
Contract Providers Transition Team (CPTT)
Meeting Agenda

March 20, 2012
10:00 a.m. – noon



 

Welcome



 

Announcements



 

CPTNP Unit Update – Gordon Bunch 



 

e-Prescribing – Abel Rosales



 

HIPAA 5010 Update – Zena Jacobi



 

IBHIS Update – Jay Patel



 

Meaningful Use Preparations: Telecare Corporation’s Journey – Tim Wafa



 

County Treatment Plan Coalition – Debbie Innes-Gomberg



 

Open Discussion

Next Meeting – June 19, 2012
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CPTNP Unit:  Status Report

•
 

Projects Approved
 

44
•

 
Funding Agreements Executed

 
39

•
 

Funding Agreements Pending Execution
 

3
•

 
Funds committed to Projects

 
$7,817,653

•
 

Funds expended to date
 

$2,958,503



Number of Project Revisions To 
Achieve Project Approval
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Revised Proposal Review 
Process

•
 

First submission reviewed by CPTNP Unit 
staff instead of review by lead analyst only

•
 

If 1st

 
revision at Level One does not pass 

to Level Two –
 

Conference call/WebEx 
with agency



Revised Proposal Review 
Process

•
 

If 1st

 
revision at Level Two does not move 

to TNFA –
 

Conference call/WebEx with 
agency

•
 

If needed, one-on-one meetings will be 
scheduled



Medi-Cal Registration:
Groups and Clinics



Groups and Clinics:
CMS Rules



Stages of Meaningful Use by Year

Stage 2 has been delayed until 2014



Decommission of the Decommission of the 
Prescription Authorization Prescription Authorization 

and Tracking System and Tracking System 
(PATS)(PATS)

CPTT Workgroup MeetingCPTT Workgroup Meeting
March 20, 2012March 20, 2012



PATS DecommissionPATS Decommission


 

DMH postpones, at least through FY 12/13, the DMH postpones, at least through FY 12/13, the 
requirement for Contract Providers to acquire an requirement for Contract Providers to acquire an 
ee--Prescribing solution prior to the decommission Prescribing solution prior to the decommission 
of PATS.of PATS.



 

DMH strongly encourages Contract Providers to DMH strongly encourages Contract Providers to 
continue to procure and implement a continue to procure and implement a 
SurescriptsSurescripts®® certified ecertified e--Prescribing solution.Prescribing solution.



 

Target to decommission PATS is the 1Target to decommission PATS is the 1stst Quarter Quarter 
of FY 12/13of FY 12/13



Issues To Be AddressedIssues To Be Addressed
 by DMHby DMH



 

Contract ProviderContract Provider’’s ability to:s ability to:


 

View the listing of pharmacies in the DMH View the listing of pharmacies in the DMH 
networknetwork



 

View eligibility status of CGF clientsView eligibility status of CGF clients


 

View medication history of DMH clientsView medication history of DMH clients


 

Are there any other issues that need to be Are there any other issues that need to be 
addressed?addressed?



Questions?Questions?
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HIPAA 5010 Update
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HIPAA 5010 ScheduleHIPAA 5010 Schedule
►► The IS was brought down on Friday, March 16 The IS was brought down on Friday, March 16 
►► The IS will be brought back up on Monday, April 2 The IS will be brought back up on Monday, April 2 
►► After the IS comes up in HIPAA 5010 mode, After the IS comes up in HIPAA 5010 mode, 

the IS will only accept HIPAA 5010 claimsthe IS will only accept HIPAA 5010 claims
►► April Cutoff Dates for May Payment:April Cutoff Dates for May Payment:


 
EDI cutoff extended to April 10EDI cutoff extended to April 10



 
DDE cutoff extended to April 11DDE cutoff extended to April 11



 
Anticipated warrant date Anticipated warrant date –– remains May 1remains May 1
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HIPAA 5010 EDI TestingHIPAA 5010 EDI Testing
►► Current EDI provider testing continues through the IS Current EDI provider testing continues through the IS 

shutdownshutdown


 
ALL providers are encouraged to perform EDI 5010 testing ALL providers are encouraged to perform EDI 5010 testing 
prior to sending production claimsprior to sending production claims



