C.A.R.E. Documentation DRAFT

Overview

Peer Support Specialists will have documentation, service planning obligations,

and responsibility for maintaining confidentiality for the peers they work with. Today we will study the purpose of:

· Individual service plans and processes for completing them
· Documentation in progress notes
· Individualized Service Plans (ISPs)
Each person served in a community mental health agency is assigned to a primary mental health provider who will work with the individual, and their family when appropriate, to develop their Individualized Service Plan or ISP.

An ISP is written by the mental health provider in collaboration with the individual or family member with the intent of meeting their unique needs and preferences. The ISP is described in the Washington Administrative Code (WAC). Other terms often used for such plans include Treatment Plans and Recovery Plans. Peer Support Specialist Involvement in ISPs

The Peer Support Specialist may or may not be part of the ISP development

since their involvement is not a requirement within Washington state. It is the responsibility

of the mental health provider developing the ISP with a peer or family member to ensure that it is developed in a within 30 days after services are started. It is normally the consumer or family member’s choice to invite others which may include the Peer Support Specialist. Professionals or others involved in the care of the individual and or the family may request to participate.

As long as the consumer or the family agrees, this approach is acceptable. The Peer Support Specialist is in a unique position to participate and partner with the consumer by providing support and encouragement. If there are preferences or ideas that the Peer Support Specialist has knowledge of, that information may be helpful to share at the time the service plan is developed.
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Progress Notes

Progress notes are written documentation that describes an individual’s progress toward achieving objectives that are identified on the ISP. The WAC includes documentation requirements that community mental health agencies must comply with as part of licensing requirements.

Community mental health agencies are not required to use statewide standardized forms to meet documentation requirements. Each agency has policies,

procedures and forms that are unique to that organization. Protocols and requirements should be explained during orientation or during the supervisory consultation.

In addition to the agency’s guidelines, supervisors may have additional preferences or requirements concerning style, content or procedure.

In general, the professional providing the service is responsible for documenting progress in treatment. In keeping with the values and principles of peer support,

another option is to assist the peer in completing the for the peer support program. If an agency chooses to use this approach, the role of the Peer Support Specialist is to assist and facilitate completion of the documentation. The professional involved in delivering the service will still be required to sign and date the documentation, even if the note itself is written by the individual. Some agencies may choose to utilize a combination of the two approaches by encouraging the peer to document their progress while also requiring the Peer Support Specialist to document observations, too.

The Importance of Progress Notes

In addition to documenting progress towards completing the goals and objectives outlined in the ISP, progress notes provide essential information sharing between co -providers. The notes also provide evidence used in support of submitting billing to payers. As such, it is very important to record all of the required documentation in a timely manner. The medical record is a legal document and as such can provide protection for the helping professional and the agency. For example, protection may mean that a document (the progress note) was created at a specific point in time to capture the events, outcomes and observations as they occurred on that specific date and time. If a question is raised later about what happened during the interaction, the progress note can be used to verify something or to support an assertion. The process of writing the notes may help provide clarity as to how best serve the person. If the consumer or family member is responsible for writing their own progress notes, the process may help in providing a mechanism for evaluating
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self-progress. The perspective may offer a chance to think of changes or a different approach that may be useful.

Progress Notes 1.0

The general rule for writing progress notes is to always use black ink or type the notes on a computer. Each note must include the complete signature of the professional who delivered the service. The signature should include professional credentials as well. The signature should immediately follow the narrative content in the note.

Never alter information in the medical record after the information has been documented. For example, white-out must never be used to make a correction. If a legitimate correction must be made or a mistake must be corrected, draw one straight line through the word or sentence to indicate that it is being deleted. Initial the correction beside the strike-out and documentation

For that reason, it is critical that documentation is completed in a timely way. When providing services to many different families and/or individuals, falling behind in progress notes can eventually significantly interfere with job performance

and with the quality of the documentation. It is increasingly difficult to accurately recall information to document services when juggling many on a caseload.

The best practice is to stay current.

There are a variety of formats for progress notes in use at different agencies and you will receive guidance from your agency on which format they prefer. We have provided one as an example, the DAP method. Data, Assessment, Plan (DAP)

The DAP (Data, Assessment, Plan) method is an effective way to organize progress notes.

Data:

This refers to solid information about progress toward the peer’s goal. Data is information that can be seen, be felt, be touched or heard – information received

through the senses rather than by thinking. For instance, a note may state, “Jane was trembling when I took her to the watercolor workshop on Saturday, May 10. She stopped trembling and watched the demonstration, then spoke to a woman standing next to her about how interesting the demonstration was and what she learned.” Notice that no interpretation as to why Jane was trembling was included in the note.
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Data is not based on personal or professional judgment or assessment, but is

based only on that which is what is gained through the senses. A method for including data is to use quotes from the individual or from family members in the Data section of the note.

