice- While hiring good psychiatrists is always diffiquilt

began to have problems with hiring psychiatrist®weren’t comfortable with

computers, or who couldn’t or wouldn’t type — Idity stopped trying and have made the
decision that this is a prerequisite for work heneen though this has meant turning away
some promising older candidates.

Limitations - 1 still would like a note that would do the cutekpaste for me, and have
a complete list of prescribed meds — we may berlmko an e-prescribing package that
may provide this functionality soon, though severtath programs have blown up at a
late stage of introduction.

. Positive impacts of concurrent documentationudet

= |Improved timeliness of billing and supporting ctial documentation.

= Improved quality and usefulness of clinical docuta&aon, especially for
psychiatrists, in terms of monitoring drug interags, consents, laboratory tests,
medications prescribed.

= Reduction in time spent in documentation, especiaing the cut-and-paste
technique.

= Increased involvement of clients in the treatmédahping and documentation
process.

= Improvements in therapeutic interactions necesslthy clinicians being forced
to clarify their impressions and therapeutic ingtions in order to put them into
words in front of the patient.

= Improvements in the quality of work life of clinams (less time spent
documenting, being able to feel caught-up withrtlhwark most of the time,
instead of always behind, being finished with watkhe end of the client day.)

Of all the administrative changes we have madedemt months and years, this is the
easiest to sell and to use — once the front emgméern about negative effects on the
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clinical interaction is addressed, it is clearlstep forward, and clinicians who become
fluent with it never go back.

CONCURRENT DOCUMENTATION CASE STUDY #2
The Mental Health Center of Greater Manchester (MHGGM)
By David Lloyd
Accountable Care and The Success Oriented ServicEsange Initiative:
The Mental Health Center of Greater Manchester Expaence

Accountable Care Change Initiative - Phase |

During the first phase of the Accountable Care @lednitiative, the Management Team
recruited 52 staff members that included managjees,and support staff to form 4 work
teams. The team focus areas were:

» Standardized Documentation Team

* Performance Standards and Revenue Team

* Enhanced Cost Efficiency, Compliance and Outconess
» Organizational Support Team.

Each team was assigned a set of change “delivafabl@chieve within certain time
frames. The work teams met frequently during the fiear Phase One period, and all 4
work teams met together every few months to upeaté other on progress with
deliverables. The focus of the work teams during phase was to review the systems
and processes that The Mental Health Center oft@r&sanchester (MHCGM) had in
place which support the clinician’s ability to prde direct care to clients. During Phase
I, MHCGM also implemented productivity standardsfeeth by the Performance
Standards and Revenue Team. Competency- basednpanice appraisals began to be
used agency-wide. The Organizational Support Taaneged agency staff about staff
workplace satisfaction, recruitment and retentiidme Enhanced Cost Efficiency Team
developed a consumer satisfaction survey and datdized system for surveying
consumers.

To support enhanced performance standards for $edins reviewed each piece of
paperwork that was required of clinicians, andsesliforms to include only the
necessary information. As much as possible, staimtat forms were designed to be used
center-wide. Team members piloted the new formsgs®es, and revisions were made
based on their feedback. Once all the revisiongwemplete, training was provided to
staff on how to use the new documents.

During these trainings, the team encouraged siafbtument services during the direct
care sessions, with client participation. Clieghsitures were not required on progress
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notes, but this practice was encouraged duringitoeperiod. The mix of direct care
staff involved in the Phase | program was 50/50iclbased and community based staff.

Leadership Implementation Model

MHCGM provided an excellent Leadership Implemeptatilodel for its staff. The basic
tenets of the Leadership Implementation Model \&the alternative Mandate Change
Model are:

e Create among all stakeholders a better understgmdinow complex
documentation requirements under Medical Necegsigyitative audit standards
can be effectively accomplished with the clientfiigrmpresent.

¢ Reduce anxiety regarding the shift to a concurdectimentation model by
sharing examples of how the model is working.

e Provide a mentoring environment by identifying beng to a concurrent
documentation model and action objectives used/¢éocome the identified
barriers.

e |dentify and communicate benefits of the concurgmdumentation model based
on enhanced client satisfaction/involvement, coarge with documentation
submission and billable hour standards and imprevgnm the quality of life for
staff

e Shift the focus fromwhat individual staff will losein order to implement the
concurrent documentation process toatvindividual staff can gainby using the
concurrent documentation process as a tool tatieila more quality-based
compliant documentation environment.

To support the Leadership Implementation Model,aalithe end of Phase I, MHCGM
had a “Town Meeting” that all staff were invitedatiend. During the Town Meeting,
David Lloyd, National Council Consultant, faciligat a panel of 6 direct care staff from
various departments providing services in the effad in community settings. Each
panelist shared their experiences on how the coertudocumentation process had
worked for them, the barriers they met/overcamd,gave tips about how other
clinicians could implement the concurrent styleloEumentation for both clinic and
community based service delivery. The Town Meetitag also very important to help
staff not involved in the Phase | concurrent docotaigon process to focus on the
benefits to the clients and to staff.

