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PURPOSE:  The Louisiana Performance Effectiveness Review Tool (LAPERT) is a document that includes the compilation of Louisiana State regulations, program guidelines and administrative policies.  The LAPERT is completed to determine the effectiveness of School-Based Health Center (SBHC) programs and their compliance with contractual requirements and LA SBHC Standards. The Program-Assessment and Validation sections of the LAPERT provide assurance that guidelines in the Principles, Standards, & Guidelines for School-Based Health Centers in Louisiana are being adequately followed and met.

LAPERT PROCESS:  Program-Assessment Completed by the SBHC Staff
· The LAPERT utilizes a process of provider program-assessment and subsequent validation by a Louisiana state peer review team.

· The program-assessment process provides the opportunity for program staff to assess their SBHCs to determine if requirements are being met; and if not, what progress is being made toward meeting these requirements.

· For all sites, a copy of the Statistical and Contract Compliance Reports must be sent or faxed to OPH/ASHP Office.

· For all established sites, one copy of the LAPERT’s Administrative Review, pp. 6-20, including updated Contract Requirements sections, pp. 17-19, are due October 31, with the ASHP Quarterly Statistical Report for Contract Compliance, Inventory List, Staffing Pattern Compliance Report and Outcome Measures Reporting Form. Send these documents directly   to the OPH/ASHP office and include all site-specific information for sponsoring agencies that have more than one site, i.e. pg. 9.

· For all established sites, LAPERT’s Behavioral Health Review, pp. 39-42, and updated Contract Requirements sections, pp. 17-19, are due January 31 with the ASHP Quarterly Statistical Report for Contract Compliance, Inventory List, Staffing Pattern Compliance Report, Biannual Statistical Service Report and Semi-Annual Export.

· For all established sites, LAPERT’s Medical Clinical Service Review, pp. 20-29, and updated Contract Requirements sections, pp. 17-19, are due April 30 with the ASHP Quarterly Statistical   Report for Contract Compliance, Inventory List, Staffing Pattern Compliance Report, and chart reviews (it is recommended that at least seven (7) chart reviews are done each quarter to lighten third quarter responsibilities).   The sponsor may choose to use the LAPERT I OR the LAPERT II tool for auditing charts. If completing the LAPERT I chart review option, then perform 14 medical and 7 psychosocial chart reviews (21 total). If completing the LAPERT II chart review option, then perform 5 Medical Reviewer I, 5 Medical Reviewer II, 5 Psychosocial Reviewer, and 5 Administrative Reviewer chart reviews (20 total).  For sponsoring agencies with multiple sites, twenty (LAPERT II) or twenty-one (LAPERT I) chart reviews per site are due on April 30.

· For all established sites, the Insurance Revenue Report, In-Kind Contribution Report and Inventory List are due on June 30.

· For all established sites, Annual Export Data and Information, updated Contract Requirements section of the LAPERT, pp. 17-19, the ASHP Quarterly Statistical Report for Contract Compliance, Staffing Pattern Compliance Report, Outcome Measures Reporting Form and Biannual Statistical Service Report are due July 15.  
Validation Completed by the Peer Review Team
· This process includes: a comprehensive site evaluation visit at selected SBHC sites by Peer Review Team/staff and review of the Program-Assessment portion of the LAPERT.

· This portion is completed during the peer review team site evaluation.  

Exit Conference
· The comprehensive site evaluation visit concludes with an exit conference during which preliminary findings are summarized.

Follow-up
· After completion of the comprehensive site evaluation visit, a copy of the completed and validated LAPERT and official CQI report, including recommendations to address areas in need of improvement, shall be sent to the sponsoring agency.  Strategies to address the LAPERT recommendations will be developed by the SBHC and forwarded to the OPH/ASHP staff liaison for approval and follow-up according to the time frames defined in the official CQI report from OPH-ASHP.   
SCHEDULE FOR COMPLETING OPH-ASHP REQUIRED REPORTS: 
October 31
1. Administrative Review of the LAPERT including Contract Requirements section (pp. 6-20);

2. Staffing Pattern Compliance Report;
3. ASHP Statistical Report for Contract Compliance; and
4.   Outcome Measures Reporting Form.
5.   Inventory List

January 31
1. Behavioral Health Review (pp. 36-42) and updated Contract Requirements section (pp. 17-19) of the LAPERT; 

2. Staffing Pattern Compliance Report;

3.   ASHP Statistical Report for Contract Compliance; 

4.   Biannual Statistical Service Report; and

5.   Semi-annual export disk. 

6.   Inventory List

April 30
1. Medical Clinical Service Review (pp. 20-29) and updated Contract Requirements sections (pp. 17-19) of the LAPERT; 

2. Staffing Pattern Compliance Report;
3. ASHP Statistical Report for Contract Compliance; and 
4. Chart reviews-SPONSOR CAN UTILIZE EITHER LAPERT I OR LAPERT II OPTION:  

· If completing the LAPERT I chart review option, then perform 14 medical and 7 psychosocial chart reviews (21 total).

· If completing the LAPERT II chart review option, then perform 5 Medical Reviewer I, 5 Medical Reviewer II, 5 Psychosocial Reviewer, and 5


 Administrative Reviewer chart reviews (20 total).


SPONSORS WITH MULTIPLE SITES MUST COMPLETE CHART REVIEWS FOR EACH SITE (For example, a sponsor with 2 sites that opts to perform the LAPERT I chart audit should do 21 chart reviews per site for a total of 42 chart reviews).  
5. Inventory List 
June 30

1. Insurance Revenue Reporting Form;

2. In-kind Contribution Reporting Form; and
3. Inventory List.

July 15
1. Updated Contract Requirements section of the LAPERT (pp. 17-19); 

2. Staffing Pattern Compliance Report;
3. Annual Export Data and Information;
4. ASHP Statistical Report for Contract Compliance;
5. Biannual Statistical Service Report; and
6. Outcome Measures Reporting Form.

*Invoices are due to OPH-ASHP on the 15th of each month, except the June invoice which is due a bit earlier (sites will be notified of date).
DIRECTIONS
LAPERT Records Request

See directions on page 7. 
CODING KEY INSTRUCTIONS

1 = Technical assistance needed to help meet standard
2 = Meets standards, no additional help required to meet standard
3 = Exceeds standards, share with others
FOR SPONSORING AGENCIES WITH MULTIPLE SITES
There is no need to send in duplicates of the same information per site. Please make copies of the following pages, complete for each site and submit during the appropriate quarter.


 pg. 9 Site Specific Information due October 31

pg. 35, 36 & 39Chart Review due April 30 (Each site should submit 20 (LAPERT II) or 21 (LAPERT I) chart reviews.)
GENERAL INSTRUCTIONS
Program-Assessment:  (To be completed by the SBHC staff.)  

For the items in Section I, II and IV, the SBHC staff should circle the appropriate code in ‘CODE’ under Program-Assessment.  SBHC staff who circles 2, (‘Meets Standards’), may also request Technical Assistance (TA) by indicating the appropriate code (1).  If the requirement is not met, circle the appropriate code and provide an explanation in the Program-Assessment column.

Validation: (To be completed by the Peer Review Team.)

For the items in Sections I, II and IV, the Peer Review Team should circle appropriate code on line provided in “CODE” column under Peer Review Team Validation. If the requirement is not met, circle the appropriate code (1). Provide an explanation in the Validation column.
Please note: Starred () areas of the LAPERT are considered major challenges/deficiencies and if the sponsoring agency has one or more, it will receive a one-year provisional period to correct identified non-compliance.  Remaining items are considered minor challenges/deficiencies and if the sponsoring agency has five or fewer, a three-year certificate shall be granted.  However, if the sponsoring agency has more than five minor challenges/deficiencies, it will receive a one-year provisional period to correct identified non-compliance.
Section I:  Administrative Review
Section II: Medical Clinical Services Review   
 
Section III: Behavioral Health/Medical Records Review 

For the items in Section III, the Peer Review Team should review a minimum of ten (10) randomly selected charts per site using the key provided on the page.
Section IV: Behavioral Health Review
SECTION   I

ADMINISTRATIVE REVIEW
LAPERT RECORDS REQUEST- ADMINISTRATIVE
SPONSORING AGENCY: ________________________________ SITE: _____________________________________

Directions for Peer Review staff: The records specific to SBHCs listed below should be organized and readily available at the time of the site evaluation to facilitate this review.  Site being reviewed must indicate the location of each item.  For new sites these items must be in place and approved by OPH/ASHP staff prior to the initiation of School-Based Health Center service.  Peer review staff should check each item as reviewed.  Comment and use additional pages if needed.


Location of Item


Comments

1.  Program policy and procedure manual






a.
Clinical Appointment Schedule
          





b.   b.
 Quality Assurance






2.  Agreements
a.  School district agreement/Memorandum of Understanding

(MOU) with local education authority






     Date signed: __________ Date renewed: ________

b.  Other existing contracts





c.   Transfer/referral agreements





d.   Parish Health Unit; Office of Behavioral Health



 agreements







e.
MOU with School RN






f.
MOU with School SW






3.  Check agreements established, if applicable:

· 24 hr. back-up facility 






· In-school resources 






· Department of Social Services






· Specialty Services 






· Medicaid provider certification 






· EPSDT license/approval letter





(may be in Bayou Health provider certification letter)

· Adolescent Risk Reduction Programs 






· CLIA Waiver Certificate






· PPMP Certificate (if doing STD testing)






· Other (specify)






4.  OPH/ASHP Documents (Most current)

a. Contract with all attachments





b.   CQI Policy







c.   Coding Policy
 








d.   Principles, Standards & Guidelines
 ________________________

 ______________________________________________________


e.   Encounter Form Manual
 ________________________

 ______________________________________________________
SECTION I: ADMINISTRATIVE REVIEW
SPONSORING AGENCY: ________________________                                
	REQUIREMENTS
	PROGRAM-ASSESSMENT
	PEER REVIEW TEAM VALIDATION

	A. ORGANIZATION AND FUNCTION
	CODE
	Documentation of Policy Implementation

(Have the following records available for review by the CQI on site review team.)
	CODE
	COMMENTS /EXPLANATION

	General:

1.
Organizational chart reflects clear lines of authority between the SBHC, the provider and the school. Organizational chart is reviewed at least annually and revised as needed.  (Most recent copy on file)
	1
2
3
	· Copy of organizational chart
	1
2
3
	

	2. 
SBHC staff meet regularly with school and/or building administration.
	1
2
3
	· Schedule of meetings or last meeting date