 
Test EDI claim processing will be up between 10 AM Test EDI claim processing will be up between 10 AM –– 
3 PM each day3 PM each day



 
277CA & 997s for test 5010 claims submitted after 3 PM 277CA & 997s for test 5010 claims submitted after 3 PM 
will be available the next business daywill be available the next business day

►► DMH will begin EDI 5010 testing for new EDI vendors DMH will begin EDI 5010 testing for new EDI vendors 
& providers in April, 2012& providers in April, 2012
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HIPAA 5010 HIPAA 5010 –– WhatWhat’’s News New

►► Rendering Provider NPIs must be unique within a Rendering Provider NPIs must be unique within a 
Service LocationService Location

►► HIPAA 5010 claims will be denied if the same NPI HIPAA 5010 claims will be denied if the same NPI 
is associated to a Service Location multiple times is associated to a Service Location multiple times 
(for the same time period)(for the same time period)

►► Rendering Provider forms will be rejected if they Rendering Provider forms will be rejected if they 
result in duplicate NPI issuesresult in duplicate NPI issues
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HIPAA 5010 UpdateHIPAA 5010 Update

►►DMH will provide more information as it is DMH will provide more information as it is 
available via IS Alerts and RMD Bulletinsavailable via IS Alerts and RMD Bulletins

►►All providers should subscribe to IS Alerts All providers should subscribe to IS Alerts 
RMD Bulletins to ensure efficient RMD Bulletins to ensure efficient 
communicationcommunication
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Questions
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IBHIS UpdateIBHIS Update

►►NetsmartNetsmart Avatar configurationAvatar configuration
►►Integration developmentIntegration development


 
Client Data IntegrationClient Data Integration


 
Clinical Information ExchangeClinical Information Exchange

►►Pilot I GoPilot I Go--LiveLive
►►Pilot IIPilot II……

Presenter
Presentation Notes
Configuration (present) – Vendor has begun the process of reviewing requirements with DMH as well as scheduled in-depth configuration training/courses in the coming months



Integration (Jan 2013) – There are upwards of 100 interfaces to be developed, including Client Data Integration between Providers and Clinical Information Exchange (EMPI/LANES integration to eventually connect with State’s HIE).  It is yet to be determined the “whats” of the exchange until we have a clearer vision of the clinical elements required for DMH and Meaningful Use (CCD, Medication History, ADT, Lab results, etc).



Pilot 1 (June 2013) – We are strategizing on what the cross-section of the initial pilot rollout would look like: such as, which DMH clinics, potential Contracted Providers, FFS Provders , level of integration, and so on.



Pilot II (Dec 2013) – System wide rollout
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NextNext……

►► Gap Analysis Gap Analysis 

►► Discovery and Build Discovery and Build 

►► HandsHands--OnOn--TrainingTraining
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Questions



Meaningful Use   
Preparation: Telecare’s  

Journey

LA County CPTT Meeting
March 20th, 2012

Tim Wafa, IS Director (Enterprise Solutions)
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Agenda

Topic Time
 Overview of Telecare

 
Corp. 10 Min.

 EHRS Implementation 10 Min.

 MU Preparations 15 Min.

 MU as Change Driver 5 Min.

Q & A



Overview of Telecare

Headquartered in 
Alameda, CA 

80+ programs, 

2,300 + employees 
in 8 states 

Employee and 
family owned

Specialize in services 
for people with SMI 
and co-occurring 
disorders



Our Locations (In LA)
•

 
Los Angeles County

•
 

Example Programs
–

 
La Casa MHRC (Long Beach)

–
 

La Paz Gero

 
Psychiatric (Paramount)

–
 

Area 7 ACT (Bellflower)

–
 

Long Beach MHUCC (Long Beach)

–
 

LAOA7/8 ACT (Norwalk)

–
 

Las Casa PHF (Long Beach)

–
 

LA 4 ACT (Downtown Los Angeles)
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Our Locations (CA Counties)

•
 

California Counties 
 (where we have programs):