At the end of Phase |, approximately 18 monthg &ffiie beginning of the agency’s

change initiative, the management team reviewedrpss, and set forth new goals for
Phase II.
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Accountable Care Change Initiative - Phase |l

Accountable Care is one very important aspect of8uccess Oriented Services”
approach. With this in mind, MHCGM embarked on $keond phase of the change
initiative. The Phase | work teams gathered togdtireone final meeting and based on
the outcome of the deliverables that these teams alde to achieve, the mission and
goals for Phase Il were redefined for each of ¢w& Rhase Il teams. Some of the staff
who were part of the Phase | teams were not menab&kase 1l teams and staff who
had not participated in Phase | were invited tonaenbers of teams in Phase Il. The 4
Phase | work teams were reduced to three teams:

» Standardized Documentation Team (SDT)
» Performance Standards, Revenue and Cost Effici€aaym
* Public Relations/ Communications/ Marketing Team.

Phase Il was structured operationally to functiomlarly to Phase I. The three work
teams met individually to achieve their deliverabl@uarterly, the entire groups of teams
met to review progress.

The Standardized Documentation Team

One of the changes made on the Standardized Doc¢atioenTeam was that all members
had to be willing to participate in the concurrdntumentation model, and to develop
the agency plan for electronic medical records en@ntation. Emphasis on concurrent
documentation had been a top priority for the SRTeam of “internal promoters”
(comprised of SDT members and other clinicians wiilzed concurrent documentation)
was developed to support an increase in the nuoflgirect care staff who document in
session through positive peer support, mentorimgealucation. Additionally, outcomes
identified from the pilot program have been shaxéti all staff such as:

e Direct care staff who were committed to the conentrdocumentation model felt
(except in the case of some community based sarvicerisis visits where it was
not indicated) that the concurrent documentatiodehactually improved the
therapeutic relationship Concurrent documentation validated what thentlie
said, included client in reviewing and summarizihg session and the plan for
the next service. The staff members who were nisigdooncurrent
documentation were the ones who said it detracts.

e Improved internal auditdor staff using the concurrent documentation model

e For staff using the concurrent documentation méabf there was alramatic
improvement in their quality of life Others were at varying degrees of struggle.
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Many staff found it challenging to utilize concunt@locumentation in
community-based settings, especially when issugsiwdcy emerged or when
children were seen without their parents present.

As a result, 3 new Leadership Implementation Madiport components for the
concurrent documentation model have been implerdeait®HCGM:

* New employee orientation now includes a modulearcarrent documentation

* Added concurrent documentation to standardized iISigoen logs to keep the
topic alive for both supervisee and for supervigtwsencourage supervisors to
assist in removing barriers to concurrent docuntemtp

* The Phase Il Participants are in the process ofrgadome “role play” videos,
one to address each of the perceived barrierdthat staff have expressed (i.e.,
“Its not ethical to bill for therapy while you’reothg paperwork”; “It’s too hard to
stop the flow of conversation and start writingG.g

Finally, new and continuing deliverables were astablished for the other two work
teams, which include ensuring productivity standawere fair, making revisions to the
performance appraisal for both clinical and nomichl staff, and focusing on both
internal and external marketing of services. Thiotigese initiatives, MHCGM is
confident that the organization will continue t@yide quality, state-of-the-art services,
thrive financially, and remain a leading commumtgntal health provider.

Some Results and Reports

Reflections, experiences, observations and recordatiems from individual direct care
staff that have adopted the Concurrent Documematiodel at MHCGM:

1. Linda Powers, RN, MA, LCMHC: Writing notes during session reinforces to the
client and/or parent that | am attending to thefrarts of progress and symptoms, and
validating their concerns. As we address the garadisobjectives, the client/parent realizes
that | am mindful of the treatment plan, and thgrde of progress is consistently being
assessed.

Documenting my observations as | observe a chdg gaves time. | have found that
writing the ISP (treatment plan) during sessionfagices the concept that therapy is a team
effort between therapist and the client(s)/fanlilikewise, completing the quarterly ISP
Review with the client/parent in session reinfortazsn effort and the therapist’s attention
to status of progress.

To be timely with the ISP Reviews, if a client ia¥A’ed (No Show) or canceled the
appointment when the review needs to be compléattially fill in the review with the
information taken from previous documentationsth#t next appointment, the review is
completed with the client/parent. This way, | anteab maintain compliance with
submitting the review on time.
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| partially complete the Annual Assessment Updatk @AFAS/Eligibility with the
client/parent, confirming symptoms, concerns, fgriling, etc, but find it easier to finish
writing the documents at another time. If an appoent is not attended immediately prior
to the date this information is due, | completedbeuments prior to the next appointment,
drawing information from recent notes. | have pldpdound the transition to
documenting during sessions easier than someielnshave, because my professional
experience as a telephone triage nurse and asea imuat pediatric office prepared me to
document immediately, and during interactions. leaeesv, there are times when
documenting during session is inappropriate bectiesatensity and/or nature of the
session requires total attentiveness to the client.