· Copy of last meeting minutes or agenda as appropriate
	1
2
3
	

	3.
SBHC staff meet/communicate regularly with SBHC personnel and sponsoring agency. SBHC staff meets regularly with administrative staff of sponsoring agency.
	1
2
3
	· Copy of schedule of meetings or last meeting date and last meeting minutes or agenda for both
	1
2
3
	

	Personnel:

 4. The program assures employment without regard to race, color, religion, sex, national origin, veteran status, political affiliation, disabilities, age or sexual orientation.
	1
2
3
	· Copy of policy on file
	1
2
3
	

	5.  Program meets OPH-ASHP and sponsoring agency standards for provider credentialing.  

· Registered Nurse

· Nurse Practitioner/Physician Assistant
· Medical Director/Physician

· Mental/Behavioral Health Professional
· Licensed Practical Nurse 
	1
2
3
	(Copy of up-to-date license and certification or documentation that personnel office/ human resources has seen current credentialing.)
· RN: State Board of Nursing license

· NP: State Board of Advanced Practice Registered Nurse license with NP certification and prescriptive authority 

· PA: State Board of Medical Examiner license and prescriptive authority

· MD: State Board of Medical Examiner license
· Behavioral Health Provider: Copy of license (LCSW/LPC)
· If the Behavioral Health Provider is not licensed, a copy of a collaborative agreement for supervision and plan for becoming licensed must be on-site for the PERT review.
· LPN: State Board of Practical Nurse license
	1
2
3
	

	6.  Personnel file is maintained according to sponsoring agency policy and is complete including:

· Criminal background check done on all employees.
· Job descriptions, curricula vitae and resumes
· Staff licenses, registrations and certifications - See specification listed in item 5 above 
· Annual employee performance evaluations
	1
2
3
	· Copy of policy regarding personnel file

· Documented in personnel file.

· Copies in personnel file

· Copies in personnel file
· Copies in personnel file and policy for how often evaluation is done
	1
2
3
	


Section I: Administrative Review–SITE SPECIFIC INFORMATION

A. Organization and Function   Con’t.



 SPONSORING AGENCY:




SITE:

	
	PROGRAM-ASSESSMENT
	PEER REVIEW TEAM 

VALIDATION

	
	
	Monday
	Tuesday
	Wednesday
	Thursday
	Friday
	

	SBHC Staff 
	FTE
	Hours per Day
	Hours per Day
	Hours per Day
	Hours per Day
	Hours per Day
	CODE
	


	Administrator
	
	
	
	
	
	
	1
2
3
	

	Licensed Beh. Health Pro.
	
	
	
	
	
	
	1
2
3
	

	Data Technician
	
	
	
	
	
	
	1
2
3
	

	Nurse 
	
	
	
	
	
	
	1
2
3
	

	Nurse Practitioner
	
	
	
	
	
	
	1
2
3
	

	Physician
	
	
	
	
	
	
	1
2
3
	

	Physician Assistant
	
	
	
	
	
	
	1
2
3
	

	Other (list):
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	


1 FTE = 35-40 hours per week X 36 to 52 Weeks

Is Behavioral Health Provider licensed?           ❒ Yes       ❒ No

If Behavioral Health Provider is not licensed, does provider have a supervision agreement in effect?           ❒ Yes       ❒ No       ❒ Not applicable

Does Nurse Practitioner/Physician Assistant have prescriptive authority?           ❒ Yes       ❒ No
Medical director, or their back-up, is available in person or by telephone whenever the SBHC is open.             ❒ Yes               ❒ No                 
Overall staffing pattern is consistent with Principles, Standards & Guidelines for School-Based Health Centers in Louisiana.
❒ Yes               ❒ No                 
No Changes: _________

Comments (SBHC staff):                                                                                         Comments (Peer Review Team staff):                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                        

B. Site Specific Information–please complete for ALL School-Based Health Center sites.
	CLINIC LOCATION:
	#1
	#2
	#3
	#4
	#5

	Days Open (circle all that apply)
	M   T   W   Th   F   Sa   Su
	M   T   W   Th   F   Sa   Su
	M   T   W   Th   F   Sa   Su
	M   T   W   Th   F   Sa   Su
	M   T   W   Th   F   Sa   Su

	Number of Hours Open Per Week
	
	
	
	
	

	Number of Weeks Open Per Yr
	
	
	
	
	


	REQUIREMENTS
	PROGRAM-ASSESSMENT
	PEER REVIEW TEAM VALIDATION

	C.
POLICIES AND PROCEDURES 
	CODE
	Documentation of Policy Implementation

(Have the following records available for review by the CQI on site review team.)
	CODE
	COMMENTS/EXPLANATION

	Education/Training: 

7.
Policies are established for the orientation, on-the-job training & continuing education of SBHC staff.  Records are maintained and available for review.
	1   2   3
	· Copy of policy

· Statement in personnel file documenting staff have had orientation, training & continuing education
	1   2   3
	

	8.
All appropriate staff is educated within the first quarter of employment and on an annual basis in the following areas according to policy and records are maintained and available for review.  

· child abuse

· suicide/homicide

· school crisis response plan

· CLIA

· OSHA

· CPR/ AED/first aid training through the American Red Cross Certification which is renewed every 2 years. Can be done by computer. Website: www.americanredcross.org and click on trainings. 
· management of side effects to immunizations (including allergic  reactions) - Medical Director has signed off that nursing personnel have been trained

· HIPAA 
	1   2   3
	· Copy of staff education policy

· Statement in personnel file that staff have been educated/trained

· Observe Medical Director signature for training for nursing personnel.
	1   2   3
	

	9.
Staff have access to reference materials:

a.   latest edition of International Classification Diseases (ICD)

b.
current edition of Clinical Procedure Terminology (CPT) 

c.
DSM IV

d.
OPH training documents (see page 7, #4)
	1   2   3
	Where located:

( a.  _________________________

( b.  _________________________

( c.  _________________________

( d.  _________________________
	1   2   3
	


	
REQUIREMENTS
	PROGRAM-ASSESSMENT
	PEER REVIEW TEAM VALIDATION

	C.
POLICIES AND PROCEDURES CON’T.
	CODE
	Documentation of Policy Implementation

(Have the following records available for review by the CQI on site review team.)
	CODE
	COMMENTS/EXPLANATION

	Policy and Procedural Manual(s): 

10.
The procedure manual(s) describes all the following procedures in a manner consistent with prevailing practice.  Policies and Procedures must be in one of the manuals.

Administrative Manual:

· maintaining supplies 

· billing/fiscal information 

· obtaining third party information

· data management 

· data back-up

· data entry utilizing Clinical Fusion 

· enrollment

· access to after-hour service including vacations, weekends and summer operations

· release of client information & access to medical records including who has access to PHI and when
· transfer of records for referral

· mechanism is in place to provide duplicate records for back-up facility as needed 

· who can document in the chart

· services for non-students as needed 

· medical records format (how patient record is organized) is reviewed and standardized by local SBHC administration

· appointment scheduling and follow-up

· policy for attaining consent for services

· school crisis response plan

· infection control (may be separate manual)

· HIPAA

· confidentiality 

There are policies on confidentiality that restrict 
                   access to and use of:

· computer files/logs

· schedules and appointment books

· client/patient records

· SBHC program data

· referral logs
	1   2   3
	· For each of these, copy of policy or plan


	1   2   3
	


	
REQUIREMENTS
	PROGRAM-ASSESSMENT
	PEER REVIEW TEAM VALIDATION

	C.
POLICIES AND PROCEDURES CON’T.
	CODE
	Documentation of Policy Implementation

(Have the following records available for review by the CQI on site review team.)
	CODE
	COMMENTS/EXPLANATION

	Behavioral Manual:

· off site referral and follow-up

· sharing information with primary care provider

· sharing information with school/school system

· reporting child abuse and neglect

· suicide/homicide

Medical Manual:

· sharing information with primary care provider

· off site referral and follow up

· emergency services

· documenting reportable incidents and follow-up (in collaboration with school and /or fiscal agent)

· routine cleaning in accordance with OSHA standards

· infection control


	1
2
3
	· For each of these, copy of policy or plan

·  Infection control manual should be reviewed by Medical CQI Team Member  (see below)
	1
2
3
	

	11.
The administrative policy and procedure manuals are reviewed at least every three years or more often as needed.

Person responsible: ___________________________
	1
2
3
	· Documentation of policy/procedure manual review and date of last review with signature
	1
2
3
	

	12.
Medical policies and procedure manual(s) are reviewed and signed by medical director on an annual basis and are located at each site.

Person responsible: _____________________________
	1
2
3
	· Documentation of policy/procedure manual review and date of last review with signature
	1
2
3
	

	13.  The behavioral health procedure manual is reviewed and signed on an annual basis and are located at each site.

Person responsible: __________________________
	1
2
3
	· Documentation of policy/procedure manual review and date of last review with signature
	1
2
3
	


	REQUIREMENTS
	PROGRAM-ASSESSMENT
	PEER REVIEW TEAM VALIDATION

	D.
FISCAL OPERATIONS 
	CODE
	Documentation of Policy Implementation

(Have the following records available for review by the CQI on site review team.)
	CODE
	COMMENTS/EXPLANATION

	14.
The sponsoring agency has staff responsible for fiscal management and billing of SBHC contract. Person responsible:_________________________
	1
2
3
	· If person signing invoice is not the same as person signing contract, provide memo from sponsoring agency stating title of responsible personnel.
	1
2
3
	

	15.  Invoices are prepared monthly using the appropriate/up to date forms and a copy is filed with original back-up documentation.

· Receipts and expenditures are identified for each contract/source of funds.

· Receipts for all travel.
	1
2
3
	· Review fiscal files

· Invoices and receipts
	1
2
3
	

	16.
Evidence of in-kind contributions from the applicant and other sources is provided using appropriate/up to date forms.  
	1
2
3
	· Review current In-kind Contribution Documentation Form
	1
2
3
	

	17.
Signed contracts are available for all monies received by the SBHC.
	1
2
3
	· Review copy of contract(s)
	1
2
3
	

	18.
Written procedures exist for fiscal record keeping, determining and obtaining information on Bayou Health eligibility.

a.
Procedures adequately address assistance 

in Medicaid enrollment and rejected 

Medicaid Claims. 

b.  3rd Party Reimbursement Policies include:

· Billing Bayou Health 
· Tracking denied claims

· Tracking reimbursements

· Indicates the SBHC is eligible to bill Bayou Health and include the facility type, Bayou Health numbers within the policy

c.  Resources include:

· Copy of Bayou Health Manual

· Copy of denied claims log

· Copy of billing log

· Copy of recent Bayou Health  audit/checklist (if received)
	1
2
3
	· Copy of policy and procedure

· Copy of LaCHIP/Medicaid manual

· Resources present

	1
2
3
	


	REQUIREMENTS
	PROGRAM-ASSESSMENT
	PEER REVIEW TEAM VALIDATION

	D.
FISCAL OPERATIONS CON’T.  
	CODE
	Documentation of Policy Implementation

(Have the following records available for review by the CQI on site review team.)
	CODE
	COMMENTS/EXPLANATION

	19.
Documentation for all employee time sheets and check disbursement. 

a.
There is a method whereby staff time spent is 

accounted to the program. 
	1
2
3
	· Copy of policy

· Review personnel file
	1
2
3
	

	20.
Documentation for all program expenditures.

a.
OPH/ASHP purchased equipment is tagged and listed as part of the inventory.