–
 

Alameda

–
 

Placer

–
 

San Mateo

–
 

Sacramento 

–
 

Stanislaus 

–
 

Ventura

–
 

Yolo

–
 

Los Angeles 

–
 

Orange 

–
 

San Bernardino

–
 

San Diego 

–
 

Santa Barbara

–
 

Santa Cruz*

–
 

Also contract with 10 

 other counties 
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Our Locations (Outside of CA)

•
 

North Carolina

•
 

Texas

•
 

New Mexico

•
 
Pennsylvania 

•
 

Oregon

•
 

Nebraska 

•
 

Washington
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Target Populations

•
 

Persons with complex mental health needs
–

 
Adults

–
 

Older adults
–

 
Dual diagnosis / co‐occurring disorders  

•
 

Developmental / intellectual disabilities
•

 
Substance abuse 

–
 

More limited basis 
•

 
Neurobehavioral disorders*

•
 

Seriously emotionally disturbed adolescents* 
•

 
Early intervention services 

*inpatient services only 
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Telecare
 

Service Offerings 
•

 
Acute Psychiatric Inpatient

•
 

Crisis Stabilization
•

 
Subacute

 
& Secure Residential Services

•
 

Early Intervention
•

 
Assertive Community Treatment  (ACT)

•
 

Full Service Partnerships (FSP)
•

 
Intensive case management 

•
 

Transitional / target case management 
•

 
Residential Services / Supportive Housing

•
 

Wellness
•

 
Employment

36



Telecare
 Service Offerings (Cont.)
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EHRS Implementation
•Telecare

 
EHRS Goals:  Improve Health of Population, Improve Care to 

 
Individuals, Lower Costs.

•Telecare
 

Currently Relying on Netsmart Avatar and BHS Caminar

 
as 

 
Health Information Systems. 

–

 

Both Netsmart and BHS are important partners to Telecare.

•A EHRS roll‐out has many potential scenarios. Business considerations to help 

 
set direction…

–

 

Customer Requirements
–

 

Financial/Revenue Benefits
–

 

Operational/Clinical Benefits
–

 

Meaningful Use Incentive $$$’s*
–

 

Scalability of Roll‐Outs
–

 

Estimated Duration of Roll‐Outs
–

 

Driving Outcomes

* Note: MU is one of many drivers in our roll‐out calculus.
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Roll-Out 
Options

Meets 
Impending 
Customer 

Requirement

Finance/ 
Revenue 
Benefits

Operational 
/ Clinical 
Benefits

Meaningful 
Use 

Incentives

Scalability 
of Roll- 

Out

Est.
Duration

Option 1  

Option 2

Option 3

Roll‐Outs Considered (Overview)



Rolling out Avatar @ Telecare
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Meaningful Use Preparations

•
 

Implementing MU Certified EHR –
•

 
Understanding the Incentive Programs

–Visit CMS EHR Incentive Website 

–Attend County & State Presentations
–Behavioral Health EHR Vendor FAQ’s 

•
 

Putting Together a Plan

–Stakeholder Involvement

–Ties to Health Information System Strategy 

•
 

Execution

–Blocking and tackling to get the job done.
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Meaningful Use Preparations

Chronology
•High Level Due‐Diligence (Fall 2010)
•Initiative Kick‐Off (Spring 2011).  
•EP Reach Out (Summer 2011).

•EP Assignment (Fall 2011)

•Certified EHR (Intent to Upgrade) – Dec 2011
•Medi‐Cal Registration – In Progress
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Meaningful Use Preparations
Path to Payment 

•

 

Step 1: Determine which Incentive program is most beneficial (Medicare 

 
or Medicaid?)? Determine which EP’s qualify? 

•

 

Step 2: Have applicable EP’s “assign”

 

their incentive payments. (via 

 
contract)

•

 

Step 3: Register through the applicable State Medicaid EHR website (if 

 
Medicaid)

•

 

Step 4: Adopt/Implement/Upgrade to a Certified EHR.

•

 

Step 5: Deploy EHR in accordance with proscribed MU milestones.

 

Eligible 

 
to receive additional payments in subsequent years, if key meaningful use 

 
milestones are met .