Ken Aubry, MSW, LCSW: My first experience with the concurrent documeotati
model was about a year prior to efforts at MHCGMtreamline paper work. | was at my
primary care physician’s office, and at the enthefvisit, he took out his mini cassette and
began to dictate results. What impressed me veawdly he demonstrated an obvious
respect for me by the way he identified specifiche exam and his conclusions. If | had
questions, he was there to answer them.

| had a positive feeling about the experience aed tvhen the idea of doing paperwork
started to be discussed, this image helped mevéoitga try. Introducing this to clients was
not very difficult. | began by asking if they wouide to summarize what we discussed and
in particular address what was useful for themrduthe session and what might have been
not so helpful. | found that most were very willitgparticipate in the process. This

worked well for the progressotes, as for othdorms of documentation such as treatment
plans, three month reviews, and annual clinicabigsl | found introducing them at the
start to their treatment made for a smoother ttimmsand became something they would be
expecting to complete as treatment progressed.

The advantages to doing much of the clinical natesforms in session were immediately

apparent. | noticed that following a therapeutiah) | felt different. | was not burdened to

quickly write a note before the next hour begdmad a few minutes to relax, stretch a little,
and had time to think about the next case. Thatslitelt they knew more about what went

into their treatment planning and found it to mare collaborative process.

Finally, I would not do documentation in sessioth# client presented with intense
feelings indicating a clear need to respond. liféthportant to validate this and turning to
complete documentation would be a clear distraction

Catharine A. Main, MSW, LCSW: | like spending time with my clients. | have more
than enough energy to maintain a large caseloddhigh productivity; however, | could
not feasibly maintain this without completing pregs notes in session. I'll share with you
just how | geared up and how I figured out why ingtnotes in session was important to
me and to my clients — | actually get to spend ntione with them!

About a year ago, | heard staff talking about akhé@/ho Moved My Cheese?” by
Spencer Johnson, MD. | told my supervisor thasgédn the book on sale and she asked
me to pick-up several copies. | thought to mys#iinust be important!” so | read the
book (one of her copies); it was an easy readarned that | was one of those “hanger-on-
ers” — | like to cling to the old. | also learnddht there were many changes looming and
thought I'd better prepare myself.
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Completing progress notes was one of those chatengquickly realized that | already
completed very complex behavioral analysis in sesgiith my Dialectical Behavioral
Therapy clients. We’d complete complex chains iving the most intricate links to
behavior — clients readily identify links and inase their awareness. Although they
sometimes dreaded completing a chain, there waeulot that they are tremendously
helpful in finding out what'’s being reinforced.

They like to know that | want to know every detgikt like | was watching a movie about
prompting events, time, place, thoughts, feelingferabilities, timing, consequences, etc.
We needed to find patterns and themes. They likenteyest. They like that | jot down
every detail stating, “That’s important.” I'm verguch in connection with my clients
during those times. We are both very mindful. réleenergy flowing. We know where
we’re going in reducing or extinguishing serious @npulsive behaviors that are
sometimes life threatening. Our work is very sasiand we need to remember things.
How could we possibly remember without writing iveh? So, the leap to writing other
notes in session was not so far. Last month twasea huge reduction in my DNA (No
Show) rating (13%) and, to me, that's an indicatiwet my clients like my attention and
my approach.

Frankly, I'm very proud of my productivity and teork that | do. There is no way | could
see all of my clients and have high “billable hdwrithout efficiently completing progress
notes in session. Ninety-five per cent of the tifeave work on time — | could never do
that before. Staying after work hours and still imashing my work really wore me down
and | started to think, “our work as social workisraever done”. The sad thing was that |
accepted an almost constant fatigue. That is ngelothe case and, despite our work being
difficult at times, | have late afternoons and emga to replenish.

Concurrent Documentation Consumer Satisfaction Outemes

A critically important component of the concurrelsicumentation model at MHCGM
was to solicit and use the feedback from consunfi@nsilies. Below is a brief summary
of the Concurrent Documentation Satisfaction Suesgluation outcomes for the period
September 1, 2003 through August 31, 2004 whicludwsd:

* Of 927 respondents whose clinician usiael concurrent documentation practice:

1. 83.9% felt the practice was helpful.
2. 13.7% found the practice neutral
3. 2.3% disagree with the practice

» Of the 284 respondents whose clinician did nottheeconcurrent documentation
practice:

1. 31.5% felt the practice would be helpful
2. 36.9% felt the practice would be neutral
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3. 31.3% disagree that it would be helpful

Contact Information:

For more information regarding this accountable @drange initiative, please contact:
Jane Guilmette at (603) 668-4111 or at her emaltes$guilmetj@mhcgm.org Also,
you may access more information at our websgitew.mhcgm.org

Summary:

Community Behavioral Healthcare Centers are fanidfiple ever changing challenges.
Additionally, these challenges include ensuring geavices provided to
consumers/families are focused on recovery/resific@nhancing qualitative
documentation compliance, the need to retain gtaftl and, at the same time, facing the
need to enhance performance levels of staff. Binewrent documentation model has
proven to be very helpful to address these veryptexnand seemingly contradictory
issues at the direct care level to the benefihdividuals (both consumers/families and
staff) and therefore, the entire organization.