        Person responsible:________________________ 
	1
2
3
	· Inventory list/tagged equipment


	1
2
3
	

	E.   DATA MANAGEMENT 
	
	
	
	

	21.  Reports:

a. A designated individual is trained on current forms and is responsible for preparation of OPH/ASHP statistical reports, and LAPERT section submissions.

b. All data entry staff should be properly trained prior to beginning any data entry.  

c. All data entry staff should maintain Daily Visit reports to ensure data entry accuracy.

d. All data entry staff should maintain a system back up log and perform those back-ups a minimum of once a week. 

e. All data entry staff should perform a data integrity review monthly by: running a report on registrants to birth, grade, and  insurance); running a report on diagnosis groups to ensure there are no “empty” diagnosis codes present; and running a report to ensure the  results of labs are present.
	1
2
3
	· Identify individual:
_______________________

· Date of last training attended

· Copy of Daily Visit report for 2 dates and the corresponding encounters for review

· Copy of system back-up log
· Provide a copy of most recent monthly integrity report.

· Provide a copy of most recent bi-annual statistical report.

	1
2
3
	


	REQUIREMENTS
	PROGRAM-ASSESSMENT
	PEER REVIEW TEAM VALIDATION

	E.   DATA MANAGEMENT 
	CODE
	Documentation of Policy Implementation

(Have the following records available for review by the CQI on site review team.)
	CODE
	COMMENTS/EXPLANATION

	22. Using updated OPH-ASHP forms/reporting forms.
	1
2
3
	Including:

· ASHP Statistical Report for Contract Compliance

· Staffing Pattern Compliance Report

· Biannual Statistical Service Report

· LAPERT sections

· Outcome Measures Reporting Form

· Insurance Revenue Reporting Form

· In-kind Contribution Reporting Form

· Encounter Form

· Consent Form

· Explanation of Services
	1
2
3
	

	23.
Encounter forms are generated for all clinical visits.  Encounter forms are present for each visit and are correctly entered into Clinical Fusion. For those SBHCs using an EHR, encounter forms are not necessary.
	1
2
3
	· Copy of Encounter Form Manual

· Random check of completed encounter forms and Clinical Fusion
	1
2
3
	

	24.
Reports are submitted to OPH/ASHP Program Office within 30 days of the end of the reporting period.
	1
2
3
	· Copy of most recent reports

· ASHP contract monitor reports on timeliness
	1
2
3
	

	F.
QUALITY ASSURANCE (QA)
	CODE
	Documentation of Policy Implementation

(Have the following records available for review by the CQI on site review team.)
	CODE
	COMMENTS/EXPLANATION

	25.
The QA committee meets at least quarterly. Most recent minutes, reflecting QA activities, on file. 
	1
2
3
	· Schedule of meetings

· Copy of last meeting minutes
	1
2
3
	

	26.
A SBHC person is designated as the Quality Assurance Coordinator for the School Health Program.
	1
2
3
	· Designated Individual:

__________________________
	1
2
3
	

	27.
The QA committee membership reflects expertise from health related disciplines as well as representation from the school and community.  Members’ names, titles, affiliations on file.
	1
2
3
	· Copy of member list with titles and their affiliations
	1
2
3
	

	28.
The development and implementation of QA Plan is based on needs assessment and previous QA activities.
	1
2
3
	· Copy of policy

· Copy of QA plan
	1
2
3
	


	REQUIREMENTS
	PROGRAM-ASSESSMENT
	PEER REVIEW TEAM VALIDATION

	G.   ADVISORY COMMITTEES 
	CODE
	Documentation of Policy Implementation

(Have the following records available for review by the CQI on site review team.)
	CODE
	COMMENTS/EXPLANATION

	29.
The SBHC Advisory Committee is oriented to their role and to the SBHC services. Meetings are scheduled on a regular basis (at least quarterly).  Most recent schedule and minutes on file.
	1
2
3
	· Copy of member list

· Schedule of meetings

· Copy of last meeting minutes 
	1
2
3
	

	H.
PUBLICITY/OUTREACH/EDUCATION
	
	
	
	

	30.
Students are recruited.  Recruitment procedures:

❒school enrollment                        ❒student newspapers

❒bulletin boards/posters             ❒mail-outs

❒teacher/staff referrals               ❒newspaper articles

❒outreach to parents                    ❒campaign/PSAs
❒other (specify)______________
	1
2
3


	· Copy of policy/procedure 

· Sample recruitment materials, if applicable
	1
2
3
	

	31. 
Health information/educational materials are distributed at the SBHC.
	1
2
3
	· Review materials
	1
2
3
	

	I.
ACCESSIBILITY 
	CODE
	Documentation of Policy Implementation

(Have the following records available for review by the CQI on site review team.)
	CODE
	COMMENTS/EXPLANATION

	32.
SBHC space is clearly marked.  Collaboration with DHH/OPH/ASHP is mentioned on signage. 
	1
2
3
	· Reviewer can easily find SBHC

· Observe on signage
	1
2
3
	

	33.
Clinic hours are clearly posted.
	1
2
3
	· Reviewer can easily find clinic hours
	1
2
3
	

	34.
The site provides a summer program. (Optional)
	1
2
3
	· Copy of policy if have summer program (include times available)
	1
2
3
	


Directions for Peer Review Team staff:
The records listed below should be organized and readily available at the time of the site evaluation to facilitate this review.  Site being reviewed must indicate the location of each item.
  Peer review staff should check each item as reviewed.   Comment and use additional pages as needed.  



           

Location of Item  




 Comments


35.
Client/Patient Forms





a.
eligibility statement (ie, who is eligible 

to come to the SBHC may be included in 

consent forms and program policies)






b.
consent form








c.
client/patient records 







d.
encounter data







36.
Logs





a. daily logs (ie, sign in sheet)








Section I, Con’t.


J.  CONTRACT REQUIREMENTS 

SPONSORING AGENCY: 



QUARTER ___________________
SBHC SITE: ___________________

Directions:  For each contract requirement, specify the progress.                                      


	Contract Requirement


	Progress Toward Contract Requirement
	Peer Review Team Validation

	37.  SERVICES: 

A.  Provide comprehensive primary and preventive health services in the categories listed below a minimum of 180 days per year to students registered at the SBHC.  Services to be provided are detailed in “Attachment 2 – School Based Health Center Services” include, but are not limited to:

General Preventive Medicine

Illness and Injury

Mental/Behavioral Health (where applicable)

Health Education

B. Schedule and provide annual comprehensive physicals, including a complete history, physical exam, risk assessment, and anticipatory guidance on an annual minimum of 10% of those enrolled from the school which houses the SBHC.
	
	

	38.    STAFFING

Hire, orient, and retain qualified personnel licensed to practice in Louisiana.  These personnel may include physicians; nurse practitioners/physician assistants; registered nurses, administrators, clerical/data entry technicians.  Staffing patterns must be adequate to meet contract requirements for the types and frequency of primary care services, acute care services, preventive health services, and other services.  Staffing patterns must also be aligned with Medicaid criteria for appropriate and maximum billing/reimbursement.  Staffing patterns must be approved by Manager and LCS and/or Manager authorization must be obtained prior to hiring to ensure credentialing and other adherence to standards. SBHCs are required to have a licensed behavioral health professional on site for the same number of hours as the SBHC’s hours of operation. Behavioral health professionals preferably should be licensed as able to provide behavioral health services independently, such as a Licensed Clinical Social Worker, a Licensed Professional Counselor, a Licensed Marriage and Family Therapist, a Licensed Clinical Psychologist.  Behavioral health professionals that are not fully licensed, meaning that the license does not allow for the independent provision of behavioral health services, include Licensed Masters Social Workers and Licensed Professional Counselor – Interns.  For this level of licensure, the following documents must be submitted to Manager’s Adolescent School Health Program (ASHP) prior to hiring candidate:  a written plan for obtaining a license and an agreement for supervision by the appropriate licensed mental health professional.  Notify LCS or Manager immediately of any type of change in staffing and include action plan to resolve the issue in a timely manner.  Submit the ASHP Staffing Pattern Report on a quarterly basis.
	
	

	39.     ENROLLMENT & UTILIZATION

For SBHCs open 3 or more years:

A. Enroll into the health center a minimum of 70% of the student population from the school which houses the SBHC.

B.   Annually provide services to a minimum of 50% of those enrolled from the school which houses the SBHC.

For SBHCs open less than 3 years:

A. Enroll into the health center a minimum of 70% of the student population from the school which houses the SBHC.

B. By the third year of operation, annually provide services to a minimum of 50% of those enrolled from the school which houses the SBHC.
	
	

	44.              40.     ATTENDANCE

Attend biannual Network meetings and participate in required activities of the ASHP Network. At least one person from each sponsoring agency should participate in one Continuous Quality Improvement (CQI) site visit at least every other year in order to promote awareness of the CQI process and stimulate the on-going learning process as requested by the ASHP Program.
	
	

	41.    24-HOUR COVERAGE
Provide 24 hour coverage to ensure access to services when the health center is closed, through an on-call system of health center staff or other providers, or through a back-up health facility.
	
	

	42.   COLLABORATION

To establish collaboration for seamless patient care and/or referrals, and eliminate duplication of services, the SBHC must sign written Memorandums of Agreement with its local health and mental health community resources, its local Parish Health Unit and local school board, except when the Contractor is the local school board. The SBHC must also have signed written Memorandums of Agreement with the school nurse and school social worker if these staff members are present in the school.
	
	

	43.   DATA

Have Internet access onsite.  Submit accurate utilization data in a format that can be easily aggregated with the data of SBHCs across the state in order for Manager to fulfill its role of collecting and disseminating reports for program accountability purposes.   Be an enrolled user of the Louisiana Immunization Network for Kids Statewide (LINKS). 
	