•

 

Step 6: “Attest”

 

through the State Medicaid web‐site that requirement 

 
criteria have been met (that we have adopted, implemented, upgraded or 

 
meaningfully used certified EHR technology) 
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Meaningful Use Preparations

Resources / Stakeholders
•Stakeholder involvement spanned all strata of the 

 organization.
–

 
Chief Information Officer

–
 

Executive Vice President 
–

 
Chief Medical Officer

–
 

Counsel
–

 
Health Information System Strategy Team

–
 

Focal Point for Heavy Lifting
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Meaningful Use Preparations

Services

•Proportion of Medicaid Eligible Services: ~60%

•Proportion of Medicare Eligible Services: ~25%

•Service Mix
–

 
Inpatient/Residential: 40%

–
 

Outpatient: 60%
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Meaningful Use Preparation
Process for Determining Which Eligible Providers would 

 Qualify for MU Incentives.

Starting # of Service Providers: 367

After Vetting ‐

 

Total # of Eligible Practitioners Who Would Qualify = 20

* Note: Based on Telecare’s

 

Conservative Interpretation of Guidelines

46

Filter  # of EP’s 

 
(Remaining)

Filter 1 – EP ‐

 

MD/NP? 167

Filter 2 – EP Working in Relevant Facility? (e.g. non‐IMD) 70

Filter 3 – EP Working > 8 hours/wk for Tcare? 40

Filter 4 – EP Not Serving Predominantly Dually Eligible 20



Meaningful Use Preparations

Eligible Practitioner (EP) Engagement:

‐Engagement led by Medical Leadership
‐

 
Medical Leadership described need/approach with 

 each facility Administrator. Provided Administrators 
 with all materials in advance.

Each EP: 

(1) Received a personal letter,

(2) Received a follow‐up phone call from CMO office, and 

(3) Received a simple 1 page “what you need to do”

 
letter.
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Meaningful Use Preparations
Eligible Practitioner Engagement:

‐

 
Obstacles:
‐

 

Engagement requires careful coordination across organization.
‐

 
Key Concerns:
‐

 

Concerns about tax implications.  Addressed in letter.
‐

 

Concerns about legalese in assignment contract.  Addressed 

 
through analogy of a Medicaid assignment.

‐

 

Concerns about time to register on websites. Addressed via 

 
streamlined process, with a Corporate based support team.

‐

 
Contracted EP’s vs. Employed EP’s
‐

 

Contract EP’s require additional step of engagement with 

 
contracting agency.

Result: Nearly 100% Reassignment Success Rate.
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Meaningful Use Preparations

Miscellaneous:
(1) Medi‐Cal SLR website – remains buggy. Won’t 

 accept Certified Product EHR #.
(2) Telecare

 
will not form a group.  Based on our 

 specific circumstances, a group would put us under 
 30% Medi‐caid

 
Incentive Program threshold.

(3) Contact Medi‐Cal for guidance on key issues –
 e.g. EHR‐vendor/agency/EP relationship and 

 attestations.

49



Meaningful Use to Drive Change

•
 

“Meaningful use" means providers need to show they're 

 using certified EHR technology in ways that can be measured 

 significantly in quality and in quantity.
–

 

Use in a meaningful manner (e.g. e‐prescribing)

–

 

Electronic Exchange of Health Information

–

 

Submit clinical quality & other measures.

•
 
Intent of MU funding is to incentivize entities to employ 

 electronic health records, not a “refund”

 
or a “reward”.
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Meaningful Use to Drive Change

Transformative Change

•Plan should align with Stages of meaningful use.

–
 

Opportunity for workflow redesign. Pay close attention 

 that you remove barriers to new workflows, roles, and 

 processes.

–
 

Tailor and respond to stakeholder needs.

–
 

Make a deep, visible, and personal commitment to the 

 change process for your organization.

–
 

Learn from each‐other.
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SUPPLEMENTAL MATERIALS
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Key Questions Answered

Does agency have to “fully”
 

implement a certified EHR to 
 be eligible for incentive  funds?

No.
 

In the first year of Medicaid participation, eligible 
 providers can adopt (acquire, install), implement 

 (commence utilization), or upgrade to a certified EHR 
 capable of meeting meaningful use 

 requirements.
 

Eligible providers are not required to 
 demonstrate meaningful use in the first year and no EHR 

 reporting is required.
 