About the author: David Lloyd, author of Mow to Deliver Accountable Caré, has successfully facilitated the
development and implementation of compliance basadagement accountability initiatives with over 4DBHOs,
regional medical centers, and primary care pragtibeoughout the United States. He has been aréshpresenter at
numerous national, regional, state and local wargshand conferences. Mr. Lloyd is President of M.TServices,
LLC based in Raleigh, North Carolina, that spez&di in providing management, training, and accdlataare
conversion services throughout the nation. Consaffagement scheduling and copies of his curreok meay be
arranged through contacting the National Counailcath.org or by calling 301-984-6200.
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CONCURRENT DOCUMENTATION CASE STUDY #2
The Mental Health Center of Greater Manchester (MHGGM)
Questions/Concerns for Concurrent Documentation
Curriculum Development and Training

1.

Process

Is it supposed to take 5 minutes to do this? Wheameeting face to face with the client
would you keep them for the whole hour and use thiast 10-15 min. of the session to
document?

Typically direct care staff members are using t6¢0450 minute formal therapeutic
encounter model and then appropriately concludiegérmal session and shifting the focus
in the last 10 to 14 minutes of the hour to conipgetvith the client present an interactive
process of documenting the service. A good intramtyghrase to transition into
documenting the service might be, “Now let's warsgéther to document the important
accomplishments/ideas/work that we have done tbday.

Also, the staff at MHC of Greater Manchester pragfave used the traditional “wrap up” at
the end of the session to try and transition tadibeumentation. Saying, “We’re getting
close to the end of the session. Let's stop hedeewiew what we talked about” , is
something that many clinicians are used to doinpeg try to synthesize what was done
during the session and bring some closure to thegss. The only difference is that instead
of just doing a verbal recap, it's done with papeon the computer.

Is it acceptable to have 50 min. sessions and docent after the client leaves? Or does it
have to be done with the client in the room?

If the client leaves the session, the documentaiforts do not constitute a therapeutic
interaction with the client that can be includedha total length of the service encounter.
There are three major reasons for doing concudeciimentation.

a. Compliance - Having the required documentation completed teefloe service is
billed. Going even a step further and having flentsign the note as the MHC of Greater
Manchester program ask clinicians to do allowsef@n more compliant practice.

b. Client recovery- Having the client be an active participantlireapects of their
treatment, including documentation.

c. Time effectiveness Completing the notes during sessions with tlemt present

allows for more accurate and timely documentatiostead of letting documentation build up
and put the clinician at risk for error, or haviiogstay late to complete.
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If your staff are doing the documentation after ¢hent leaves the session, your staff miss
out on at least two of the above goals.

3. How does concurrent documentation work?

Basically it involves incorporating an inactive dission with the client/family with them
present during the service encounter and docungeatirpaper forms and/or keying into an
electronic clinical record the information providéReview the Concurrent Documentation
Case Study developed by David Lloyd for furtheomfation).

Also, from the very first session with a new cliemtt starting with the next session for an
already active client, it is important for the thpist to take a few minutes to discuss the
client’s role in treatment, including creating artarate record of progress and problem
areas. If clients understand why this is important that they are an integral part of the
process, they are more likely to participate ingrectice and not feel upset by it. There may
be clients who do have a hard time with it fromdito time. If someone is very upset or in
crisis, it might not be possible to adhere to thizcess. Once the therapist has explained the
process to the client, he/she can proceed with img the documentation (See #1).

4. How do you type and speak at the same time witholiaving the client/family feel as
though you are ignoring them?

Some of the techniques used are:

a. Discuss the approach of involving the client/faniilythe documentation process
at the beginning of services to gain their undediteg and concurrence (Review
the Concurrent Documentation Case Study for furitifermation on approach
with clients/families at the beginning of service).

b. Indicate to client/family, “What you shared is initamt, | want to capture this
information”
C. Provide training for staff to become more profi¢iantyping without having to

look at the key board on a constant basis.

It may not always be practical to write during timeeat” of a session, especially for a
clinician who has a hard time with typing or wr@iquickly. This is why waiting until the
last few minutes of the session to “wrap up” thesgmn in writing with the client may be a
good idea. The therapist can jot down by hand dbimeghts that they want to remember
and then transition that to the computer as thepwp. As David Lloyd says, letting the
client know that what they say is so important tai want to write it down can be a nice
way to help the client understand and get comféetalith the process of you jotting down
info during the session, whether by hand or orctitaputer.

5. Will there be flexibility about when and when not b use this method?

Response: The use of clinical judgment to effectively detemmion a case by case and event
by event basis when the concurrent documentativerisappropriate. The Concurrent
Documentation Case Study provides several idedtifistances where the model does not
work for some staff. However, it is important foclinician to give it a good try before
determining that it can’'t be done. When first beiiig this process, clinicians might have a
lot of anxiety around it. Clinicians should be agvaf their own feelings about the process so
that they can be as successful as possible. ifatdecomes very upset or paranoid by
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concurrent documentation, then the clinician mawtvta stop the practice for that session.
At a calmer moment later in, or at the end of #mes®n, he/she can go back and revisit
whatever the client’s reservations are and sdeeiktis a way to address their anxiety around
the practice to help them become comfortable with i

6. Are there standards and procedures that really worR

Response:Refer to theConcurrent Documentation Case Study for furthesrimfation.

Additionally, each clinician develops his/her oviyls when doing concurrent
documentation. Through practice, clinicians temtdécome more and more comfortable
with the process and are able to develop a stye@utine that works for them.