	

	44.   MATCH/IN-KIND
Provide a minimum of 20 percent of the amount received from the LCS in matching funds or in-kind services and report annually in the In-kind Contributions Report according to the Reporting Requirements Schedule in Attachment 4.
	
	

	45.   INSURANCE (Report on the Insurance Revenue Reporting Form)
A. Become a Bayou Health provider and maintain certification. Work collaboratively with students’ primary care providers to coordinate care.  Apply to become a Magellan provider and enroll if accepted. 
B. Become a Early Periodic Screening, Diagnosis, and Treatment (EPSDT) provider and maintain certification, through collaboration with local school board where applicable.

C. Participate in the Louisiana Children’s Health Insurance Program (LaCHIP) enrollment process.  Whether the SBHC or the SBHC Sponsoring Agency becomes the enrollment site, the SBHC should assist the client to complete the application process.
D. Bill all payer sources, including private insurance. The Manager’s Uniform Consent Form states that the parent/guardian will not be charged for any of the services provided through the health center. Report billing status once a year according to the Reporting Requirements Schedule in Attachment 4. 
	
	

	46.   POLICIES AND STATE LAWS
Adhere to policies and procedures established by LCS, Manager and State: 

A. Policies established in the current edition of Principles, Standards, & Guidelines for School‑Based Health Centers in Louisiana.
B. State law on instruction in sex education (R.S.17:281).

C. RS 40:31.3, the Adolescent and School Health Program Act.  This Act prohibits health center staff from: 
(1) Counseling or advocating abortion in any way or referring any student to any organization for counseling or advocating abortion and (2) Distributing at any public school any contraceptive or abortifacient drug, device, or similar product.  Sanctions will be invoked upon anyone found in violation of this law.

D. Manager’s Continuous Quality Improvement Monitoring Review Policy, including quarterly submission of Manager’s Performance Evaluation Review Tool (PERT).

E. Parental consent policy per the Principles, Standards, & Guidelines for SBHCs in Louisiana.

F. Louisiana minor consent laws, R.S.40:1095; R.S.40:1096; and R.S.40:1065.1.
	
	

	47.  NON-COMPLIANCE

LCS may address failure to comply with the terms of this Agreement and/or items specified in Section 10 of this Attachment by initiating any of these actions in and of themselves, independently of pursing all of the actions listed:

1) Meet with Contractor to address issues of non-compliance, to negotiate a time frame for coming into compliance, and to monitor steps toward compliance.

2) Withhold payment of invoices, totally or partially

3) Terminate the Agreement.
	
	

	48.  INVENTORY 

Under the terms of this Agreement, if Contractor uses LCS funds to purchase equipment (defined as tangible, durable property, such as furniture) with an acquisition cost of $1000 or more, prior approval from LCS and/or Manager is required. Any equipment purchased by a Contractor under this Agreement is considered owned by the Contractor while in use under the Agreement. The Contractor has a responsibility to establish an inventory system to keep track of items purchased and is required to send a copy of the inventory list to LCS or Manager quarterly.

Upon termination of contracted services, durable equipment or property purchased with proceeds of this Agreement shall become a part of LCS inventory and shall be returned to LCS. Therefore, all items purchased with LCS funds with an acquisition cost of $1000 or more must be tagged and identified as purchased with LCS funds.
	
	

	49.  HEALTH INSURANCE PORTABILITY AND ACCOUNTABILITY ACT (HIPAA)
Comply with HIPAA and any and all applicable medical privacy statutes.
	
	

	 50.  REPORTING (See Attachment 4 for Reporting Requirements Schedule).
A. Monthly: Invoices/financial reports which provide details regarding SBHC expenditures along with appropriate supporting documentation and a service report which provides evidence that an acceptable level of services was performed to support the staffing level for that month (number of patients and visits) shall be submitted by the 15th of the following month.  In the case of travel, supporting documentation should be provided in accordance with Louisiana travel regulations. It should reflect the dates and times of travel and include travel logs, hotel and conference receipts, the conference agenda, and registration form. Conference agenda without the conference receipt and registration form is not considered sufficient documentation.  If a check is to be used in lieu of a receipt, be sure to provide the LCS or Manager with both front and back of the cancelled check.  In the case of equipment, a vendor invoice must be submitted with the reimbursement request. Expenditures for personnel salaries must be actual hours worked.  LCS and Manager reserve the right to request additional documentation as necessary to verify expenditures. Please note, all audit fees and other costs associated with the audit shall be paid entirely by the Contractor. 
B. Quarterly: Sections of the PERT which document adherence to program policies from Section 10.D of this Amendment, the designated Statistical Report for Contract Compliance, Staffing Pattern Compliance Report, and Inventory List.

C. Semi-annually: Statistical service reports that provide information about the number and type of student visits to the SBHC. Note: When a sponsor has a PERT site visit, the statistical report from the most recent quarter must be included in the PERT notebook.

D. Annually: Sources and amounts of revenue billed and collected and progress toward billing insurance in Section 9 of this Agreement, using the Insurance Revenue Reporting Form.

E. Six-month data export in January; annual report data no later than 30 days after the close of the fiscal year.

F. Annually: In-kind contributions in accordance with Section 8 of this Agreement using the In-Kind Contribution Reporting Form (June).

G. October and July: Outcome Measures Reporting Form
	
	


I certify that this information in Section I: A-J is true and correct to the best of my knowledge.

                                                        


         

_________________________________________
Name (Please print)





Title


                                                        


         

_________________________________________
Signature
                                                                                                            Date

SECTION II

MEDICAL CLINICAL SERVICE REVIEW 

SECTION II: MEDICAL SERVICES                                                                                                                                SBHC site: ______________________

	REQUIREMENTS
	PROGRAM-ASSESSMENT
	PEER REVIEW TEAM VALIDATION

	A.
CLINICAL PROCESS
	CODE
	Documentation of Policy Implementation

(Have the following records available for review by the CQI on site review team.)
	CODE
	COMMENTS/EXPLANATION

	Client Related: 

1. Overall, staffing pattern meets minimal standards in accordance with staffing patterns established by the Principles, Standards & Guidelines for SBHCs in LA.
	1
2
3
	· Review staff schedule


	1
2
3
	

	2. The client is greeted and introduced to SBHC staff in a dignified manner.
	1
2
3
	· Copy of policy


	1
2
3
	

	3. The client is afforded physical and verbal privacy during provision of SBHC services.
	1
2
3
	· Observation of facility


	1
2
3
	

	4. Staff maintains client confidentiality during and after examinations, counseling and other clinical procedures.
	1
2
3
	· HIPAA policy available to clients/students

· Review confidentiality policy
	1
2
3
	

	5. Health Education is integrated into the SBHC visit with documentation: 

a) one on one client/family education

b) group/targeted education at school
c) community health education
	1
2
3
	· Chart audit/groups 

· Community outreach documented
	1
2
3
	

	6. Bilingual staff/interpreters are available where appropriate.  (Bound by confidentiality.)
	1
2
3
	· Copy of Resource for Interpreter Services, if applicable
	1
2
3
	

	7.  Medical provider has written consent to see student.
	1
2
3
	· Copy of Consent


	1
2
3
	

	Provider Related:

8.  Nursing guidelines/physician standing orders for RNs and nurse practitioner clinical practice guidelines, including prescriptive authority, are located at each site and are reviewed and signed by medical director on an annual basis.  PA licensure with prescriptive authority and MD supervision.
	1
2
3
	· Documentation of  nursing guidelines/physician standing orders and date of last review with physician signature

·  Copy of NP/Physician Collaborative Practice Document including prescriptive authority 

· Copy of PA licensure with prescriptive authority and MD supervision
	1
2
3
	


	REQUIREMENTS
	PROGRAM-ASSESSMENT
	PEER REVIEW TEAM VALIDATION

	A.
CLINICAL PROCESS CON’T.
	CODE
	Documentation of Policy Implementation

(Have the following records available for review by the CQI on site review team.)
	CODE
	COMMENTS/EXPLANATION

	Family Related:

9. The client/family is afforded the opportunity to participate in planning and implementation of care; questions and concerns are addressed and documented.
	1
2
3
	· Copy of policy

· Chart audits/form documenting parent consultation/participation

	1
2
3
	

	10. The client/family is given the right to refuse service, and refuse to participate in research.  This is documented.
	1
2
3
	· Policy

· Chart audit
	1
2
3
	

	Record-keeping:

11. Appropriate records are maintained at the site in a confidential manner.
	1
2
3
	· Observation of locks on chart cabinets and other precautions

· Policy
	1
2
3
	

	12.
A system for follow-up on appropriate cases exists (i.e., internal and external referrals, missed appointments).  This must include a referral log (either paper or electronic) VM for external referrals with the following elements: name, date, referred to, reason for referral, follow-up and initials of reviewer (i.e., if appointment kept results of referral and initials of reviewer.)
	1
2
3
	· Review referral logs paper or electronic 
· Review policy


	1
2
3
	

	13.
Centers must execute cooperative agreements with community health care providers to link students to support and specialty services not provided at the school site.
	1
2
3
	· Cooperative agreements are written and available for review
	1
2
3
	

	14.
A system for promptly posting laboratory results exists using a laboratory log (either paper or electronic) including these elements: name, date, lab performed, results, initials of reviewer and follow-up.  Lab log is for all labs sent out. 
	1
2
3
	· Copy of policy

· View laboratory log paper or electronic

	1
2
3
	


	REQUIREMENTS
	PROGRAM-ASSESSMENT
	PEER REVIEW TEAM VALIDATION

	A.
CLINICAL PROCESS CON’T.
	CODE
	Documentation of Policy Implementation

(Have the following records available for review by the CQI on site review team.)
	CODE
	COMMENTS/EXPLANATION

	15. Clinically significant laboratory results are immediately referred to appropriate provider.
	1
2
3
	· Copy of policy

· View laboratory log


	1
2
3
	

	B.
CLINICAL ENVIRONMENT
	
	
	
	

	General:

16. 
A client/patient Bill of Rights is posted.  Multi-lingual where needed.
	1
2
3
	· Bill of Rights is posted
	1
2
3
	

	Safety/Emergency:

17.  Fire & emergency plans are posted.
	1
2
3
	· Emergency plans are posted


	1
2
3
	

	18.
Emergency phone numbers are current and posted.
	1
2
3
	· Numbers are current and posted


	1
2
3
	

	19.
There are no safety hazards, including chemical, choking and electrical hazards.
	1
2
3
	· Observe for hazards
	1
2
3
	

	20.   Age appropriate toys, games, reading materials are safe and available in waiting room (if applicable).
	1
2
3
	· Observation of materials
	1
2
3
	

	21. A labeled emergency kit, with contents per the emergency kit policy is available and equipped and is also checked and dated regularly by a designated person.  Kit has standing physician orders for administration of medications in emergency situations.