This is significant because it means 
 that to qualify for MU incentive payments in their first 

 year of participation, a provider can simply adopt 
 (purchase) a Complete ARRA‐Certified EHR.
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Key Questions Answered

Who is considered an “eligible provider”
 

(EP)?

To qualify as an eligible professional, a physician or nurse 
 practitioner, must (1) be non‐hospital based, (2) have > 

 30% Medicaid encounters
 

over a representative 90‐day 
 period and (3) assign their incentives to the organization 

 using an EHR in a meaningful way.
 

It is important to note 
 that an EP cannot assign their incentive payment to more 
 than one employer, 

Encounter = Services rendered on any one day to an individual where Medicaid paid for part 

 
or all of the service or part of their premiums, copayments or cost‐sharing
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Key Questions Answered

Some of our EPs work in multiple agencies. Can they assign 

 their incentives to our organization? 
To be eligible for incentive payments, in addition to 30% 

 Medicaid encounters, an EP must have 50% or more of their 

 patient encounters during the EHR reporting period at a 

 practice or combination of practices equipped with certified 

 EHR technology. An EP who does not conduct 50% of their 

 patient encounters in any one practice can meet the 50% 

 threshold through a combination of practices equipped with 

 certified EHR technology. 

•Note: An EP cannot reassign the incentive payment to more 

 than one employer. 
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County Treatment Plan Coalition

The County Treatment Plan Coalition:
 Treatment Plan Library

 Providing Documentation Support to 
 Counties, Providers and Clients

Debbie Innes‐Gomberg, Ph.D.

County Treatment Plan Coalition



County Treatment Plan Coalition

Addressing Common Challenges of Paper‐
 Based Treatment Plan Documentation



 
Inconsistent Medicaid/Medi‐Cal audit focus



 
Differences between Medicaid documentation 

 requirements and consumer‐friendly, strength‐
 based and recovery‐oriented wording 



 
Inefficient documentation training for clinicians



 
Lack of standard forms and nomenclature to 

 support continuous client records across multiple 
 providers and counties 

County Treatment Plan Coalition



County Treatment Plan Coalition

First Steps to Realizing EHR Benefits for 
 Treatment Planning 



 
Establish a set of common treatment plan 

 categories that fit for the organization’s 
 documentation requirements 



 
Supply a comprehensive set of pick lists/libraries 

 of sample content for each category from which 
 clinicians and their clients can select

‐
 
Wording must match the organization’s 

 documentation requirements


 
Offer clinicians and clients flexibility to modify or 

 replace wording when appropriate
County Treatment Plan Coalition



County Treatment Plan Coalition

What Would It Take to Develop Core 
 Content for Treatment Plans? 



 
Who can best create extensive content lists for 

 EHR treatment plan modules: multiple 
 stakeholders, treatment plan toolkit developers, or 

 EHR software vendors?


 
Can multiple stakeholders within the substance 

 use and mental health treatment field work 
 together to reach consensus on a common 

 framework and core content?  

County Treatment Plan Coalition



County Treatment Plan Coalition

From Ideas to a Plan:
 The County Treatment Plan 

 Coalition


 
January 2009:  33 counties met in January 2009 to share 

 common dilemmas with treatment plan 
 documentation and consider forming a coalition



 
Spring 2009:  A task force developed a project plan and 

 budget


 
Fall 2009:  26 counties joined and paid member dues to 

 fund the plan

County Treatment Plan Coalition



County Treatment Plan Coalition

County Coalition Members
Alameda
Berkeley
Butte 
Fresno 
Humboldt 
Imperial 
Inyo 
Lassen 
Los Angeles 

Mendocino
Monterey
Napa 
Orange
Placer 
Sacramento 
San Francisco 
San Joaquin 
San Luis Obispo

San Mateo 
Santa Clara 
Sierra 
Solano 
Sonoma 
Stanislaus 
Tuolomne
Yolo

County Treatment Plan Coalition



County Treatment Plan Coalition

Our Mission


 
Improve the quality and consistency of treatment plan 

 documentation throughout the California public 
 substance use and mental health care system



 

Build core content for substance use and mental health  
 treatment that reflects:



 