7. Do you do this documentation in the client's home Do you document as you go along?
Concern that clients will feel intimidated by this.

Response:Yes, documentation in client’s home is very appiaiprfor so long as you have
discussed this process with client as a helpful twagnsure understanding and agreement for
the service interventions provided, the client'sp@nse to the interventions and progress
achieved or lack of progress due to identifiedibesrand a plan to overcome the barriers. It
has been determined from in home direct care gafiy the concurrent documentation

model that it may be inappropriate to use conctigienumentation if the client/family is in
crisis. Again, clinical judgment will need to beedsto assess each situation.

Many of the community-based therapists at MHC-GM e practice of concurrent
documentation in the home. It works the same watdaes in the office, only the therapist
might need to have some sort of clipboard if haniivg;, or PDA/ portable computer if using
electronic med record.

8. What are the benefits of this process?

Response:Review the Concurrent Documentation Case Studthiidentified primary

three benefit areas:

a. Enhanced quality of life for staff based on stafdback using the concurrent
documentation model. The key benefit in this asdaeing able to finish documentation
work daily and go home without the anxiety of beb@mhind/needing to catch up.

b. Enhanced compliance with documentation completiandards in that documentation is
completed and submitted at the end of the service.

c. Client satisfaction and enhanced engagement iapleetic process based on client
satisfaction surveys from other MHCs using the coremt documentation model (refer
to the concurrent documentation case study proyided

Also, #2 above also addresses this issue.
9. There is a concern that sessions will go overtimeith trying to get documentation done
with client still present. Suggestions on how todep the session from starting all over

again when summarizing at the end of the session @amew comments and info come up?

Again the technique will vary from staff to statised on what works best for each individual
direct care staff. It will be up to the cliniciamset parameters as with any “wrap up”/
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10.

11.

summarizing activity. He/she must be able to @idgw much time is needed for this type
of activity based on the individual client’s lewslfunctioning.

For example, with a client who is very manic and adard time keeping to the subject, the
therapist might choose not to do concurrent doctiatiem because it might take more time
and be less effective. When working with a cliehbvis very high functioning, the
documentation may only take about 3 minutes. Riiagtiwith different types of clients will
ultimately help the clinician to decide on timenfra. If the session starts to run over, then the
therapist might suggest that they need to quidkigli the wrap up, or stop where they left

off and the therapist will have to do it when thiert leaves. The therapist can invite the
client to review the rest of the note at the nesitvif new info comes up while doing this at
the end of the session, then as with any sessierglinician must make a judgment as to
whether that information can wait until the nexdsien or needs to be discussed immediately
(as in suicidal talk).

How do you facilitate a CFT meeting and type/documd at the same time?If typing
while listening to team members, chances are onlyat of what is being said will be
heard and details will be missed. On complex CFTsuch as those with larger number
of members and are high maintenance with volatilealationships a scribe would be
needed. Who would that be?

The amount of documentation during the meetinghieyfacilitator is dependent on the
complexity of the CFT. For example, if the CFT sists of parents, child and therapist the
concurrent documentation process would be the saer the therapy progress note done in
collaboration as a summary.

Concurrent documentation during a complex CFT mgeatould be done by one of the
following:

1. Atthe site, a FSP, FC/BHT, Therapist, CliniCainsultant, CFT Coach or any other
JFCS staff who may be attached to the team cotlldsascribe for the team meeting note.

2. For some youth/parents that have the capahititydesire, they could type their own
notes in a Word document during the meeting.

3. There are sections of the note that could bepteted ahead of time or during the
meeting. The majority of the documentation woutdcbmpleted as part of the group
summarization process before the end of the meeting

What are the agency’s expectations for this proce®sWill it be optional for staff who
are already meeting productivity requirements, whaodon’t have difficulty with time
management or with completing documentation accuraly and timely?

The agency’s expectation is that all staff who@viding direct care and are required to
complete documentation will utilize concurrent daomntation as part of their standard
practice. Professionals utilizing concurrent doeatation have found this practice to have
increased their productivity. The rationale fomngsconcurrent documentation goes far
beyond productivity and time management. Thosegusbncurrent documentation have
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12.

13.

been able to show that it is an engagement tooinptes clarity of understanding between
staff and clients, increases client and staff &ati®n and results in accurate documentation
of treatment content.

Need simpler forms for documentation so focus isndn navigating through complex
formats. For CFT notes it would be difficult to keep the note organized while running
the CFT meeting due to the way the template is. @ times the writer will run out of
room in the template boxes yet you have to finishleof the template before generating
the document (at which point you can add more).

The CFT meeting note for cases that are not complg&nerated off the progress note and is
not complicated. There are plans to change thplsgenfor the CFT meeting note used to
document the intensive cases. Suggestions are mveltmr submission to the IS Clinical
Team.

At MHC-GM, as part of our Accountable Care Initi&j we reviewed all clinical forms and
formatted them so that they would somewhat guides#issions, be compliant with state
standards, and have little need for “narrative’tiwg. Rather, check boxes are used. You
may want to consider doing something similar fa fitrms that you use on the computer if
possible.

Need clarification where concurrent documentatiorwould not be an option (i.e. if we
are out taking a client to look for jobs, applyingfor AHCCCS, home visit with client in
a group home setting). Is it appropriate to be doig documentation in a setting where
other clients are around and can possibly view thigfo?