Person responsible:  ____________          
How often:                                       
How documented?                            
	1
2
3
	· Observation of emergency kit and log dated and signed when checked

· Observation of standing physician orders for administration of medications in emergency situation also posted at site where immunizations are given. 


	1
2
3
	

	22.
Smoke detectors, general purpose and chemical fire extinguishers are in working order and within easy access of SBHC.
	1
2
3
	· Copy of policy

· Observation 


	1
2
3
	

	23.
Passages, corridors, doorways and other means of exit are kept clear and unobstructed.
	1
2
3
	· Copy of policy

· Observation
	1
2
3
	


	REQUIREMENTS
	PROGRAM-ASSESSMENT
	PEER REVIEW TEAM VALIDATION

	B.
CLINICAL ENVIRONMENT CON’T.
	CODE
	Documentation of Policy Implementation

(Have the following records available for review by the CQI on site review team.)
	CODE
	COMMENTS/EXPLANATION

	24.
The SBHC staff has keys for all bathrooms with inside locks; all bolt locks have been removed.
	1
2
3
	· Observation
	1
2
3
	

	25.
Cleaning materials are appropriately labeled and appropriately stored (preferably locked).
	1
2
3
	· MSDS Manual (Material Safety Data Sheet)

· Observation
	1
2
3
	

	Physical Space:

26. The SBHC facility is age appropriate, clean, structurally sound, well lighted, and ventilated. 

a) a minimum of one hand 

       washing area
	1
2
3
	· Observation


	1
2
3
	

	27.  Type, size and location of rooms are in compliance with the Principles, Standards & Guidelines for SBHCs in LA.
	1
2
3
	· Observation


	1
2
3
	

	28. SBHC is equipped with private telephone and capability of fax and voicemail.  It is required that SBHCs be an enrolled user of LINKS and have internet access.  (Capability of three-way conference calling recommended).  
	1
2
3
	· Observation

· Confirmation by staff


	1
2
3
	

	Supplies and Equipment:

29. 
Equipment is calibrated at regular intervals (i.e. scale, manual blood pressure cuff and any other appropriate equipment).

Describe:


Person responsible: 

	1
2
3
	· Copy of policy

· See calibration log


	1
2
3
	

	30.
Eye wash set-ups are available.  (For example, attachment to sink or Morgan Lens.)
	1
2
3
	· Observation


	1
2
3
	

	31.  Medical waste is clearly marked with biohazard stickers and red bags and disposed of in an approved manner.

Method of disposal:________________
	1
2
3
	· Copy of policy

· View medical waste storage


	1
2
3
	


	REQUIREMENTS
	PROGRAM-ASSESSMENT
	PEER REVIEW TEAM VALIDATION

	B.
CLINICAL ENVIRONMENT CON’T.
	CODE
	Documentation of Policy Implementation

(Have the following records available for review by the CQI on site review team.)
	CODE
	COMMENTS/EXPLANATION

	32.
Thermometers are in use in all refrigerator/freezers in SBHC.  Readings are taken twice per day per VFC requirements.
	1
2
3
	· Observation and thermometer log
	1
2
3
	

	33.
Food is kept in a separate refrigerator/freezer from the one used for vaccines and medications.
	1
2
3
	· Observation and thermometer log
	1
2
3
	

	Medicine:

34. 
A plan is in place for disposing of expired drugs.
	1
2
3
	· Copy of policy


	1
2
3
	

	35.
Medication is appropriately stored in a locked area.  This includes biologicals which are stored in refrigerator(s).
	1
2
3
	· Copy of policy

· View medication storage


	1
2
3
	

	36. 
A formulary is available which must include over the counter medications administered by the nurse.
	1
2
3
	· Copy of formulary (list of current over the counter medications which are kept in the SBHC) signed by Medical Director on annual basis.
	1
2
3
	

	C.  SERVICES AVAILABLE
	
	
	
	

	General:

37. Complete History and Physical Exam which includes: statement of reason for visit; medical history; family history; social history/risk assessment (assessment tool must be nationally recognized/standardized, for example, GAPS, HEADS, Bright Futures, etc.), including nutritional assessment; review of systems; complete physical exam including height, weight, BMI growth chart and vital signs; vision and hearing screening within past 2 years; dental screening; scoliosis screening; developmental screening for children 2 months to 5 years; age appropriate reproductive assessment; laboratory work if indicated; immunizations; assessment; anticipatory guidance/ health education/counseling; 

	1
2
3
	· Copy of policy

· Chart audit


	1
2
3
	

	REQUIREMENTS
	PROGRAM-ASSESSMENT
	PEER REVIEW TEAM VALIDATION

	C.  SERVICES AVAILABLE CON’T
	CODE
	Documentation of Policy Implementation

(Have the following records available for review by the CQI on site review team.)
	CODE
	COMMENTS/EXPLANATION

	plan of care if indicated; documentation of collaboration with PCP if LaCHIP/ Medicaid; screen for diabetes if indicated per the ASHP Best Practice for Type 2 Diabetes (5th-12th grades) and follow the ASHP Best Practice for comprehensive screening for elevated blood pressure when indicated.  All ASHP Best Practices are followed.
	
	
	
	

	38.
A system to track physical exams per encounter form, or other method for those using EMR, is operational (to ensure site is meeting contract requirement).
	1
2
3
	·      Copy of Policy
	1
2
3
	

	39.
Immunizations and updates as needed.

_____ By SBHC Staff

_____ Other Source
	1
2
3
	·      Copy of Policy
	1
2
3
	

	40.
TB Sensitivity/Mantoux

_____ By SBHC Staff

_____ Other Source
	1
2
3
	·      Infection control manual
	1
2
3
	

	Assessments:

41.
Growth Assessment

_____ Use of most current BMI Charts 
	1
2
3
	· Copy of policy 

· Chart audit
	1
2
3
	

	42.
Nutrition Assessment

_____ By SBHC Staff

_____ Other Source
	1
2
3
	· Copy of policy

· Chart audit
	1
2
3
	

	43.
Age Appropriate Developmental or Risk Assessment (as requested)

Specify Tool Used:



(ie, Denver, GAPS, Bright Futures)
	1
2
3
	· Copy of policy

· Chart audit
	1
2
3
	

	Screenings:

44.
Vision Screening including color perception

_____ By SBHC Staff

_____ Other Source
	1
2
3
	·      Chart audit
	1
2
3
	

	45.
Hearing Screening

_____ By SBHC Staff

_____ Other Source
	1
2
3
	·      Chart audit
	1
2
3
	


	REQUIREMENTS
	PROGRAM-ASSESSMENT
	PEER REVIEW TEAM VALIDATION

	C.  SERVICES AVAILABLE CON’T.
	CODE
	Documentation of Policy Implementation

(Have the following records available for review by the CQI on site review team.)
	CODE
	COMMENTS/EXPLANATION

	46.
Scoliosis Screening

_____ By SBHC Staff

_____ Other Source
	1
2
3
	· Chart audit
	1
2
3
	

	47.
Dental Screening

_____ By SBHC Staff

_____ Other Source
	1
2
3
	· Chart audit
	1
2
3
	

	48.
Speech/Articulation Screening

_____ By SBHC Staff

_____ Other Source
	1
2
3
	· Chart audit
	1
2
3
	

	Counseling/Education:

49.
Parent Education and Counseling

_____ By SBHC Staff

_____ Other Source
	1
2
3
	· Chart audit
· Referral log
	1
2
3
	

	 50.
Health Education

    _____ By SBHC Staff

    _____ Other Source    
	1
2
3
	· Chart audit
	1
2
3
	

	 51.
Nutrition Counseling

_____ By SBHC Staff

_____ Other Source    
	1
2
3
	· Copy of Policy

· Chart audit
	1
2
3
	

	52.
HIV Pre and Post Testing Counseling

_____ By SBHC Staff

_____ Other Source    
	1
2
3
	· Chart audit
· If done by SBHC staff, review policy

· If not, review where students referred
	1
2
3
	

	Other:

53.  Specify:

	1
2
3
	
	1
2
3
	

	Laboratory: 
CLIA Waived Tests

54.  Dipstick or tablet reagent urinalysis

       _____ on-site
	1
2
3
	· Observe capability to perform test

· View CLIA waiver 
	1
2
3
	

	55.
Fecal occult blood (as indicated)

       _____ on-site
	1
2
3
	· Observe capability to perform test

· View CLIA waiver 
	1
2
3
	


	REQUIREMENTS
	PROGRAM-ASSESSMENT
	PEER REVIEW TEAM VALIDATION

	C.  SERVICES AVAILABLE CON’T.
	CODE
	Documentation of Policy Implementation

(Have the following records available for review by the CQI on site review team.)
	CODE
	COMMENTS/EXPLANATION

	56.
Urine pregnancy test

       _____ on-site
	1
2
3
	· Observe capability to perform test

· Lab log
	1
2
3
	

	57.   Glucometer 
____ on- site

Hemoglobin A1C

____ on site 

Plasma Glucose Collection  

____ on site 
	1
2
3
	· Observe capability to perform tests and send plasma glucose off site.
Glucometer and A1C for monitoring students who have been diagnosed as diabetic.  Hemoglobin A1C on site or the capability to send fasting plasma glucose off site for diabetic screening.
	1
2
3
	

	58.
Spun micro hematocrit or hemoglobin by single analyte instrument

       _____ on-site
	1
2
3
	· Observe capability to perform test


	1
2
3
	

	59.
Rapid strep test

       _____ on-site
	1
2
3
	· Observe capability to perform test


	1
2
3
	

	60.
Blood cholesterol test  (as indicated)

_​____ on-site

_____ off-site
	1
2
3
	· Lab log 
	1
2
3
	

	61.
Urinalysis (Microscopic)

____ on-site

____ off-site

	1
2
3
	· Lab log 
	1
2
3
	

	62.
Stool Examination/Culture

_____ on-site

_____ off-site

	1
2
3
	· Lab log 
	1
2
3
	

	63.
Throat Culture Collection

_____ on-site
	1
2
3
	· Lab log 
	1
2
3
	

	64.
Wound Culture Collection

_____ on-site
	1
2
3
	· Lab log 
	1
2
3
	

	65.
Urine collection for chlamydia/gonorrhea urine 

_____ on-site
	1
2
3
	· Lab log 
	1
2
3
	


	REQUIREMENTS
	PROGRAM-ASSESSMENT
	PEER REVIEW TEAM VALIDATION

	C.  SERVICES AVAILABLE CON’T.
	CODE
	Documentation of Policy Implementation

(Have the following records available for review by the CQI on site review team.)
	CODE
	COMMENTS/EXPLANATION

	66.
Syphilis Serology Collection

_____ on-site
	1
2
3
	· Lab log 
	1
2
3
	

	67.
Chlamydia/gonorrhea Gen Probe Collection

_____ on-site

_____ off-site

	1
2
3
	· Lab log 
	1
2
3
	

	68.
Quantative Urine/Plasma Beta  

       HcG Collection

____ on-site
	1
2
3
	· Lab log 
	1
2
3
	

	69.
Pap Smear Collection

       _____ on-site

       _____ off-site
	1
2
3
	· Lab log 
	1
2
3
	

	70. HIV Testing/Collection 
_____ on-site (rapid test)
        _____ off-site (confirmatory testing)
	1
2
3
	· Lab Log

· Chart audit
	1
2
3
	

	71.  Other (Specify) _________

_____ on-site

        _____ off-site

	1
2
3
	
	1
2
3
	

	72.  For those sites doing STI testing, Provider Performed Microscopy Procedures (PPMP) or equivalent testing which has been approved by OPH-ASHP. 
	1
2
3
	· Observe PPMP certificate and microscope if performing PPMP
· If equivalent  testing  is used, observe capability to perform test  
· Observe Lab log  
	1
2
3
	


I certify that this information in Section II: A-C is true and correct to the best of my knowledge.

