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BACKGROUND/CONTEXT:

The Sacramento County Division of Behavioral Health Services (DBHS) for Mental Health Plan (MHP) and Substance Use Prevention and Treatment Services (SUPT) requires that Service Notes accurately record all service contacts. Service Notes are a description of direct and indirect service activities including billable and non-billable contacts. Service notes are evidence of providers services to or on behalf of a member and relate to the member’s service in treatment. Service Notes also convey information from collateral resources, consultation contacts, and coordination with other system providers and agencies. As part of the California Advancing and Innovating Medi-Cal (CalAIM) initiative, the Department of Health Care Services (DHCS) aims to reform behavioral health documentation requirements through streamlining and standardization of clinical documentation. The DHCS Behavioral Health Information Notice (BHIN) 22-019 supersedes state regulations as noted in Attachment 2, BHIN 21-046 in part (related to treatment plan and signature requirements) and BHIN 17-040 in full. 

PURPOSE:

The purpose of this policy is to establish guidelines, requirements, and timelines for the completion and submission of Specialty Mental Health Services (SMHS) and Substance Use Prevention and Treatment Services (SUPT) service notes to be in line with CalAIM documentation reform guidelines. 

In the SmartCare Electronic Health Record (EHR) system, the submission of a service note is also a mechanism for service billing. Providers using other electronic health record systems must enter all services into SmartCare for claiming purposes. 

DEFINITIONS:

Mental Health and Substance Use Provider(s): Individual or organizational provider contracted with Sacramento County Behavioral Health, to provide Behavioral Health  Services. Services are defined as, “assessment, diagnosis, treatment or counseling in a professional relationship to assist an individual, family or group in alleviating mental or emotional illness, substance use, symptoms, conditions or disorders that interfere with day-to-day functioning.”  This also includes County operated mental health and substance use program staff.

Provider Site: A site with a DHCS assigned provider number. This includes affiliated satellite sites and school sites. 

DETAILS:

It is the policy of Sacramento County DBHS that providers shall create service notes for the provision of all SMHS and SUPT services. 



1. Start of service should include a consice  Clinical Introductory Service Note, written at the first face to face contact, or very soon thereafter, providing an overview of the member and his/her behavior  health condition.  A complete note includes, but is not limited to: Presenting symptoms, level of functioning, Strengths and needs, Diagnostic impression and corresponding ICD 10 code (DSM 5/ICD10, Z code), Cultural issues/accommodations (member responses: including if they declined), Any Crisis / Risk/ Safety Issues that need to be addressed immediately (Prompt for Safety Plan & Release of Information for support persons, stake holders, system partners), Telehealth Consent: Location of the Member, Appropriateness of Member for Telehealth, Consent for Telehealth, Practitioner license type. If Telehealth Consent was obtained.

2. Service Notes must provide sufficient detail to support the procedure description selected but should be brief and succinct. Long narratives and lengthy descriptors should be avoided. 

3. The member must be enrolled into the Program in order to enter services, with the exception of Sac_Engagement or the Client Non-Billable Srvc Must Document procedure codes. These two procedure codes may be used when the member’s status is showing as “Requested”, prior to “Enrollment.”

4. The narrative may include: 
a. Description of the service, including how the service addressed the person’s behavioral health need (e.g., symptom, condition, diagnosis and/or risk factors),
b. Collaboration with the member,
c. Collaboration with other provider(s), if appliciable, 
d. Next steps may include, but are not limited to, planned action steps by the provider or by the beneficiary, collaboration with the beneficiary, collaboration with other provider(s); goals and actions to address health, social, educational, and other services needed by the beneficiary; progress on goals or treatment outcomes; referrals; discharge planning; continuing care planning; and any update to the problem list as appropriate.Relevant clinical decisions, when decisions are made,
e. Updates to the Problem List if appropriate. 