Medi‐Cal and Drug Medi‐Cal requirements


 

wellness and recovery language


 

cultural competence considerations 


 

attention to differences in age group needs


 

Build content that can be embedded in any of the 
 emerging EHRs

County Treatment Plan Coalition



County Treatment Plan Coalition

Making the Coalition Operational


 
Fall 2009:  Consultants were hired to assist with 

 project management and periodic content review


 
Fall 2009:  DMH Medi‐Cal and ADP Drug Medi‐

 Cal agreed to advise the Coalition on content

County Treatment Plan Coalition



County Treatment Plan Coalition

First Official Meeting

•
 

December, 2009 –
 

Sacramento two‐day kick‐off
–

 

24 of the 27 member counties participated in the meeting
–

 

DMH and ADP support
–

 

Decision to search for, select and customize existing 

 treatment plan library product
–

 

Established overarching values for treatment plan content
•

 

Medi‐Cal and Drug Medi‐Cal compliant
•

 

Recovery oriented and consumer friendly
•

 

Culturally competent
•

 

Age group relevant
•

 

Comprehensively behavioral health – substance use and mental 

 
health disorders

County Treatment Plan Coalition



County Treatment Plan Coalition

Infrastructure  for Decision‐Making


 
Elected Steering Committee


 

Tom Trabin – Alameda (Chair)


 

David Horner –

 

Orange (Treasurer)


 

Marty Marcus – Sonoma (Liaison to CMHDA Medi‐Cal Policy Committee)


 

Jim Featherstone/Doug Hawker – Napa


 

Debbie Innes‐Gomberg – Los Angeles


 

Madelyn Schlaepfer – Stanislaus


 

Uma Zykofsky – Sacramento


 

Mike Gorodezky – Lead Consultant (ex officio) 



 
In‐County Multi‐Stakeholder Workgroups



 
Content Advisory Group


 

Ed Cohen (Lead Clinical Consultant)


 

Debbie Innes‐Gomberg


 

Marty Marcus


 

Uma Zykofsky

County Treatment Plan Coalition



County Treatment Plan Coalition

Content Reviewers



 

CA Department of Alcohol and Drug Programs Drug Medi‐Cal –

 Marjorie McKisson


 

CA Department of Mental Health MediCal

 
–

 
John Lessley, 

 Barbara Mason, Craig Harris, Carole Sakai


 

Treatment Plan Library Developer – Stan Taubman


 

Content Review Consultants


 

Cultural competence –

 
Peter Manoleas



 

Mental health recovery perspective – Betty Dahlquist


 

Substance use recovery perspective  ‐

 
ADPI (Victor Kogler, 

 Bill Manov, Valerie Gruber)


 

Consumer perspective – Catherine Bond 
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Role and Importance of 
 In‐County Multi‐Stakeholder 

 Groups


 
Develop common categories and their sample lists 

 with broad stakeholder input to obtain and 
 incorporate their insights and comprehensive 

 perspectives


 
Actively encourage and obtain stakeholder 

 involvement at the local level, and channel it 
 through  the statewide Coalition workgroups 
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Primary Stakeholders Included in 
 Content Formulation



 
County and contracted treatment providers 
(clinicians, clinical supervisors and other direct     
service staff)



 
Clients/consumers



 
Family members



 
County administrators



 
State administrators of Medi‐Cal and Drug Medi‐

 Cal documentation requirements for mental health 
 and substance use treatment settings
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Steps Taken to Elicit Broad 
 Stakeholder Input



 

Set up Coalition website 


 

Web‐posted ongoing work materials and list of primary 

 
contact persons for each participating county and their 

 
contact information



 

Informed and invited stakeholders through their statewide  

 
associations to contact their web‐listed in‐county contact 

 
person



 

Held webinars to encourage member counties to invite and 

 
assemble key stakeholder representatives  with perspectives 

 
encompassing all age groups, cultural diversity, and 

 
recovery issues for both substance use and mental health 

 
conditions  



 

Asked stakeholder groups in winter of 2010 to formulate 

 
core content categories for Treatment Plan Library  RFP
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Core Treatment Plan Categories Formulated 
 by Member Counties



 

Personal life and treatment goals


 

Personal strengths and resources related to each goal


 