                                                               _________      ___   ___




_______________________________________                                                        

Name (Please print)





                                          

Title

                                                                 ______________     ________                  



             __________________                 ____________          



Signature









Date


 

SECTION III:

CHART REVIEW

A.  Medical Records Review

B. Behavioral Records Review

SECTION III:  Chart Review:  A. Medical Records; B. Behavioral Health Records
Directions:

· Behavioral health and medical record review examines the behavioral health and medical record as a compilation of many pieces of information and 
documentation of several visit types.  Information may include: risk factor assessment and risk factors, medication listing, laboratory slips, behavioral health 
visits, interim visits and progress notes.  The behavioral health and medical record should be read in its entirety prior to the completion of the following items. 

· The sample of charts selected for review should represent the composition of enrolled students and reflect the proportion of males and females by age range.

· Enter the information using the keys below.  

· Place the chart number at the top of each chart audit page.  Please do not use a complete social security number as the chart number on these chart audits.  There

 is room for review of one chart per page. 

· Seven medical/behavioral health chart reviews should be done quarterly (first-third quarters) and 21 chart reviews are to be submitted with the third quarter reports. 


· Use the Comments/Explanation Section for further detail.  


ASSESSMENT CODE KEY:








INSURANCE BILLING STATUS CODE KEY:

✓
= 
Yes, present in the chart








P
=
Private

O
=
Not apparent in the chart








M
=
Medicaid/LaCHIP

NA
=
Not applicable to the student







U
=
Uninsured
                                                                                                                                                                                  

K 
=
Unknown 

IMMUNIZATION CODE KEY:

UTD 
= 
up-to date with immunizations    

IP 

= 
in progress towards being up-to-date

AB 

= 
Absence of immunization record on chart

A. Medical Records Chart Audit 
Definitions:
1. Site:  Name of SBHC site being audited.

2. Chart #:  Site specific chart identification number.

3. Chart audit is done on entire chart to cover past 3 years:  LAPERT cycle is 3 years, therefore, each chart is reviewed for the previous 3 years.  If site has been opened less than 3 years or student receiving services less than 3 years, the audit will be for the number of years open or years student seen.

4. Full chart information:  Refers to what should be completed when reviewing the entire chart.

5. Consent form:  The following information can be retrieved from the consent form in the chart.
6. Consent signed by parent/guardian in chart:  Consent form is current, signed by parent/guardian and present in the chart. 

7. Signature witnessed/verified:  Consent form contains witness/verification signature, i.e., either the signature of a witness or verification by SBHC staff that parent/guardian actually signed the consent form (verification can be done by phone).

8. Date of birth:  Date of birth of the student is available on the consent form.

9. Grade:  Current grade of the student is available on the consent form, annual update to consent form or problem list. When viewing the consent form, update or problem list, be certain that the date of the form matches with the current year. This will let you know if the current grade is available on the consent form (or update or problem list).  

10. Insurance billing status code:  Identification of the insurance status.  P = Private; M = Medicaid/LaCHIP; U = Uninsured; K = Unknown.

11. Name of PCP documented if LaCHIP/Medicaid or Private:  Name of PCP must be documented in chart if there is one, if none, document that.

12. All pages contain client identification:  Must include name and second identifier (may be date of birth, chart #, SS #, etc.). Should be marked not applicable (NA) if using electronic medical record.
13. All entries are clear, legible, dated and signed:  Each entry is dated and signed.  On EPSDT screens and comprehensive physicals, RNs should make entry that work-up is complete.








14. Allergies are prominently displayed:  On problem list in chart and on the front of the chart and must be consistent with the information on the chart.

15. Blood pressure:  Problem list—look for BP within 12 months.  BP must be done annually and when clinically appropriate.

16. Problem list:  List of the patient’s reasons for presenting including date and diagnosis.

17. CDC BMI growth chart:  Chart includes CDC recommended BMI growth charts completed at least annually and as appropriate.  Height and weight done within 12 months.  Must have growth chart and BMI in chart and height, weight and BMI must be plotted correctly.

18. Nursing/medical/other student documentation countersigned by preceptor:  All nursing, medical and other student charts are counter signed by preceptor.

19. Immunizations up to date with OPH immunization schedule:  Immunization record on chart and is up-to-date with OPH immunization schedule.  Request for shot record/permission to update in progress and documented on the problem list.  Charts are audited for the records using the code below:  

A. UTD = student is up-to-date with immunizations (OPH standards).  

B. IP = Student is in progress towards being up-to-date.  

C. AB = Absence of immunization record on the chart.
20.
 SBHC is an enrolled user of LINKS:  This is determined by review of printed LINKS documentation in chart.  

21. Listing of standard abbreviations:  A list of abbreviations used by the SBHC in the chart with their meanings is available for providers and review team.

22. Progress notes:  The following information can be found in the progress notes of the chart.

23. RN guidelines or NP clinical practice guidelines are followed for stated purpose of visit:  Agreement with protocol for specific problems.

24. Uses SOAP format:  See below. 

25. S – Subjective:  Chief complaint, history of present illness, relevant medical and social history.

26.  O – Objective:  Vitals and focused physical examination.

27. A – Assessment:  Nursing diagnosis/impression (RN) or medical diagnosis (NP/MD).  

28. P – Treatment plan and follow-up plan:  Includes plan for follow-up if indicated.  There is a specific plan for bringing child back when appropriate, if not; “follow-up as needed or prn” is documented.

29. Documentation of collaboration with PCP if LaCHIP/Medicaid: Must document all collaboration with PCP.

30. Resolution documented:  If indicated, resolution of problem documented in chart within a reasonable time frame based on generally accepted standard of care. 

31. Documentation of follow-ups and results of external referral:  Follow-up in progress note/only referral to outside agency (usually has up to six weeks to complete).  This is documented by the provider.  Document whether or not referral appointment was kept.  If kept, document results/outcome of visit.  If not kept, document alternate plan.

32. Comprehensive physical exam:  A comprehensive physical as defined by the Louisiana Performance Evaluation Review Tool (LAPERT) includes:  Statement of reason for visit; medical history; family history; social history (risk assessment) including nutritional assessment; review of systems; complete physical exam including height, weight, BMI growth chart with values plotted over time and vital signs, vision and hearing screening within past 2 years, dental, scoliosis, and developmental screening (2 months to 5 years), age appropriate reproductive assessment; laboratory work if indicated; immunizations; assessment (summary of findings, if child is healthy, document this); anticipatory guidance/health education/counseling; plan of care if indicated; documentation of collaboration with PCP if LaCHIP/Medicaid; and screen for diabetes if indicated per the ASHP Best Practice for Type 2 Diabetes (5th-12th grades).  If indicated, an STD screening and/or a Pap, should either be performed or referred.  Please note that EPSDT requires hemoglobin or hematocrit and dipstick urine according to the periodicity schedule.  All ASHP Best Practices should be followed.

 
The following audit parameters are required for Comprehensive Physicals only.

a. Statement of reason for visit – for example, child here for well exam

b. Medical history

c. Family history

d. Social history (risk assessment, i.e., HEADS, GAPS, Bright Futures, or nationally recognized tool) including nutritional assessment 

e. Review of systems

f. Complete physical exam including:  

a. Height, weight, BMI growth chart and vital signs; 

b. Vision and hearing screening within past 2 years (please note that EPSDT requires annually beginning at age 4);

c. Dental screening;

d. Scoliosis screening/back exam;

e. Developmental screening for children 2 months to5 years (i.e., Denver developmental screening); and  
f. Age appropriate reproductive assessment (Tanner Staging) (If indicated, an STD screening should be performed VM and if indicated a PAP should either be performed or referred.)

g. Laboratory work if indicated.  Please note that EPSDT requires Hemoglobin or hematocrit and urine dipstick according to the periodicity schedule.

h. Assessment – summary of findings, if child is healthy document this

i. Anticipatory guidance/health education/counseling

j. Plan of care if indicated

k. Documentation of collaboration with PCP if LaCHIP/Medicaid

l. Screen for diabetes if indicated per the ASHP Best Practice for Type 2 Diabetes (5th-12th grades)


Medical Records





                   Self-                  Peer Team

	3. Chart audit is done on entire chart to cover past 3 years.
	
	
	

	   4. FULL CHART INFORMATION:
	
	
	

	         5. Consent form:
	
	
	

	    6. Consent signed by parent/guardian in chart 
	
	
	

	    7. Signature witnessed/verified
	
	
	

	    8. Date of birth
	
	
	

	     9. Grade
	
	
	

	     10. Insurance billing status code (see key at top of page)
	
	
	

	       11. Name of PCP documented if LaCHIP/Medicaid or Private
	
	
	

	        12. For paper charts, all pages contain client identification (name and 2nd identifier).  Provider must be able to show client identification within EMR system.
	
