

 Vermont Health Access 

Mental Health and Substance Abuse Health Record Documentation Standards 


The Department of Vermont Health Access (DVHA) provides standards as part of its Quality Improvement Program that follow the guidance of organizations such as the National Committee for Quality Assurance (http://www.ncqa.org/tabid/125/Default.aspx), the American  Psychological Association (http://www.apa.org/practice/guidelines/record-keeping.pdf), and the National Association of Social Workers (http://www.socialworkers.org/practice/standards/NASWClinicalSWStandards.pdf).  The contents, maintenance and confidentiality of patient health records must meet the requirements set forth in federal (42 CFR) and state laws and regulations.  Health record documentation standards help to ensure Medicaid beneficiaries receive effective, efficient, coordinated and continuous care.  Treatment providers enrolled to serve Medicaid beneficiaries are required to have established health record documentation practices for both paper-based and electronic health records that comply with DVHA’s standards regarding confidentiality, availability, organization, and content. 
A. HEALTH RECORD DOCUMENTATION: At a minimum, the documentation in a mental health / substance abuse health record should include the following core components:

1. Identifying data

· Name/unique ID, Date of Birth, other demographic information, as needed.

2. Dates of Service

· Documentation by the primary treatment provider of all dates and times clinical services were provided.

3. Comprehensive Clinical Assessment (e.g., biopsychosocial, medical history, etc.)
· Evidence a Comprehensive Clinical Assessment has been completed, with documentation of a presenting problem and client level of care to support clinical necessity for placement, such as: 

· Outpatient; 

· Intensive outpatient; 

· Partial hospitalization; 

· Inpatient/residential.
· Evidence of ongoing reassessment, as needed. 
4. Treatment and Continued Care Planning 
· Documentation of treatment plan, including the following:  
· Prioritization of problems and needs;

· Evidence that goals and objectives are related  to the assessment;

· Evidence that goals and objectives are individualized, specific, and measurable, with realistic timeframes for achievement;

· Specific follow-up planning, including but not limited to anticipated response to treatment, additional or alternative treatment interventions, and coordination with other treatment providers (e.g., PCP).  
5. Progress Notes 
· Documentation supporting continued need for services based on clinical necessity, including the following:
· Dated progress notes that link to initial treatment plan;

· Updates or modifications to treatment plan;

· Interventions provided and client’s response;

· Printed staff name and signature or electronic equivalent. 
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