Recommend that as the pilot program progressetssipleaific protocols be developed to
address when it is appropriate to use concurrecurdentation model. Also, it is important to
ask for specific feedback from peer direct caré stging the concurrent documentation
model during the Internet based training.

If the therapist is meeting in a place that is @writial enough to talk, then likely it is
confidential enough to write. Not all settings aosducive to therapeutic activities, whether
verbal or written. MHC-GM agrees with David Llotttht the agency policies should dictate
where therapy can and can't take place. As withpoyected health information, if the
progress note, treatment review, treatment planjstompleted in a community- based
setting, then the clinician must ensure that gafe and secure from others reading it. If it is
in a computer, then a password security systeikalyla safe alternative. For handwritten
documents, placement in a bag that remains inuk®dy of the clinician can provide safe
transport back to the secure medical records area.

Client Related Concerns

1.

Are we supposed to have client feedback on this press?
Yes, routine surveys and feedback should be reggiest a part of a CQI process.

At MHC-GM, we have begun surveying clients aboig ffrocess every quarter. Thus far,
the results have been positive. Your agency may teamplement a similar process by
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adding a few additional questions onto the alreadsting survey (Examples of the 3
guestions we ask are in the case study).

Are we asking the family/client what they want usa write or are we simply writing as
we are speaking with the client (i.e. writing how & would normally write without their
input, but just doing this with them present)?

The concurrent documentation model provides anliextepportunity for direct care staff
and client/family to have an interactive dialogti¢he end of the service about the
goals/objectives in the service plan addresseerviantions provided and the client/family
response of how they can/will use the informatiatefivention provided in the session. Also,
this response provides an opportunity for cliemifg to identify barriers to using the
interventions provided which can be addressedmarafor future service encounters. Based
on the client/family responses, the direct carff stan identify any progress achieved during
the session. Therefore, the concurrent documentptiacess is very interactive.

Additionally, it is important to remember that ttlenical record is a legal document and that
anything the clinician writes in it may be reviewater litigation. While this is a very
interactive process, and clients can have inptgviewing the information/ review of the
session, the clinician must always docunaadurately It is likely that most of the time,
there will be agreement as to what evolved dutiregsession, how much progress is being
made, what the treatment goals will be, etc. Thathn should document anything they
would normally document, while allowing the clignthave input into the process as well.
Under HIPAA, if a client does not agree with angththat is documented in their record, it
must be reviewed. If incorrect, it may be corrddbg the writer. If the information is
clinically accurate, but the client disagrees wtfth content, they can submit and addendum
to be added to the record, expressing the aspdéttswvich they disagree and what they feel
iS @ more accurate

What if there are clients who are completely opposkto this? As social workers, we are
to value our client wishes. Wat do we do if they don’t want us jotting down nogs?

If specific clients do not feel comfortable wittetboncurrent documentation model, then
direct care staff needs to support these wishedl. dfients of one staff have a concern and do
not want to participate, then it is recommended tie identified staff receive re-training on
the use of concurrent documentation model anceitefits by assigning a mentor to work
one-on-one with staff members that have been iiethtas needing this training.

Most of the time, clients are perfectly fine witlig process. It is used in all aspects of
healthcare these days, and as clients become mawstamed to it, they will likely have little
trouble with it. But MHC-GM does agree that if same is vehemently opposed to the
practice, it should be avoided. It is difficulthave an hour long session and remember all of
it without jotting down some notes. MHC-GM thinKgeats realize this and if explained to
them in a practical way, even if they are initiadiyposed to it, they might feel better about it
if they understand why it's important.
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4. When clients have situations they don’t want documded, should we not document the
comments as requested? Would like some suggestiaither ways to note or re-state
the information that may be acceptable to client.

Ask for specific feedback from peer direct cardfsiaing the concurrent documentation
model during the Internet based training. A basicqgpal of documentation is to document
only what is necessary. This usually includes ttaysas necessary to meet the payor
requirements, state compliance standards, andreapie essence of how the client is
progressing, risks, services provided, etc. Ifdient is opposed to using the word
“hallucinations” for example, the clinician might@ose to use a direct quotation to express
what the client has revealed (i.e. Client repditkeep hearing voices telling me that | am
bad”). Direct quotes are a good way to keep angnuehtal or inaccurate information from
getting into the chart. If, for example, a clieays that they are suicidal and they ask the
clinician not to document that, |1 would explainthe client why it's important that we
document this information. Likely there will be ethinterventions involved if this is the
case. If the client presses for something thatblabsy should be documented not to be, then
I would halt the documentation and let the cliemb that consultation with a supervisor is
necessary. You can assure the client that onlyrimdtion relevant to the assessment will be
included. At MHC-GM it is rare that this issue casrup.

5. Current feedback from clients is that doing the no¢ during the session would be
uncomfortable. Reaction so far by clients has ndieen positive. How to present new
practice to clients?

Ask for specific feedback and initial experiencegarding client feedback from peer direct
care staff using the concurrent documentation mddeng the Internet based training. Also,
in the case study the participating clinicians addrhow they “gentled” into the use of the
model with clients.