Barriers and problems related to each goal


 

Objectives involved in achieving each goal


 

Interventions
‐

 
What the provider will do to help

‐

 
What the consumer will do

‐

 
What family members, close friends, and/or 

 significant others will do
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Selecting a Treatment Plan 
 Documentation Guide 

•

 

April –

 

August, 2010:  Conducted nationwide RFP search process 
‐

 

Drafted RFP
‐

 

Broadcast emailed, web posted, and advertised in  
national publications

‐

 

Reviewed responses and interviewed finalists 
•

 

August –

 

September 2010:  Selected Treatment Plan Library and 

 
negotiated contract terms with Stan Taubman, Ph.D. from Berkeley

 
Training Associates

•

 

November, 2010:  Signed contract with Dr. Taubman and CiMH

 

on 

 
behalf of coalition members with plan for:

–

 

Copyrighted material  to be reviewed by Coalition and consultants
–

 

Dr. Taubman to incorporate changes as requested by Coalition
–

 

Final product to be licensed at steep discount to Coalition members
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First Steps in Customizing the 
 Treatment Plan Library



 

Winter 2011 – Spring 2011:  
‐

 
In‐county multi‐stakeholder groups and consultants  
provided feedback leading to some initial 
modifications  and sending of a second draft
‐

 
Each county’s multi‐stakeholder workgroup reviewed
the second draft, generated over a thousand
comments and edits, and sent them to the Coalition
project consultants

‐

 
Project consultants consolidated all edits and
comments for review and disposition by statewide
coalition workgroups
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Statewide Coalition Workgroups 
 Meet to Decide on Suggested 

 Modifications


 

July ‐

 
August, 2011 

‐

 
Statewide Coalition Workgroups complete edit decisions, 
consultants incorporate them, and Content Advisory Group 
resolves parking lot issues

‐

 
Coalition consultants distribute first draft for review and 
feedback to DMH Medi‐Cal and ADP Drug Medi‐Cal 

 officials, 
and to content consultants
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Reviews and Edits 


 
September – November 2011 
‐

 
Comments/edits received and collated by consultants

‐
 

Content Advisory Group, including lead clinical 
consultant and product developer, decided upon
disposition of edits and incorporated most of them. 

‐
 

Reviewers were contacted to discuss disposition of their
suggestions and agreed to them.  

‐
 

Steering Committee made final decisions and
determined there were no parking lot items of  
controversy requiring reconvening of the entire 
Coalition.
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Product Completion


 
January 2012 – Final product available for licensing 

 and use to Coalition counties at $1 for first year and 
 steep discounts for ensuing years 
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Preview of the Product


 
The completed Treatment Plan Library has a 

 comprehensive set of over 5,000 items spanning 7 
 treatment plan categories  



 
The items within each category are be 

 associated/nested within many types of optional 
 headings designed for use in EHRs

 
as search functions 

 in drop down boxes to yield short, targeted item lists


 
The items are also intended to be searchable through 

 keywords for easy access
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How Providers and Consumers 
 Might Use the Product



 
Providers are encouraged to:
‐

 
work collaboratively with their clients in selecting   
treatment and recovery planning content options

‐
 

use headings and/or keywords as search functions to
narrow the list of options

‐
 

select items from the Library as is or with
modifications, or use free text and refer to the items 
for guidance regarding phrasing
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Implications for Behavioral 
 Healthcare Nationwide

We have shown from this project that we can:
organize ourselves along with multiple stakeholders to 

 develop behavioral health content standards that are 
 much‐needed to more fully use the potential of EHRs

reconcile MediCaid
 

documentation requirements with 
 wording that is consumer‐friendly, strength‐based, 

 recovery‐oriented and culturally sensitive 
envision how computer supports can be used with 

 training to enrich a collaborative treatment planning 
 process between the consumer/client and the provider   
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Questions & Further Information
DMH

 
Debbie Innes‐Gomberg, Ph.D.
(213) 251‐6817
DIGomberg@dmh.lacounty.gov

To Obtain the Product for your LA County Legal Entity:  
Stan Taubman, Berkeley Training Associates
btatraining@earthlink.net

County Treatment Plan Coalition
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