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WITHDRAWAL MANAGEMENT


Module 9


WITHDRAWAL MANAGEMENT


WITHDRAWAL MANAGEMENT STANDARDS -VS- RESIDENTIAL STANDARDS
TOPIC WM Standard Residential Standard


Intake: ILOC, Risk Assessment, 
Health Questionnaire, TB Screening


24 hours 
No authorization required


24 hours
OPTUM authorization required


DDN & Initial Treatment Plan 72 hours 10 days


Progress Notes Date of service + 6 days
Weekly note (Sunday – Saturday) 
completed within the following week.


ASAM LOC


Prior to planned discharge or at a 
maximum of 7 days from client 
admission


Within 10 days from admit and in 
conjunction with each treatment plan 
(@ least every 30 days)


Discharge Plan
Developed with client prior to 
anticipated discharge date


Developed with client within 30 days 
prior to anticipated discharge date


Discharge Summary


Within 72 hours from last face-to-face 
or telephone contact with client


No later than 30 calendar days after 
last face-to-face or telephone contact 
with client


WITHDRAWAL MANAGEMENT -
DAILY PROGRESS NOTE


ELEMENTS OF THE PROGRESS NOTE


FOR EVERY WITHDRAWAL MANAGEMENT BED DAY, A PROGRESS NOTE 
IS REQUIRED


 Each service provided during the course of the day should be documented
 Start/stop times
 Topic or purpose of service
 Identify how, when and where services were provided
 Description of progress or lack of progress on treatment plan goals
 Printed Name/Title, Signature with credentials, date note was completed
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WM – OBSERVATION LOG


WM - DAILY PROGRESS NOTE


PROGRESS NOTE – SERVICE RECORDS


4


5


6







5/26/2020


3


Provider Support and 
Interventions


Description of client’s 
progress on Treatment 
Plan problems, goals, 


action steps, objectives, 
and/or referrals


Client’s ongoing plan 
including any new issues


If service was provided in 
the community, identify 


location and how 
confidentiality was 


maintained


Narrative


PROGRESS NOTES


PROGRESS NOTES - NARRATIVE


SUD TREATMENT PROGRESS NOTE
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GROUP SIGN IN SHEET


Treatment Plans


 Every client must have an individualized written treatment plan, so no 
two treatment plans should look the same


 Must Include: 
 DSM-5 SUD Diagnosis (must match diagnosis on DDN)


 If there are multiple dx on DDN, the treatment plan must have 
multiple dx.


 If no physical exam within the last 12 months, a goal to obtain 
exam and review/signed by MD


 Target Dates
 Proposed Services
 Counselor and LPHA names printed/signed and dates


 WM treatment plan is due:
 Within 72 hours from date of admit
 The date of LPHA/MD signature is considered the completion 


date.


Withdrawal Management - Treatment Plan
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Discharge Planning & Care Coordination


• Discharge planning is preparing client to transition 
from current level of care


• Coordinate care with another provider


• Assist client in preparing for triggers, relapse, 
support plan and referrals for ongoing care


Discharge Summary


• Written summary of the treatment episode including duration of 
treatment, reason for discharge, whether voluntary or involuntary, 
discharge prognosis and disposition. 


• Must be completed within 72 hours from last contact with client.


• Complete CalOMS Discharge in SanWITS.


RESOURCES


Quality Management (QM) Support Desk
QIMatters.HHSA@sdcounty.ca.gov


SanWITS Support Desk


SUD_MIS_Support.HHSA@sdcounty.ca.gov
(619) 584-5040


SUD Billing Support Desk
ADSBillingUnit.HHSA@sdcounty.ca.gov
(619) 338-2584


DHCS – www.dhcs.ca.gov
Optum – www.optumsandiego.com


County Staff & Providers > Drug Medi-Cal 
Organized Delivery System
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1 Withdrawal 


Management 
 


In this presentation we will be discussing the service level of care known as Withdrawal 
Management and how this inpatient service is different from the Residential level of care. 
 
