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The Business of Practice: Is Your Practice at Risk?

By Ellyn Goldstein, LMFT, and
Elizabeth Irias, LMFT

lizabeth Irias, LMFT addressed
E the VC CAMFT January General
Meeting about how clinicians

typically put themselves at risk via clini-
cal documentation oversights, and how
to minimize this risk by properly docu-
menting our work. She also offered
some helpful information about how to
improve our documentation processes,
as well as discussed some ways that
documentation impacts treatment out-
comes in relation to Best Practice.

Elizabeth began by describing why
documentation is an important part
of behavioral health treatment. She
explained that documentation ought to
represent the story of a client’s mental
health treatment, and include ‘who,
what, where, why and when’. This
reasoning applies to all therapists, in-

cluding private practitioners, as well as
clinicians working in agency and non-
profit settings. Elizabeth shared that
CAMEFT attorney David Jensen calls
clinical documentation a “persuasive
tool’, which can be used for multiple
purposes, such as part of custody cases
or the investigation of complaints con-
ducted by the licensing board. Relating
to an investigation with the licensing
board or a third-party like a managed
care company, the investigation out-
come may come down to whether our
documentation can illustrate that our
records are credible, and that we dem-
onstrated sound clinical judgement.
Per Elizabeth, quality documentation
reduces our liability risk, can increase
our clinical reflection and responsive-
ness, and also leads to improved Uti-
lization Review outcomes, which may
all lead to better quality of care for our
clients.

Elizabeth

reminded us that

the Board of Be-

havioral Sciences

(BBS) cites the

California law re-

quiring MFTs and

LCSWs to keep

clinical records that would be typical of

other ‘reasonable & prudent therapists’.

According to California law, licensed cli-

nicians can have our licenses suspend-

ed or revoked due to unprofessional

conduct, including failures to keep

records consistent with sound clinical

judgment, and the consequences can be

as far-reaching as medical negligence

charges. Additionally, per California

Health & Safety Code §123130, we may

provide a treatment summary in re-

sponse to record requests, which may

include the following: The client’s chief
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complaint, findings from consultations
and referrals, diagnosis, treatment plan,
course of treatment, progress and prog-
nosis, pertinent reports of diagnostic
tests, and discharge summary. Eliza-
beth pointed out that the information
mentioned in this law should therefore
be in our clinical records in order to

be consistent with Best Practice. As

an aside regarding phone or video-
based therapy, Elizabeth advised that
tele-therapy notes ought to document
where the client is located (per the cli-
ent’s report) since our licenses are valid
in California only.

Elizabeth then described what
could happen when documentation is
inadequate, including the consequences
for ourselves, our clients, and our prac-
tices. She said, “if it's not in the chart,
then it didn’t happen,” reinforcing the
importance of sound record-keeping
for auditing purposes. In addition to
documenting standards like symptoms
and Mental Status, Elizabeth recom-
mended clearly documenting conversa-
tions with third parties, such as consul-
tation calls with psychiatrists or emails
with family members. With relation to
managed care-related contacts, Eliza-
beth recommended that we keep record
of any communication we have with
third parties, who we talked to, and a
reference number if applicable, as this
information may need to be referenced
down the line.

Elizabeth described some Best
Practices that were geared at helping us
relate to our documentation in a more
collaborative manner. For example,
research indicates that a client is more
likely to have a successful treatment
experience if he/she/they sees some
positive change within the first few
visits, and is less likely to drop out of
treatment. To help the client evaluate
whether they are getting better, we can
ask them for feedback, and integrate
this feedback into our clinical treat-

ment planning practices. Per Elizabeth,
studies have shown that when we listen
to the client’s expressed needs and re-
spond by altering our treatment provi-
sion, our clients are more satisfied and
the outcomes are better. In this way,
clinical documentation can help encour-
age therapists to reflect on the clinical
process by continually asking ourselves,
“Why am I doing what I'm doing?,” and,
if treatment is not working, then we
need to be proactive in making the ap-
propriate changes.

Regarding record keeping, Elizabeth
stated that California law stipulates that
we should retain records for seven years,
or for minors, seven years the after age
of majority. It is important to keep in
mind that a BBS complaint can be filed
for up to ten years after the service oc-
curred, which indicates that we ought
to consider keeping our records for ten
years. Additionally, should there be a
board complaint, the BBS may go into
the chart looking for one thing and find
other inadequacies. Elizabeth shared
that therapists need to consider what
would happen if we need to abruptly
leave our practices, become disabled,
or pass away. “What stories do our re-
cords tell, and how could this affect our
clients?,” she asked. Our documenta-
tion needs to tell the story of the client’s
treatment, it must be clear, specific, and
legible in order to serve its purpose.

Elizabeth described actions we can
take to protect ourselves from some
of the negative consequences associ-
ated with poor clinical documentation.
Firstly, it's important that our charts
reflect medical necessity, which requires
that there is a legitimate clinical need for
treatment services; California law says
that medical necessity is met when, “...
services are reasonable and necessary
to protect life, to prevent significant ill-
ness or disability, or to alleviate severe
pain.” Elizabeth described the use of a
mnemonic she created, called “Safety
FIRST” in order to evaluate whether our




notes are capturing the most critical
information. With respect to ‘Safety’,
our documentation should always re-
flect safety and risk factors, the client’s
presentation, and what the therapist in
response. Additionally, the acronym
‘FIRST” includes documentation of the
client’s Functional impairment, the
therapists Interventions, the client’s
Response, the client’s Symptoms, and
the Therapist’s interpretation. Eliza-
beth recommended continually asking
ourselves questions to evaluate the cli-
ent’s functional impairment, such as,
“What might happen if the client were
to continue this behavior or experience
a worsening of a particular symptom?,”
and, “What risks or losses might hap-
pen as a result of lack of treatment?”

In summation, Elizabeth’s talk was
an opportunity for us, as clinicians, to
slow down and reflect on the impact of
some of the choices we make in relation
to our progress notes and other docu-
mentation, and ways to improve our

practices. Medical necessity is the back-
bone of the care we provide, the quality
of the charts we maintain is critical, and
small changes in what we are currently
doing can make a big difference in
terms of treatment results and liability
reduction.
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