Assessment:

This is the interpretation applied by the writer to the data that has been recorded. The only conclusions or interpretations that should made are ones that will make sense to any reader. Conclusions and interpretations should be approached as tentative judgments rather than certain facts. For instance, the note may state:

“Jane seems to be trying to meet her goal of making friends. She

was, perhaps, nervous, but in speaking with the woman at the workshop, she was successful. Maybe Jane will continue with this goal

and begin to feel less nervous about speaking with others, so that she can eventually form friendships.”

Qualifiers, such as “perhaps” or “maybe” can be useful for describing potential outcomes that may eventually equal success. Success cannot be assumed and must be shared by the individual and or the family in order for the goal to truly be met.

Avoid judgments or farfetched assessments. To state that Jane is now forming friendships, just because she spoke with one person, would likely be inaccurate. It would not make sense, either, to state that she now has good relationship skills. It would be farfetched to say these things. It would be equally inaccurate to state that Jane is not trying, or that she cannot learn to form friendships, or that she failed because she did not actually form a friendship with the woman at the workshop. In addition to being inaccurate, these conclusions are judgments. It might actually be a great accomplishment that Jane agreed to go at all! Passing judgment on someone else in the context of a progress note is unprofessional. It’s easy for personal biases to slip into the workplace at times but it’s

especially important to monitor for this in the progress notes. Because the progress notes become part of the permanent clinical record, it is more difficult to correct mistakes or to change such judgments later.

The use of the phrase “as evidenced by” in a sentence allows you and the reader to see what prompted a particular part of the assessment. For example, “Jane appears to be making progress in her goal of making new friends as evidenced by the observations of this writer, who has seen Jane reaching out to numerous parties at the group home and at the clubhouse.”

Plan:

The plan consists of the short, intermediary steps to meeting the goal that are a result of the data and assessment. For instance, Jane may agree that next time
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at a workshop she will talk with two people. The Plan would then be written; “Jane says she will talk with 2 people at the next workshop.” If Jane indicates a willingness to expand her goal to include talking with three people, then ask one for coffee afterwards or she might agree to take a sample of her own artwork to share with someone, this can be written as; “Plan: 1. Jane says she will talk with two people at the next workshop. 2. Jane will talk with three people at the third workshop she attends. 3. Jane will take a sample of her artwork and discuss it with a person at the workshop or she will ask a person there to have coffee when the workshop is done.”

The following DAP note is an example of how a DAP progress note might look. Please note that agencies may differ in terms of their progress note requirements. You can still use the basic principles of DAP:
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Full date – 5/13/05 Need #1 Goal # 2

Start Time: 1:00 End Time: 3:30 Total: 150”

D (DATA) - Jane was trembling at the beginning of the watercolor workshop on Saturday, May 10. She stopped trembling and watched the demonstration, then spoke to

a woman. She stood next to her and talked about how interesting the demonstration was and what she learned.

A (ASSESSMENT)- Jane has identified she would like

to meet the objective of making friends. In speaking with

the woman at the workshop, she took a step towards meeting this objective. Jane reports that she wants to continue

with this goal and to begin to feel less nervous about speaking with others, so that she can eventually form friendships.

P (PLAN) - 1. Jane says she will talk with 2 people at the next workshop.

2. Jane will talk with 3 people at the third workshop she attends.

3. Jane will take a sample of her artwork and discuss it with a person at the workshop or she will ask a person there to have coffee when the workshop is done.

____________________________________________________

Amanda Heppner, B.A., Peer Support Specialist
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Reminder: Mistakes should be crossed out with one line through the word(s).

Then, add the new language above what has been crossed out. Initial and

date the change.

Another Example:

Full date – 5/ 16/05_ Need #2 Goal #3

Start Time: 1:00 End Time: 3:30 Total: 150”

D. Jane has stated that she does not need her medications. However, she is complaining of not sleeping and of being afraid to go to the grocery store because people look at her funny. During the appointment, Jane’s mother counted her pills. On the basis of the pill count, Jane has not been taking her medication for two weeks. Her mother reports that Jane has been very irritable in the last week.

A. Jane has previously ceased to take her medications right before the holidays. In the past, after she is stable again, she has explained that she always get ‘wound up’ before the holidays.

P. Plan to review Jane’s WRAP and crisis plan JG 05/16/05 with her.

She wrote plans for what she should do when this happens. Also, Jane

likes her prescriber a lot. Plan to inform her prescriber and request an

appointment as soon as possible.

Jane Green, Peer Support Specialist

The supervisor for the Peer Support Specialist program should ensure that sufficient training is provided on how the agency expects progress notes to be written.

It is sometimes helpful to read other clinician’s progress notes to see the agency style.