	
	

	        13. All entries are clear, legible, dated, signed
	
	
	

	        14. Allergies are prominently displayed
	
	
	

	        15. Blood pressure (yearly and when appropriate)
	
	
	

	        16. Problem list (date and diagnosis documented)
	
	
	

	        17. CDC BMI growth chart (yearly and when appropriate)
	
	
	

	        18. Nursing/medical/other student documentation counter-signed by                         preceptor
	
	
	

	        19a. Immunizations up to date per OPH immunization schedule (see key               at top of page) 
	
	
	

	19b. SBHC is an enrolled user of LINKS
	
	
	

	        20. A listing of standard abbreviations used by SBHC in charting is                         available for providers (not present in every chart)  
	
	
	

	   21. PROGRESS NOTES:
	
	
	

	         22. RN guidelines or NP clinical practice guidelines are followed for                        stated purpose of visit
	
	
	

	         23. Uses SOAP format: 
	
	
	

	               24. Subjective
	
	
	

	               25. Objective
	
	
	

	               26. Assessment
	
	
	

	               27. Plan of care & follow-up plan
	
	
	

	         28. Documentation of collaboration with PCP if LaCHIP/Medicaid
	
	
	

	         29. Resolution documented (if applicable)
	
	
	

	         30. Documentation of follow-ups and results of external referral
	
	
	

	   31.  COMPREHENSIVE PHYSICAL EXAM (every exam includes the 

           following):
	
	
	

	          a. Statement of reason for visit (i.e., comprehensive physical exam)
	
	
	

	           b. Medical history
	
	
	

	           c. Family history
	
	
	

	
	
	
	

	
	
	
	


1. Site:________________________   2. Chart #:__________
Assessment            Validation
 Comments:

	           d. Social history (risk assessment, i.e., HEADS, GAPS, Bright Futures,                  or nationally recognized tool) including nutritional assessment 
	
	
	

	           e. Review of systems
	
	
	

	           f. Complete physical exam including:
	
	
	

	                a. Ht, wt, BMI growth chart, and vital signs (bp, pulse, temp, respir.)
	
	
	

	                b. Vision and hearing screening within past 2 years
	
	
	

	                c. Dental screening
	
	
	

	                d. Scoliosis screening/back exam
	
	
	

	                e. Developmental screening for children 2 months to 5 years (i.e.,                           Denver developmental screening)  
	
	
	

	               f. Age appropriate reproductive assessment (incl. Tanner Staging) (If                    indicated, an STD screening should be performed and a Pap, when                     indicated, should either be performed or referred.)
	
	
	

	               g. Laboratory work if indicated. Please note that EPSDT requires                        hemoglobin or hematocrit and urine dipstick according to the                             periodicity schedule.
	
	
	

	               h. Assessment (summary of findings, if child is healthy, document                         this)
	
	
	

	               i. Anticipatory guidance/health education/counseling
	
	
	

	               j. Plan of care if indicated
	
	
	

	              k. Documentation of collaboration with PCP if LaCHIP/Medicaid
	
	
	

	              l.  Screen for diabetes if indicated per the ASHP Best Practice for Type                   2 Diabetes (5th – 12th grades)
	
	
	


__________________________________________________




___________________________________________
SBHC Provider Name (Please Print)






Title








__________________________________________________




___________________________________________

Signature








Date

__________________________________________________




____________________________________________

Reviewer Name (Please Pring)







Title

___________________________________________________




____________________________________________

Signature








Date

B. Behavioral Health Chart Audit
 Definitions:
1. Site:  Name of SBHC site being audited.
2. Chart #:  Site specific chart identification number.

3. Chart audit is done on entire chart to cover past 3 years:  LAPERT cycle is 3 years; therefore, each chart is reviewed for the previous 3 years.  If site has been opened less than 3 years or student receiving services less than 3 years, the audit will be for the number of years open or years student seen.

4. Full chart information:  Refers to what should be completed when reviewing the entire chart.

5. Consent form: The following information can be retrieved from the consent form in the chart.

6. Consent allows for behavioral health services: Behavioral health services are circled on the old consent form (dated 4/14/03), signed by parent/guardian, and present in the chart.  For new consent form (dated 5/1/05), consent must be signed by parent/guardian. 

7. Signature witnessed/verified:  Consent form contains witness/verification signature, i.e., either the signature of a witness or verification by SBHC staff that parent/guardian actually signed the consent form (verification can be done by phone).

8. Date of birth:  Date of birth of the student is available on the consent form.

9. Grade:  Current grade of the student is available on the consent form, annual update to consent form, or problem list .  When viewing the consent form or update or problem list be certain that the date of the form matches with the current year. This will let you know if the current grade is available on the consent form (or update or problem list).  

10. All pages contain client identification:  Must include the student’s name and second identifier, (may be date of birth, chart #, 
SS #, etc.).  Should be marked not applicable (NA) if using electronic medical record.

11. Progress notes:  The following information can be found in the behavioral health progress notes.

12. All entries are clear, legible, dated and signed with credentials:  Each entry is dated and signed, with the behavioral health professional’s credentials.  

13. Use standard format (SOAP, PIE): S.-subjective, O.-objective, A.-assessment, P.-plan/problem, I.-intervention, 
E.-evaluation. 

a. Summary of problem (ICD-9 code description): includes history of problem(s) and who referred student if it is a first visit, and summary of problem (ICD-9 code description).

b.  Documentation of intervention/assessment used: includes summary of intervention/assessment occurring during the visit.
c. Follow-up plan: Includes the plan for follow-up. Any referrals made are part of the plan and are documented. 

14. All entries are in chronological order-late entries noted:  When a late entry is made, the date entered on the left is the date of the chart entry not the date when the service was provided. The date of service is noted in the late entry progress note.

15. No open lines:  Each entry begins on the line immediately following the preceding entry.  If a line is left open in between entries, a line has been drawn through the empty line. 
16. Errors are corrected:  When an error is made during a chart entry, one line has been drawn through the word or words that are in error and the word “error” or “void” has been written as well as initials next to the mistake. No white out or correction tape/fluid is used.
17. Student Intern notes are counter-signed: All charts of interns should be counter-signed with full signature of supervisor and supervisor’s title.

18. Behavioral health protocols are followed for child abuse, suicide, and homicide/threats of violence:  The SBHC’s policies are followed for child abuse, suicide, and homicide/threats of violence if indicated (see critical element checklist). 

19. Documentation of results of external referrals:  Results/outcome of external referrals are documented in progress note. If appointment is not kept, this is documented. If not kept, an alternate plan is documented. 

20. Progress notes reflect treatment plan if student has one:  Progress notes made after a treatment plan has been done reflect the treatment plan. Use N/A if student does not have a treatment plan.

21. Documentation that risk assessment/psychosocial history has been done according to policy:  Risk assessments, (psychosocial histories on young children), are done according to the SBHC’s Policy on Risk Assessments.

22. Documentation that the risk assessment reviewed, risky behavior(s) identified, plan made: The chart contains documentation that risk assessments have been reviewed, risky behavior(s) have been identified, and a plan has been made to address the risk behavior(s). If not risk behaviors, the note reflects that no risks were identified. 

23. Treatment plan:  The following information can be found in treatment plans done on students. Treatment plans are done on students according to the SBHC’s Treatment Plan Policy, i.e., not every student needs a treatment plan.

a. Patient name and 2nd identifier:  Must include the student’s name and second identifier, (may be date of birth, 
chart #, SS #, etc.).  SBHCs using an EMR may not require 2nd identifier.
b. Diagnosis(es), ICD-9 code description:  List of the patient’s reasons for presenting including date and diagnosis.
c. Strategies for improving problem(s): Goals and objectives for addressing the problem are listed.

d. Timeline: # of sessions or timeframe for addressing problem(s) is documented.

e. Signature line for student, parent if appropriate, provider with credentials, and date: treatment plans are signed and dated by provider. If age appropriate, the student has signed the treatment plan or documentation that treatment plan was reviewed with student. The parent/guardian’s signature is included or documentation that treatment plan was reviewed with parent if appropriate.

f. Statement of termination, dated, result of treatment, any follow up or referral information.  This statement should be done at the end of the school year with plan for resource if student needs help over the summer.  It should also be done when student leaves current school.

CRITICAL ELEMENT CHECKLIST

Child Abuse, Sexual Abuse, Suicide, Homicide

The Psychosocial Subcommittee developed this sheet.  The following critical elements should be present in any protocols for child abuse, sexual abuse, suicide and homicide respectively.  When reviewing protocols and charts for these, the reviewer should verify that the SBHC’s protocols contain these critical elements and that the protocols were followed.
Child Abuse and or/Neglect should be reported to Child Protection, the local Office of Community Service if any of the following are true:

· An alleged child victim under the age of eighteen

· A parent or caretaker as the alleged perpetrator or with alleged or unknown culpability in the maltreatment, and 

· An allegation that the condition of the child presents a substantial risk of harm to his health or welfare.

Out of Home perpetrator

· Report to local law enforcement - local police or sheriff.
Sexual Abuse

· Reports of allegations of sexual abuse are made to:

· In home perpetrator - report to Child Protection

· Out of Home perpetrator-report to local law enforcement.

· JUVENILE AGE FOR MANDATORY REPORTING: In cases of sexual abuse, children are persons under the age of 18 years old

· CRIMINAL DEFINITIONS:

· Over the age--means 1 day past birthday.

· Adult is considered 18 yr. old and over. (A minor is anyone under the age of 18.)

· Carnal knowledge (formerly known as statutory rape)

· A person over the age of 17 has sexual intercourse with consent with any unmarried person between the age of 12-17, and there is an age difference of more than 2 years, or

· A person over the age of 17 has anal or oral sexual intercourse, with consent, with a person between the ages of 12-17, when there is an age difference of more than 2 years. (Law is RS 14:80) (If age 12 and under, considered aggravated rape.)

· Indecent behavior with a juvenile:

· Molestation of a juvenile:

· For a juvenile 12 yr. old and under, sex with ANY age partner is illegal.

· Carnal Knowledge Reporting Procedure:

· If the victim is age 12 or under, it is considered aggravated rape.  Contact child protection and the police.

· If the victim is over the age of 12, only report to the police.

School Notification:  When the SBHC has called Child Protection and/or the police in cases of alleged sexual abuse, the SBHC should notify the school principal that there is a possibility that an agent of Child Protection or the police may come to the school to investigate the report.  The SBHC should not reveal the identity of the student/victim because of confidentiality requirements.
Suicide Protocol: 
· Request that a parent meet with the staff person to discuss the suicidal ideation and outline a plan to meet the student’s immediate psychosocial and safety needs.

· If the staff person determines no risk of suicide, further assessments will be made to determine student’s mental health needs.

· If mental health professional determines a risk of suicide, the professional will:

· Refer to a psychiatric hospital in the area for assessment and treatment (see resources for numbers), or

· Contact local Mental Health Center to make an immediate assessment and treatment determination.