Currently the San Diego System of Care has a Withdrawal Management 3.2 Level of Care.    
This is a clinically managed residential WM service.  It is an organized service delivery by 
appropriately trained staff who provide 24-hour supervision, observation and support for 
clients who are intoxicated or experiencing withdrawal. This level provides services for client’s 
whose intoxication/withdrawal signs and symptoms are sufficiently severe to require 24-hour 
structure and support. The clinical components of this level of care include the necessary 
services for assessment and medication or non-medication withdrawal management, support, 
services to families and significant others and referrals for ongoing support or transfer 
planning.  
 
Staff must be trained in how to identify client’s presentation to determine the specific 
interventions needed for WM. 
 
 


2 Withdrawal 
Management 
Standards -VS- 
Residential 
Standards 
 


WM standards vary from Residential standards.  This chart reflects those differences.   
Although the required document types are similar, the timelines vary greatly.   
   
As you can see, the Initial Level of Care Assessment, Risk Assessment, Health Questionnaire 
and TB Screening forms are the only documents that have the same timeline requirement, 
which is that they must be completed within 24 hours from admit.     
 
The DDN and Treatment Plan in WM are due within 72 hours from admit and within 10 days 
from admit in Residential.    
 
WM progress notes are written daily and are due within 7 days from date of service (date of 
service +6 days).  Residential progress notes can be written weekly (Sunday – Saturday) and 
those are due within the following week (by Saturday).  We will take a closer look at the WM 
Daily progress note in the next few slides. 
 
In WM programs, ASAM LOC recommendation are due prior to planned discharge or at a 
maximum of 7 days from client admission.  In the residential setting, ASAM LOC 
recommendation forms are due within 10 days from admission (date of admit + 9 days) and in 
conjunction with each treatment plan.   
 
In both WM and Residential, the discharge plans are to be developed with the client prior to 
the anticipated discharge date.  The difference being residential programs have within 30 
days prior to the anticipated discharge date.    Because the turnaround is so quick in WM 
programs, staff should anticipate developing the discharge plan shortly after client is 
admitted or a few days prior to their discharge.  
 
 
(slide 2 continued on next page) 
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2 Withdrawal 


Management 
Standards -VS- 
Residential 
Standards 
 


The discharge summary in WM programs is due within 72 hours from the last face-to-face or 
telephone contact with the client, whereas in Residential programs the discharge summary is 
due no later than 30 calendar days. 
 
Expectation in terms of “services provided” varies.  In residential, there is the expectation that 
there is a minimum of one hour service provided in order to bill for the bed day.  In WM, the 
expectation is ensuring the client is withdrawing safely. The program is monitoring for safety 
and once observation can be stopped, then the client can participate in the milieu.  The 
standard is not related to hours of contact, instead, the standard is a daily progress note 
documenting what is happening with the client, why, and what the program did with the 
client on that day. 
 
 
 


3 Withdrawal 
Management - 
Daily Progress 
Note 


For every day a client is in the WM program, there must be documentation and evidence of a 
clinical service (i.e., a progress note).  We will see sample progress notes in a few slides.  
However, this slide briefly reflects all of the components of the note.   
 
Each service provided during the course of the day should be documented 
Start/stop times 
Topic or purpose of service 
Identify how, when and where services were provided 
Description of progress or lack of progress on treatment plan goals 
Printed Name/Title, Signature with credentials, date note was completed 
 
If any of these components is missing, it could risk disallowance/compliance issues. 
 
This is an area where QM sees the most disallowances, as programs are failing to complete a 
progress note on a daily basis, or the note does not address the required elements.    
 
QM would encourage each program to take a look at their workflow and procedures to 
ensure documentation meets regulations/timelines.   
 
*ASK:  what are programs currently doing that is working?  Where do you think you need 
some work? 
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WM - 
Observation Log 
 


Before we take a look at the WM Daily Progress Note, let’s look at the WM observation log.  
This is a required document in the client chart that is to be completed every 30 minutes for at 
least the first 24 hours after client’s admission into services.  After the initial 24 hours, if there 
is a change in observation status, staff must document the rationale for the change.  The 
observation log can be considered the progress note for this first 24-hour period or until the 
client is no longer under observation status.  
 