5. Service notes shall be documented by types of service indicated below:
a. Every fee for service or unit based contact  for:
i) Mental health services
ii) Substance use services
iii) Medication support services
iv) Crisis intervention
v) Targeted Case  Management
vi) Intensive Care Coordination
vii) Care Coordination Consultation
viii) Intensive Home Based Services (using modifier)
ix) Therapeutic Behavioral Services

b. Providers shall complete a daily service note for services that are billed on a daily basis, such as residential and day treatment services including: 
i) Crisis residential
ii) SUPT Residentail 
iii) Crisis stabilization (one per 23/hour period)
iv) Day treatment intensive
v) Therapeutic Foster Care

6. Cultural and linguistic accommodations must be offered to the member and on behalf of the  family/caregiver. This must be documented in every note when a language other than English is indicated. If the provider is trained and proficient in English and the target language then the service note must specify the language spoken during the session. When an interpreter is necessary the service note shall include the following: If an Interpreter has been scheduled, the Interpreter Agency Scheduled. If a provider is using a member’s family member for interpretation, then document the emergency situation and circumstances where no other means of interpretation or communication was available. Should the member elect a family member as the interpreter there must be documentation of the clinical decision making informing that decision and documentation demonstrating efforts to offer an independent interpreter. Sacramento County prohibits the use of children as interpreters under all circumstances. See Cultural Competence & Ethnic Services Policy and Procedure “Procedure for Access to Interpreter Services” for more information. 

7. Problem List Details and Care Plans may populate on the note tab of a service note. Providers must link relevant Problems including relevant F and Z codes pertaining to the service being provided. The Problem List should be updated in real time and may change based on the members presenting needs. Refer to QM-10-27 Problem List and Care Planning– MHP and DMC-ODS Policy and Procedure for further details. 

8. Documentation should be completed in a timely manner to support the practitioner’s recall of the specifics of a service.
a. Providers shall complete service notes within 3 business days of providing a service, with the exception of notes for crisis services, which shall be completed within 24 hours. 
b. All federally regulated providers (NTP’s) shall follow service note timelines of 7 days.
c. Service notes will be considered late but accepted if completedafter the above timeline and prior to billing completion.  (Example:  If a service was provided on Tuesday, the note would be considered late if it was completed the following Monday).  Supervisors may be notified of this late entry. 
d. Service notes should never be completed in advance of a service. 

9. Providers must document in the EHR all no shows and cancellations. There are no longer service codes no shows and cancellations. For SmartCare Users, this will be documented on the service note under the “Status”  field. If a member cancels, then the reason for the cancellation must be recorded in the EHR. See cancellation options in the Procedure section. Any relevant information regarding the no show or cancellation must be documented in that same service note within the “Comments” field. 

10. When services are being provided to, or on behalf of, a member by two or more persons at one point in time, then each provider documents his/her own individual service note including procedure description, units (service time including documentation and travel), type, start and end time. There must be documentation of each persons’ involvement in the context of the member’s mental health and/or substance use needs and describe how each role was separate, distinct and medically necessary.  

Group services may be co-billed using one service note. Each group facilitator would need to be added to the group. The primary staff member would be selected as the “Is Clinician”. The group service note would need to include both staff’s start and end time, and units. Both staff’s roles must be must be documented of each persons’ involvement in the context of the member’s mental health and/or substance use needs and describe how each role was separate, distinct and medically necessary. Both staff would be required to sign the note. In order to co-sign the note, navigate to the “Co-Signers” tab, select the staff from the dropdown menu. Once finished, click “Sign My Notes.”

a. When a group service is rendered, a list of participants is required to be documented and maintained by the plan or provider. In SmartCare when groups are set up the list would be created within the group details. Providers with their own EHR will need to continue to complete the Group Attendence Sheet for all groups or build that in their EHR.
b. Note that residential services that claim a day rate will continue to complete the Group Attendance Sheet for all groups outside of the EHR.