· If severe risk, notify school personnel. Severe risk is determined by the mental health professional and includes the following: the student having a plan, means, past attempts and is highly distressed.  The parent/guardian will be asked to sign a form acknowledging that he/she has been notified of his/her child suicidal state. A copy of this form will be kept in the client’s medical chart at the school center. The center staff person may also inform the parent that it is neglectful to not get treatment for a suicidal child and for severe risk cases if the child does not receive treatment, the Child Protection agency is notified.

Homicidal/Threats of Violence Protocol:

· Request that a parent meet with the staff person to discuss the homicidal ideation and outline a plan to meet the threatening student’s immediate psychosocial and safety needs. The parent/guardian will be asked to sign a form acknowledging that he/she has been notified of his/her child homicidal state. A copy of this form will be kept in the client’s medical chart at the school center. The center staff person may also inform the parent that it is neglectful to not get treatment for a homicidal child and for severe risk cases if the child does not receive treatment, the Child Protection agency is notified.
· If the staff person determines no risk of homicide, assessments will be made to determine student’s mental health needs.

· If mental health professional determines a risk of homicide, the professional will:

· Refer to a psychiatric hospital in the area for assessment and treatment (see resources for numbers), or

· Contact local Mental Health Center to make an immediate assessment and treatment determination.

· When a homicidal threat occurs at the school, the principal will be contacted and told the name of the individual making the threat and the intended victim.

· Notify the parent/guardian of the intended victim and also notify the intended victim, if the intended victim is not a minor.  

· Deal with possible responses of the intended victim (i.e. violent anger, threat to inflict harm, flight, depression, etc).

Behavioral Health Chart Audit
 


           
      




         Self-               Peer Team

1. Site:


2. Chart #:    

   Assessment        Validation        Comments:

	3. Chart audit is done on entire chart to cover past 3 years.
	
	
	

	   4. FULL CHART INFORMATION:
	
	
	

	          5. Consent Form:
	
	
	

	               6.  Consent allows for behavioral health service delivery
	
	
	

	               7.  Signature witnessed/verified
	
	
	

	               8.  Date of birth


	
	
	

	               9.  Grade
	
	
	

	       10.  All pages contain client identification (name & 2nd identifier)
	
	
	

	 11. PROGRESS NOTES:
	
	
	

	      12.  All entries are clear, legible, dated, signed with credentials (as possible with EMR)
	
	
	

	      13.  Use standard format (SOAP, PIE) (as possible with EMR)
	
	
	

	              A. Summary of problem (ICD-9 code description, as possible with EMR)
	
	
	

	              B. Documentation of Intervention/Assessment used
	
	
	

	              C. Follow-up Plan 
	
	
	

	     14.   All entries are in chronological order – late entries noted (N/A in EMR)
	
	
	

	     15.   No open lines (N/A in EMR)
	
	
	

	     16.   Errors are corrected
	
	
	

	     17.    Student Intern notes are counter-signed (not possible in EMR)
	
	
	

	    18.    Behavioral Health protocols are followed for child abuse, suicide, 

             homicide/threats of violence (see critical elements)
	
	
	

	     19.     Documentation of results of external referrals 
	
	
	

	     20.     Progress notes reflect treatment plan if student has one
	
	
	

	     21.     Documentation that risk assessment/psychosocial history has been   

               done                                        
	
	
	

	     22.    Documentation that the risk assessment reviewed, risky behaviors 

              identified, plan made
	
	
	

	  23.  TREATMENT PLAN:
	
	
	

	           A.  Patient name and 2nd identifier (no 2nd id in EMR)
	
	
	

	           B.   Diagnosis(es), ICD-9 code description (may be in separate place in EMR)
	
	
	

	           C.   Strategies for improving problem(s)
	
	
	

	           D.   Timeline
	
	
	

	           E.   Date and Signature line for:
	
	
	

	                 a. student or documentation that treatment plan was reviewed with                      student (for EMR,  noted in progress note), 


	
	
	

	                 b. parent or documentation that treatment plan was reviewed with                       parent (if appropriate), 


	
	
	

	                 c. provider with credentials


	
	
	

	F. Termination/Disposition Statement; Emergency/Referral Plan
	
	
	


                                                                      ________           






  

SBHC Provider Name (Please print)




Reviewer Name (Please print)
                                                                      ________                  


                                                                      ________
Signature






Signature


 

                                                                      ________                  


                                                                      ________ 

Date





                                    Date


SECTION IV

BEHAVIORAL HEALTH REVIEW

	SECTION IV: BEHAVIORAL HEALTH REVIEW 
	
	
	
	

	REQUIREMENTS
	PROGRAM-ASSESSMENT
	PEER REVIEW TEAM VALIDATION

	BEHAVIORAL HEALTH REVIEW
	CODE
	Documentation of Policy Implementation

(Have the following records available for review by the CQI on site review team.)
	CODE
	COMMENTS/EXPLANATION

	1. Risk Factor Assessment is completed as part of full history and comprehensive physical. 
	1
2
3
	· Chart audit for Risk Factor Assessment
	1
2
3
	

	2. Behavioral Health Professional has written consent to see student.
	1
2         3
	· Review policy and form
	1
2
3
	

	3. The student and/or family are afforded the opportunity to participate in planning care.   
	1
2         3
	· Chart audit
	1
2
3
	

	4. The student and/or family are given the right to refuse service.
	1
2
3
	· Review policy
· Chart audit 
	1
2
3
	

	5. Student has opportunity to include parent/ guardian during provision of behavioral health services.
	1
2
3
	· Review policy

· Chart audit 
	1
2
3
	

	6. Students and/or families complaints are addressed and documented.
	1
2
3
	· Review complaint policy

· Chart audit

· Check progress notes in chart for proper documentation
	1
2
3
	

	7. A system for off-site referral and case coordination exists.  This must include a referral log (either paper or electronic) for external referrals with the following elements: name, date, referred to, reason for referral, follow-up (i.e., if appointment kept), results of referral and initials of reviewer.
	1
2
3
	· Copy of policy on file

· Review referral log 
	1
2
3
	

	8. Has a referral process and appropriate forms and documentation in place for handling:

a. Child abuse cases

b. Suicidal clients

c. Homicidal threats
	1
2
3
	· Review policy and forms on child abuse

· Review policy and forms on suicide

· Review policy and forms on homicide

· Chart audit
	1
2
3
	


	REQUIREMENTS
	PROGRAM-ASSESSMENT
	PEER REVIEW TEAM VALIDATION

	BEHAVIORAL HEALTH REVIEW
	CODE
	Documentation of Policy Implementation

(Have the following records available for review by the CQI on site review team.)
	CODE
	COMMENTS/EXPLANATION

	 9.
Behavioral health professional utilizes SOAP, PIE, or an equivalent format.
	1
2
3
	· Policy on chart format used

· Chart audit; review progress notes for format
	1
2
3
	

	10. Risk Factor/Psychosocial Assessment and Treatment Plan have been made on each client that is seen regularly (on or before the 4th visit), including those involved in a clinical group.
	1
2
3
	· Chart audit of students with at least four visits

· Check for Assessment and Treatment Plan in selected charts
	1
2
3
	

	11. Problem is identified and documented for each client including those involved in a clinical group.

For paper charts, ICD-9 code description:

a. Is stated in the progress note as part of the problem
b. In progress note  (code description) and on encounter form (code) are identical for that date of service

c. Reflects the focus of that session (individual, group, or family)
For EMR, ICD-9 code and description are in the record; progress note correlates with date of service; and progress note and code reflect type of session.

	1
2
3
	· Review ICD-9 Codes descriptions in selected charts


	1
2
3
	


	12.  Clinical Groups:

a. Have one documented topic with structured sessions designed to accomplish goals set in treatment plan.

b. Group topic is reflected in each group member’s treatment plan.

c. Charting has been done on each individual’s chart per session.
	1
2
3
	· Chart audit of group members for documentation
	1
2
3
	

	13. Staff maintains client confidentiality as a part of the delivery of behavioral health services.       
	1
2
3
	· Review confidentiality policy
	1
2
3
	

	14. The behavioral health procedure manual is reviewed and signed on an annual basis and are located at each site.

Person responsible:  ___________________          
	1
2
3
	· Check behavioral health manual
	1
2
3
	

	15. Documentation reflects treatment plan.
	1
2
3
	· Chart audit 
	1
2
3
	


	REQUIREMENTS
	PROGRAM-ASSESSMENT
	PEER REVIEW TEAM VALIDATION

	BEHAVIORAL HEALTH REVIEW
	CODE
	Documentation of Policy Implementation

(Have the following records available for review by the CQI on site review team.)
	CODE
	COMMENTS/EXPLANATION

	16. Intervention has occurred as stated in treatment plan.
	1
2
3
	· Chart audit 
	1
2
3
	

	17. There is evidence of resources available on site to assist in and enhance the treatment process.  For example, visual and audio aides, toys, books, etc.
	1
2
3
	· Review resources
	1
2
3
	

	18. If Behavioral Health Professional is not currently licensed, show documentation that they are in the process of obtaining licensure.
	1
2
3
	· Copy of supervision agreement

· Written plan for obtaining licensure
	1
2
3
	

	19. Behavioral Health Professional can identify at least one resource person to contact on difficult cases and situations (phone calls, staff meetings).
	1
2
3
	· Identify resource person
	1
2
3
	

	20. Policies and procedures are in place for Social Services Delivery (Behavioral Health Manual) including policies and procedures, sample forms and local resources.
	1
2
3
	· Review policies and procedures

· Review forms

· Check for list of local resources
	1
2
3
	

	21. Team conferencing (formal SBHC staffing): Center personnel meet on a regularly scheduled basis (i.e., once a week, twice per month) to plan a patient’s care.  
	1
2
3
	· Review policy

· Check for team conferencing schedule
	1
2
3
	


I certify that this information in Section IV is true and correct to the best of my knowledge.

                                                                      ________                  




                                                                      ________ 

Name (Please print)





                


Title

                                                                      ________                  




                                                                      ________
Signature








Date


 

Immunization Code Key:


UTD = up-to date with immunizations    


IP = in progress towards being up-to-date


AB = Absence of immunization record on chart





Insurance Billing Status Code Key:


P = Private     


M = Medicaid/LaCHIP 


U = Uninsured        K = Unknown





Assessment Code Key:


✓ = Yes, present in the chart


0 = Not apparent in the chart


NA = Not applicable to the student





Assessment Code Key:


✓ = Yes, present in the chart


0 = Not apparent in the chart


NA = Not applicable to the student
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