This log has been revised to include a requirement that the time of observation be 
handwritten rather than preprinted.  In addition, there has been an added column to include 
client’s location.   
 
Please refer to the updated Observation Log instructions on the OPTUM website. 
 
Observation which is the process of monitoring the client’s course of withdrawal, is to be 
conducted as frequently as deemed appropriate for the client and the level of care the client 
is receiving. This may include but is not limited to observation of the client’s health status.  
Appropriately trained staff can conduct the observations and documentation. 
 
What are we looking for under “client activity”?  We want to see what you are observing, 
what symptoms are you seeing, are there any symptoms, etc.   
After 24 hours, trained staff will assess the client’s symptoms to determine whether the 
frequency of the observation checks be continued, reduced or discontinued, in accordance 
with the provider’s policies and procedures. 
 
Once the client is moved from observation status, the program should begin using either the 
WM Daily Progress Note or SUD Treatment Progress Note.  We will see a copy of each of 
these on the next few slides. 
  
You will see on the bottom of the form, the observation status prompt. 
At 24 hours from admission and at least every 24 hours until the determination is made to 
discontinue observations, staff will select an Observation Status that specifies whether 
observations will be continued, decreased, or discontinued.  
Rationale: Record the reason for the selected Observation Status based on symptomatology 
and protocols approved by the Medical Director.  
 We would encourage the program to consult with the MD for the prolonging our continuing 
of observation when the client continues to complain about symptoms.  This should be 
documented in the progress notes. 
 
Take a closer look at the top of the form and remember that all elements/prompts are 
required, or the program will risk disallowance.  Each staff member conducting the 
observation is required to print and sign their name and their initials. 
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WM – Daily 
Progress Note 


 This slide shows us the Residential or Withdrawal Management Daily Progress Note. This is 
one type of note that can be used for documentation. 
 
It is intended to document each service provided during the course of the day.  The top 
portion provides the billing elements of each service with the bottom portion reflecting 
narrative by providing a summary of the day’s services. The narrative does not need to 
itemize service for service engagement in the day, simply summarize the services or 
interventions during the day and the client’s response or client’s progress on treatment plan 
goals. 
 
If client did not participate, for example if client was on “lay in”, the narrative of the note can 
reflect, “client did not participate in any groups today, client was on lay in, staff attempted to 
engage client.” 
 
However, if the client walks past you and says they aren’t feeling well, did you inquire about 
their symptoms?  Do they need medical attention?  Were you monitoring the client 
throughout the day?  These are interventions and therefore documenting this would be 
pertinent information.  
 
We’ll take a closer look at each part of this note in the next few slides. 
 
Remember: sign and date your notes within 7 days from the date of service (= T+6). 
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Progress Note – 
Service Records 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Let’s take a closer look at the service record portion of the daily progress note. 
 
Remember – leave no blanks.  Providers should document each contact/service a client had 
throughout the course of the service day.   
 
You can see in this note that the client participated in 4 services on this day.  All prompts are 
addressed including topic of session, start/stop time (including am/pm), duration, contact 
type, service type and EBP.  If any of these prompts are not addressed, it can risk compliance 
and/or disallowance. 
 
Remember that if you document that a client participated in a group, there needs to be a 
corresponding Group Sign-In Sheet.  The sign in sheet and service record information must 
match.   Do not complete a service record when a client did not participate in said service.   
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7 Progress Notes 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


This is a brief overview of the structure and content of the narrative on a progress note.  It 
highlights the treatment plan as the anchor for all services and progress notes.   
 
Each of these 4 components are the required elements in the narrative of a progress note.  
 
All progress notes should include: provider support and interventions, description of clients 
progress on their treatment plan, clients ongoing plan including any new issues, and if 
services were provided in the community, identify the location and how confidentiality was 
maintained. 
 