11. The Discharge note should include reasons for the discharge and summary of the course of treatment, how the person can continue to receive any necessary support and how those needs may be addressed post-discharge from the program. Information contained in discharge plans and shared with the person in care includes how the person’s needs may be addressed, information on prescribed medications, the type of care the person is expected to receive and by whom, information on crisis supports, and available community services. 
12. Service Notes are considered final once signed in SmartCare and electronic health record systems.  If critical content or information is left out, notes may be “ammended” (Ammend a service note function in SmartCare). The use of the “Ammend” feature to clarify or add information to support a claim will be limited to 45 days after the date of service and applies only to the following: 

a. The addition of clarifying information (e.g., providing additional details that further support the service provided) 
b. To make a correction to inaccurate information (e.g., wrong date for follow up appointment,) 
c. The addition of information inadvertently omitted from the service note (e.g., documenting providing care plan copy, language, cultural accommodation, adding a staff name or classification etc.) 

Once a claim has closed there will be no append option. If Service Notes require an amendment excedding 45 days from the date of service, a separate service note can be created with a non-billable procedure description. See Information Letter: Update to Use of Service Note Append Feature (7/13/2018) for more information. 

13. For corrections to a service that does not show as “error” or “complete”, the provider of the service can make changes to the service. Errors can be corrected by opening the note and clicking the “edit” icon in the upper right corner. The provider can create a new version of the note, make the changes to the service and/or the note and click “Save.” The old version of the note will be saved while you make changes to the updated version. If there is an error to fully delete a note, then please contact the EHR Support Team. Once the status of the service changes to “Complete”, this means billing for the claim has stared and the provider will have to request the changes to be made by another user, such as the EHR Billing Team.   

14. Some procedure codes will not open up the “Note” Tab but will allow a service to be entered. This functionality will capture services that do not require a progress note. As an example, Support Service Flex Funds would be entered using the Service Note but would not be required to have a note attached to that service. 

15. There county EHR does have functionality to have service notes include co-signatures. Users can send an email to their supervisor/co-signer to let them know which notes they completed that are ready for co-signatures. Supervisor/co-signer can go back in and add a co-signature. Although the service note cannot edited by that co-signer as the service note was finalized once the first signer signs the note. However, the users could decide that a note needs to be amended or deleted. Please refer to the SmartCare Clinical Documentation User Guide for specific guidance on the functionality. Providers should create their own policies and procedures that include guidance regarding co-signature expectations for service notes. 

16. For Mental Health Providers: Service Notes claimed under the procedure description, “Family/Caregiver Services and Supports” will be documented separately from the member’s mental health record.

17. If information is located elsewhere in the clinical record (for example, a treatment plan template), it does not need to be duplicated in the progress note.

18. Service notes will continued to be reviewed and moniotored as part of the utilization review process. Recoupment shall be focused on fraud, waste, and abuse. Deviation from the standards will require a corrective action plan. 

PROCEDURE:

In SmartCare Service Notes, called “Service/Note (Client)”,contain the following elements:

1. Status 
[bookmark: _Hlk137046581]Options include: Error, Scheduled, Show, No Show, or Cancel. If the member cancels, then the provider must include a Cancel Reason: Agency/Staff Cancelled, Consumer Cancelled (Reason Unknown), Consumer Cancelled (Childcare/Dependent Care Issues), Consumer Cancelled (Illness), Consumer Cancelled (Other Reason), Consumer Cancelled (Transport Issues), Consumer Cancelled (Conflict). Select the status of the service. 

2. Program 
Select the specific Program that the member is enrolled in and that provided the  service. 

3. Procedure (Service Charge Code)
The type of service rendered.  Enter the applicable Service Charge Code. See Sacramento County Procedure Code Manual for the updated list of procedure names and descriptions, classifications that can bill the procedure, Claiming guidelines, Allowable disciplines, Allowable places of service, Dependent on codes, and Documentation guidance. A separate service note must be written for each service billing (i.e. multiple notes may be needed for the various service activities occurring during one member contact or session).