It is important to determine how much is clientadisifort with this process, and how much is
clinician discomfort. At MHC-GM, we surveyed botleats and staff to get a sense of the
barriers to this process. Client surveys have sstgdeahat they generally do not mind this
practice, and most find it helpful. It is a majérange for most clinicians and anxiety about
the change is very normal. As stated in otheraesgs, client and staff education about the
benefits of this practice is needed in order teleessful.

6. Will this process hinder rapport building with new clients?

Outcome from use of the concurrent documentatiodehdoes not indicate that the process
hinders rapport building. Outcomes indicate thatdbncurrent model enhances rapport
building. Encourage that is area be addressedspithific feedback from peer direct care
staff using the concurrent documentation modelndytie Internet based training.

We have not found that it hinders rapport withrigeif done well. The therapist will have to
pay attention to both non-verbal and verbal cuasfthe client and assess whether this
process is interfering with the therapy. If dohéhe end of the session like David Lloyd and
MHC-GM suggest, there is a good chance that itadglimore to build rapport than hinder it.

27



7. How to train/transition clients who are accustomedo working with us in certain ways
to having this different type of therapeutic alliarce. Concern with comfort level of
client.

Ask for specific feedback from peer direct cardfsiaing the concurrent documentation
model during the Internet based training regardiogy they transitioned existing clients to
the concurrent documentation model.

Change is a normal part of life. Much of what wevdth clients is helping them adapt to
changes as they arise. The switch to using thisgggcan be seen as an exercise in change
process. Clients may be vulnerable. But they @\gery resilient. As long as the therapist
adequately explains the process, why it's importaoiy it will effect the sessions, and what
is expected of the client, it is likely that thansition will be fairly smooth. The clinician can
periodically check in with the client to make stiney feel OK with the change.

8. Professional may be perceived as rude, disrespedtfur uncaring by the client. Clients
will think professional is not being attentive or rally listening to what they are saying
and will wonder what is being typed or be more focsed on “what you are writing” then
on what we are talking about with our clients.

Outcomes from other professionals using the maggbasrt the perception by clients/families
that the interactive documentation model is caand provides very useful and helpful
information in a recovery/resiliency model of sers. Ask for specific feedback from peer
direct care staff using the concurrent documentatiodel during the Internet based training.

MHC-GM has found that in most cases, this isn’‘étrfi the therapist explains the process
ahead of time, clients have been very receptitbdadea. Any medical professional usually
jots down a few notes during a session. We havedhtmanplaints from clients in the past
because the therapist wasn’t writing any notes diovthe session.

Doing the wrap up/writing together at the end & session usually would not be seen as
rude or uncaring, but as collaborate and respeatfille client’s role in the process.

9. How can it benefit the client if they will have moe participation in charting and less
time and involvement in the therapy itself?

Those using the concurrent model have experieratecttarting becomes an appropriate
extension of the therapeutic encounter and supguete/ork/interventions provided in the
first 46 to 50 minutes of the one hour sessionk s specific feedback from peer direct care
staff using the concurrent documentation modelndytie Internet based training.

Documenting with a client at the end of the sesdioes not have to mean the client is less
involved in therapy. At the time when a usual eewbf the session would happen to bring
closure to what was discussed, the therapist carthisstime as an opportunity to document
and involve the client in a way that he/she like#s not been involved in the past.
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Clinician Related Concerns

1. While in session am listening and observing body tguage. How can | do that with my
face in the computer? How to attend, listen, asseand respond in a manner conducive
to rapport building and effective therapeutic processing? Process can seriously disrupt
the therapeutic flow, where it will be easy to misgey elements while writing, missed
opportunities for therapeutic challenge and invitatons for growth-all critical aspects of
the therapeutic process.

Typically, the concurrent documentation is donthatend of the service. However, as staff
have used the process, they have expanded theroemcdocumentation model to initial
diagnostic assessments, etc. (Review the Concubarumentation Case Study for further
information)

Concurrent documentation, if done well, shouldintgrfere with the client interaction.
Rather, it should enhance it. Doing it at the ehthe session, as David Lloyd suggests, is
one way to ensure that the therapeutic procesesepved. Certainly, any of us would feel
upset if we went into a therapy session and ouafiist was turned away and looking into
the computer. Concurrent documentation doesn’tesigtpat this be done. For assessments,
evaluations, consults etc, where lots of questamadeing asked, it is definitely possible to
document during the session even into the compMigny primary care physicians do that in
their practice, and it is fine to do, as the pradesmore “information gathering” than
therapeutic intervention. Explaining the procesthtoclient ahead of time and making sure
to have a respectful rapport with the client whHendquestion is being asked can go a long
way in helping them to feel comfortable with this.

2. How do you use when there is a lot of critical emainal work or trauma work being
done? Instances where concurrent documentation maye inappropriate or
cumbersome such as crisis situations, trauma or gf issues with clients, using
expressive modalities (art or play therapy), groups How to apply or not apply practice
in these situations?

Ask for specific feedback from peer direct cardfsiaing the concurrent documentation
model during the Internet based training.

As stated in previous responses, this practice nmghwork in all situations. The clinician
needs to use discretion and clinical judgment. MBI@-does lots of work with trauma
recovery and with individuals who are highly ematdy unregulated. Two of the clinicians
on the panel work in a program to treat this typpapulation. They will be able to give
further insights during the training as to how thiecess works for them.