On the next slide, we’ll take a closer look at the narrative portion of the daily progress note 
and see how the elements of this overview come together. 
 
 


8 Progress Notes - 
Narrative 


This is a quick look at the narrative section of the WM Daily Progress note.  As you will recall 
from previous slides, it is intended to summarize the day.  Providers should not itemize each 
service in this section.  If you respond to each prompt item, you should meet the minimum 
standard requirements for documentation. 
 
You can see that the counselor has addressed each of the required elements, including 
identifying the services provided, how the client responded, and which treatment plan goals 
are being addressed.     
 


9 SUD Treatment 
Progress Note 


This is the SUD Treatment Progress Note template.  It is the other progress note type that can 
be used to document the services provided.  Instead of listing all services provided in the day 
on one progress note, as on the WM Daily Progress Note, this template is used to document 
one service at a time, so that each service provided would have its own unique progress note.   
 
Remember to leave no blanks.  Make sure to address each prompt in the narrative section. 
 
This is also the progress note type you would use to document any Case Management 
services.  Case Management is billed separately from the bed day; therefore the service 
would not be included on the daily note. 
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10 Group Sign In 


Sheet 
This is the group sign in sheet.  
 
Remember to address all areas on the form. 
 
 The topic and start/end time documented on this sheet must match the topic and start/end 
time documented on the service record portion of the client’s progress note (don’t forget to 
include AM/PM).     
 
Client’s printed names must be adjacent to their signature.   
 
The SUD counselor or LPHA printed name must be adjacent to their signature and date.   
 
The group sign in sheet must be completed/signed on the same day the group occurred.  So, if 
the group occurred today, the group facilitator is required to sign and date the form today.  If 
the group sign in sheet is not signed on the same day, this would be a disallowance.   
 
If your program is pre-printing group sign in sheets, ensure the signature date is not included 
on the printout.  The date must be part of the signature process, so that the signature is being 
dated, not the date being signed.  
 
If any of these items is missing, it risks compliance issues and/or disallowance. 
 
Let’s chat a bit more about how those disallowances might look. 
 
If client is signed into a group on this sign in sheet, but their progress note service record does 
not have the service documented.  This is a disallowance. 
 
Conversely, if the client’s progress note service record has a group documented but the group 
sign in sheet does not have client signed into group, this is also a disallowance. 
 
If the start time on the group sign in sheet documents that group started at 3:30 PM but the 
progress note service record documents the start time as 3:00PM, this is a disallowance.  
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11 Treatment Plans So now, let’s talk about treatment plans.  But before we take a look at an actual treatment 


plan, let’s review the regulations around treatment plans. 
 
Because the System of Care works from a client driven philosophy, no two treatment plans 
should look the same.  They are developed by the counselor or LPHA in collaboration with the 
client and are based upon the information obtained during the initial intake, assessment and 
treatment planning sessions with the client.    
 
Each plan must include a DSM – 5 SUD diagnosis.  Remember that in order for the diagnosis to 
be considered complete, severity must be included.  
 
The diagnoses on the treatment plan must match the diagnoses from the Diagnosis 
Determination Note.  If the DDN has multiple dx, the treatment must also. 
 
And note, that although the DDN requires F-codes, they are not required on the treatment 
plan.  
 
Don’t forget about the physical examination regulations.  If the client has not had a physical 
exam in the past 12 months, the treatment plan must include a goal to obtain a physical 
examination and the MD must review and sign the examination.   
 
The goal is not considered resolved until the MD has reviewed/signed/dated the results and 
the results are in the chart.    
 
Target dates on the treatment plans are a required elements.  For each goal/action step there 
must be a corresponding target date.   
 
The treatment plan should include observation as an intervention if the program is currently 
providing observation or plans on providing observation to the client.  In addition, any 
intervention they are currently providing or intend to provide when they write the treatment 
plan should be included as a proposed service type. 
 
Proposed type of intervention and proposed service types are required.   
 
There are timeline requirements for completion of treatment plans.  The WM treatment plan 
must be completed within 72 hours from admit.  The treatment plan is not considered 
complete until the LPHA has signed and dated the plan. 
 