4. Location
Location of the member at the time of receiving the service. Select the applicable Location that matches where the service took place. Location options are predefined through Department of Health Care Services (DHCS) Client Services Information (CSI) data requirements.

5. Clinician
Staff who provided the service that is being claimed. 

6. Mode of Delivery
This field is only to be used when providing a service to the member only. Options include: Face to face, Telephone, Video conference or Written. Select the mode that the service was delivered. 

7. Evidence-Based Practices/Service Strategies (CSI) (MH) and Additional SS/EBP (SUPT)
Evidence-Based practices (EBP) are effective clinical practices supported by extensive literature and data.  Coding of EBPs must be pre-approved by the Sacramento County MHP and SUPT.  See Policy and Procedure Review Process for Implementation of New Clinical Practices for more information.  The listing of EBPs is defined by the MHP and DHCS.

Service Strategies (SS) are general service descriptions for specific interventions.  Service Strategies do not require pre-approval and should be coded for all applicable services.  The listing of Service Strategies is defined by DHCS. See Policy and Procedure QM-14-01 Review Process for Implementation of New Clinical Practices for more information regarding service strategies for more information.

8. Transportation Service
Transporting member to necessary services to coordinate care to outside entities. Options include: From Member Location, To Member Location, RoundTrip, No or N/A. 

9. Start Date (Date of Service)
The date that the service was provided to the member. Enter the date the service occurred.  Note that “entry date” is recorded in Avatar and electronic health record systems upon finalization.  Entry date is used to confirm timely submission of service notes.

10. Start Time
The start of a service provided.

11. End Time
The end of a service provided. 

12. Travel Time
Time that the staff was traveling connected to the service. This may include time spent traveling to, from or round trip. This is not claimed along with the service but should still be be documented to inform future rate setting efforts. 

13. Documentation Time
Documentation time includes the time it took to complete the service note for the service. This is not claimed along with the service but should still be be documented to inform future rate setting efforts. 

14. Face to Face Time 
Duration of the service. Enter total duration of face to face time in minutes.  Face to face service time,  Documentation time, and if applicable, Travel time, must be entered separately. This would include the time spent for any mode of service. 
a. Please note all residential services will have the face to face time reflected as a “1” to reflect the daily rate unit. 

15. Attending 
This item may only apply to some treatment settings and is not required. As an example, in acute care settings the attending physician would speak to the service the person is making, response to treatment, testing, diagnosis and medications. 

16. Referring
This field is not required. 

17. Emergency Indicator
If this is a not for a crisis service, this field will appear. Enter whether this was an emergency or not. This is based on the client’s aid code. Some clients may have emergency services that are covered or Perinatal services covered. If you are providing services to a client who has those aid codes for coverage and you are providing emergency or perinatal services, then you may use the “Emergency Indicator” for the services where this field is displayed. This would mean selecting the “yes” indicator.

18. Interpreter Services
Services provided in a different language other then staff in the beneficiaries preferred language. If interpreter services were provided, select “yes” and select the language the service was provided to the member. If the staff providing the direct service is providing interpretation “yes” should be selected.If multiple languages are spoken during a service please clarify in the service note narrative.

19. Note Tab
This should include all the clinical information pertaining to the encounter. 
a. Problem Details: Update the Problem List or select existing problems to match what you addressed in the session. Then, select which problems were addressed in the session. 
b. Note field: A narrative describing the service, including how the service addressed the member’s behavioral health need (e.g., symptom, condition, diagnosis, and/or risk factors) and the next steps including, but not limited to, planned action steps by the provider or by the member, collaboration with the member, collaboration with other provider(s) and any update to the problem list as appropriate. Enter the service note content to capture the service. Service note content must justify the service code selected and the time indicated. 
c. Care Plan: This is the field that captures the Care Plan for services that continue to require a treatment plan. Refer to QM-10-27 Problem List and Care Planning– MHP and DMC-ODS Policy and Procedure for further details.