3. Will there be times when it isn't feasible to use-Dmestic violence work such as
accompanying a victim to court or to a DES appt, failitating a group?
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Recommend that as the pilot program progressetssipleaific protocols be developed to
address when it is appropriate to use concurrezurdentation model. Also, it is important to
ask for specific feedback from peer direct caré stging the concurrent documentation
model during the Internet based training. See above

Victims of DV are incredibly fearful of having things written down because of nasty
custody disputes, divorce, fear of retaliation by buser if s/he gained access to records.
How to approach and use this process with this spiet population? How to apply this
process and build trust in situations where clientis telling his/her victim story and often
distrust of people in general is present?

Recommend that as the pilot program progressetssipleaific protocols be developed to
address when it is appropriate to use concurrezurdentation model. Also, it is important to
ask for specific feedback from peer direct caré stging the concurrent documentation
model during the Internet based training.

Special populations may need to be handled diftsrewhether or not the client knows
about it, you will be documenting important aspe&dtthe session. It may actually help the
client to gain trust if she knows what is goingpitite record and has some input into it. The
difficulty might be if the client does not want ahing recorded. Reviewing agency
confidentiality procedures might help to allay sofiears. It is important to educate clients at
the start of treatment and then periodically altbatcircumstances when a record can be
released. In most instances, client authorizagaeduired. However, even without client
authority, a court order or other legal mechanismy be invoked to gain access to the
record. These are reasonable fears especially thieerlient has been victimized. The
clinician will have to be very sensitive to theetlt’'s needs and may even ask the client at the
start of the session for permission before attamyts document in the session.

How does this impact working with children when theparent and child are not seen
together, who reviews the note? How does this affehard won confidentiality with

some children? How to handle situations if childg too young to review the note, when it
is not appropriate to share note with GH staff, no¢ contains information the child is not
ready or prepared to know? How to use in 1:1 vis#t with children?

Ask for specific feedback from peer direct cardfstaing the concurrent documentation
model during the Internet based training.

As with other special populations, discretion mastused when working with children. Our
practice has been to decide on a case by casewlasisand how this should be used. If the
client is old enough to read well, and if emotidyalppropriate, the clinician will often

review the note with the client. If parents areré¢h¢hen they might sign the note. We usually
don’t have the child sign the note unless theyaali@escents. Two of the panel members
work with children and will be able to be able piak more about their experience with this
during the training.

Fear that when professional is documenting concerrabout safety or risk in a Child
Protective Services case, that the client won't urellstand what the professional needs to
document and why.

Education is the key to success in the area ofrigeldients understand when your agency is
and isn’t able to keep the information they telliygmnfidential. Many clinicians have found
that working collaboratively with a client or famiyields the best results for rapport and trust
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10.

building. If a protective referral needs to be matle therapist might let the client know
what their fears are and why you are obligate@pmrt what they just told you. This can be a
very sensitive subject, so concurrent documentatimint not be appropriate. Again, much of
this depends on the clinician’s discretion.

How to apply this process to group work? If documeeting at the end of a group session
and | am not a fast typist, how to make it seem adttive without making the students
feel pressured or like they are taking a test? Neestrategies for how to use in group
work. How do you use for a pre-teen social skillgroup that requires undivided attn at
all times or for a teen anger management group wherconfidentiality is a concern-how
do you document for these types of groups since therocess/care more about what is
written about them? How to do this and run a groupof 5-9 yr. olds who need
CONSTANT supervision.

Ask for specific feedback from peer direct cardfstaing the concurrent documentation
model during the Internet based training.

MHC-GM has found that most of time concurrent doeuatation for group interventions
isn't possible.

Will lose opportunity for much needed down time wih the decrease in admin. Hrs. that
are set aside for documentation upkeep/crisis docusntation.

Protocols will need to be developed to accommodiaeet care staff's appropriate needs for
down time outside the sessions.

At our agency, there is some non-clinical documorighat has to be done and isn’t
appropriate to be done in sessions. There willyikéll need to be time set aside for that type
of paperwork. However, completing anything thatNCBe done in session within the session
helps clinicians document accurately, stay complidth billing practices, and keep ahead of
clinical documentation instead of always being bdhClinical directors should keep in mind
the need for clinicians to periodical “refuel” adevelop agency procedures that address this
issue.

Sessions not as intense, client not willing to opeap or work as hard knowing that work
is going to be recorded in a written document. Thapist will ruin the moment with
statements like, “Ok, how should we write that in yur note?” Concern that transition
will promote wasted opportunities for growth.

Ask for specific feedback from peer direct cardfstaing the concurrent documentation
model during the Internet based training.

MHC-GM has not found this to be the case. Manyhefresponses above speak to this issue.
Clinician needs time to collect thoughts before damnenting.

There may be times where a client is so scatt@redsured, delusional, etc. that some time
may be needed in order to accurately documentlignt’s presentation and content of the

session. However, in many instances, the cliniceemdocument at the end of the session
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with a client with little difficulty. As stated pwously, the more experience clinicians obtain
with this process, the easier it becomes.
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