Remember, if a service type is not selected, and that service is provided after the treatment 
plan is complete, that service is “disallowed” and some other “service’ will need to have been 
provided/documented on that day or the program risks that bed day being disallowed. 
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12 Withdrawal 


Management – 
Treatment Plan 


This is a look at the WM Treatment Plan.  Remember to leave no blanks.  
 
Each plan must include a DSM 5 SUD diagnosis and be signed and dated by the counselor and 
LPHA within 72 hours from admit 
 
We encourage you to review the DSM – 5 manual for diagnostic criteria and labels.  
Remember that the diagnosis documented on the treatment plan must match the diagnosis 
on the DDN. 
 
Document what the client wants to obtain during and after withdrawal management.  Use the 
client’s own words here.  This is one opportunity for the plan to be individualized. 
 
Ask the client and document what strengths/resources/abilities and interests they have that 
can be used to reach their treatment plan goals. 
 
The WM Treatment plan is different from other levels of care, as it asks for a short term and a 
long-term goal.   In addition, it separates the client’s responsibility and counselor/LPHA 
responsibility.  
 
Mark the appropriate Dimension for the problem.  More than one dimension can be selected 
and there can be more than one problem.   However, the dimension and the problem 
statement need to match.  As well, the goals need to match the problem statements. 
 
Document action steps.  What is the client going to do to reach their goals and what is the 
program/staff going to do to assist the client in reaching their goals? 
 
Take a closer look at page 3.  Remember to select the proposed service types your program 
will be providing during the client’s stay in the program.  In addition, you must indicate the 
frequency.   If a service type is not selected and that service is then provided, it would be a 
disallowed service.   
 
Don’t forget about the regulations regarding the physical examinations.   
Providers are required to obtain physical examination results for each client. 
• If the client had a physical exam within the 12-month period prior to admission, the 


physician shall review and sign the results within 72 hours from admission.  
• If the client has not had a physical within the 12-month period prior to admission, the 


physician may perform a physical examination (if the program is able to provide IMS).  
Again, the timeline is within 72 hours from admission. 


• If neither of the above have taken place, then a goal of obtaining a physical examination 
must be included on treatment plan. The goal should remain on the treatment plan until 
the physical examination results have been received and reviewed by the physician.  This 
is required even if the program is unable to assist in completing the goal during the 
client’s treatment episode.  
 


• In all instances, a copy of the physical examination results must be filed in the chart.  
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13 Discharge 


Planning & Care 
Coordination 


Discharge planning is the process of preparing the client to transition from the current 
services to another level of care, or out of treatment to the community.    
 
Programs are required to complete a discharge plan with the client.  
 
The discharge plan can assist the client in preparing for triggers, for relapse and how to avoid 
them, along with a support plan that includes referrals for ongoing care and resources.  
 
• Must be signed and dated by counselor and client with a copy offered to the client and 
original placed in the client record.  
• Reminder, ASAM LOC Recommendation form is completed prior to a planned discharge. 
 
It would make sense then that part of the discharge planning process would include 
coordinating care with another treatment provider at a lower level of care.  Remember that 
linking client to services is considered case management and therefore the program can bill a 
separate case management service with the appropriate documentation on the SUD 
Treatment Progress Note.  And as always, a warm hand off to the other treatment provider is 
best clinical practice.   
 
SD BHS QM has a complete webinar series focused on Discharge.  Feel free to watch it, you 
can find it on the OPTUM website under the training tab. 
 


14 Discharge 
Summary 


The last piece to the WM puzzle is the discharge summary. 
 
This discharge summary is a required document in the client chart.   
 
It is a written summary of the treatment episode including duration of treatment, reason for 
discharge, whether voluntary or involuntary, discharge prognosis and disposition.  
 
Must be completed within 72 hours from last contact with client. 
 


15 Resources Before we let you go, we wanted to leave you with a list of resources that are available to you 
for your convenience. Thank you for watching! 
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Thank you  


 