20. Add On Codes Tab
The supplemental service code options include, “Interactive Complexity”, “Interpretation or Explanation of Results of Psychiatric or Other Medical”, “Caregiver Assessment Administration of Care- Giver Risk Assessmt” and “Sign Language or Oral Interpretive Services” becomes available should the practitioner select a service code that may include an add on code. Refer to the Procedure Code Manual for specific guidance regarding coding. The use of the add on code must be documented in the Note Field text box at the end of the service note content. 
21. Group Services
Group services may be set up in SmartCare using the Group Service Detail. This feature would include the Group information, Staff(s) Name who facilitated the Group, Members who are enrolled in the group, and Service Information. These fields can be edited to reflect who was present for the group.  Once the service information is complete, navigate to the Note tab. Under the Group Note: Document the “Total Number in Group” and document any non-member group members. Enter the group note summary. Then click on the Member Note tab to enter each participant’s note, add or modify problems addressed within the group. Save the note and if applicable, add co-signers. 

If a group is co-facilitated, the second facilitator can only bill if his or her role is non-duplicative and both staff’s specific involvement was documented and both staff co-signed the note. When a group service is rendered, a list of participants is required to be documented and maintained by the plan or provider outside of the EHR or any one member’s medical record. In SmartCare the member list can be found as part of the Group Service Detail. Providers who have their own EHR would maintain Group Addendance Sheets for each group provided. 
a. Note:  “Preparation time” is not accepted as billable time for group services.

22. Service notes have various tabs that present depending on the status of the service and procedure code selected. Providers must review and complete tabs that are relevant to the service provided. Service Notes may contain the following tabs:
a. Service
b. Note
c. Billing Diagnosis
d. Add-On Codes
e. Warnings

23. Discharge Notes
The Discharge Note is completed at the end of services. The procedure code would be based on the service provided. If no service was provided, then the non-billable procedure code would be selected, such as if there was no contact for an extended period of time and the provider was administratively discharging the member.  Discharge notes are billable only if a billable service is provided in that final contact (i.e., case closed with final Individual Therapy service). See Policy and Procedure QM-10-28 Discharge Process for more information.

24. Staff Name and Signature
A typed or legibly printed name, signature of the service provider and date of signature. Staff name and professional classification (i.e., Other Qualified Provider, MHRS, LPHA) are required. The staff’s professional classification is connected to their name and is automatically generated in the County EHR and electronic health record systems based upon their staff registration application submitted to Quality Mangement. The staff’s signature or electronic signature is required on all notes and are automatically displayed upon signing or co-signing the service note. The staff who provides the service would be the person signing the note and generating the service.

25. Proxy Staff
Proxy staff are able to enter services on behalf of other staff. After the note is entered, the direct care staff would need to go back and sign the service note. For information regarding how to set up a proxy for service notes, please coordinate with the EHR Team to ensure the staff they are designated to co-sign are set up. 


REFERENCE(S)/ATTACHMENTS:

· Mental Health Plan Contract
· SUPT Contract
· Information Letter: Update to Use of Service Note Append Feature (7/13/2018)
· Instructions on How to Edit of Delete a Service 
· Sacramento County Service Code Definitions/Training Guide
· MHSUDS IN# 17-040
· BHIN# 22-019
· CalMHSA Documentation Manual

RELATED POLICIES:

· QM 00-08 Deletion of Open and Closed Charges
· QM 10-28 Discharge Process
· CC  01-02 Procedure for Access to Interpreter Services
· QM 14-01 Review Process for Implementation of New Clinical Practices
· QM-10-27 Problem List and Care Planning– MHP and DMC-ODS


DISTRIBUTION:
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	Adult Contract Providers

	X
	Children’s Contract Providers



CONTACT INFORMATION:

· Quality Management                                                                                                                                        QMInformation@saccounty.gov
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