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How to Use Chat Function
1. To submit a question, 

click on the “Chat” option 
at the top right.

2. The Chat panel will open. 

3. Indicate that you want to send a 
question to the Host & Presenter.

4. Type your question in the 
box at the bottom of the panel.

5. Click “Send.”



Webinar Materials

A recording of today’s webinar will 
be available by next week: 

http://www.hsag.com/events.
(click on the event date to access the 

recording link)
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Evaluation



Certificate of Attendance



Poll: What Do You Say?             

• How do you rate your confidence level right now in 
understanding the process of behavioral health diagnosis, the 
similarities and differences in common diagnoses, and when a 
professional evaluation may be in order? 

a. Very High
b. High
c. Low
d. Very Low
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What is a Quality Innovation Network-
Quality Improvement Organization (QIN-QIO)? 

• Funded by the Centers for 
Medicare & Medicaid 
Services (CMS)
– Dedicated to improving health 

quality at the community level
– Ensures people with Medicare 

get the care they deserve and 
improves care for everyone

– Largest federal program 
dedicated to improving health 
quality at the community level

Department of 
Health & Human 

Services

CMS

7



) 

Where We Are

Ranking based on prevalence of mental illness and access to care
• Yellow states—lowest prevalence of mental illness and higher 

rates of access to care
• Purple states—higher prevalence of mental illness and lower 

rates of access to care
• States with the highest 

prevalence of mental 
illness and lowest rates 
of access to care:
− Arizona (ranked 51/51
− Mississippi (50/51) 
− Nevada (49/51)
− Washington (48/51) 
− Louisiana (47/51)

Source: Parity or Disparity: The State of Mental Health in America, 2015, Mental 
Health America (MHA), formerly the National Mental Health Association 8



Adult Prevalence of Mental Illness

42.5
million

(18.19%) of adults in
America suffer from any

mental illness

19.7
million

(8.46%) have a 
substance use problem

8.8
million

(3.77%) report serious 
thoughts of suicide

9 Source: Parity or Disparity: The State of Mental Health in America, 2015, Mental 
Health America (MHA), formerly the National Mental Health Association 



Behavioral Health Issues

1. Jeste DV, Alexopoulos GS, Bartels SJ, et al. Consensus statement on the upcoming crisis in geriatric mental health: Research agenda for the next 2 decades. Archives of 
General Psychiatry. 1999; 56(9):848-853.
2. Elixhauser A, Steiner C. Readmissions to U.S. Hospital by Diagnosis, 2010. http://www.hcup-us.ahrq.gov/reports/statbriefs/sb153.pdf
3.  Area Agency on Aging and Substance Abuse and Mental Health Services Administration. Older Americans Behavioral Health Issue Brief: Series Overview. Available at 
https://www.ncoa.org/wp-content/uploads/Series-Overview-Issue-Brief-1.pdf, Accessed on July 22, 2015. 
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How This Series Came About

• HSAG facilitated three behavioral health 
summits in 2016
‒ A community workgroup was formed and tasked with 

evaluating community education

‒ A needs assessment was sent to hundreds of community 
members NOT in the behavioral health field

‒ Feedback analysis resulted in this webinar series
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Corrections from Webinar #1

RBHA Information
Terms: Regional Behavioral Health 
Authority (RBHA) and TRBHA (Tribal 
RBHA)

• There are numerous RBHAs and 
TRBHAs in AZ.

CORRECTION: As of July 1, 2016, the 
Arizona Health Care Cost 
Containment System (AHCCCS) 
contracts directly with the RBHAs 
and TRBHAs for the provision of 
behavioral health services in Arizona.

‘DSM-5’ not ‘DSM-V’
• The Diagnostic and Statistical 

Manual of Mental Disorders 
(DSM) was most recently revised 
in 2013 though the updates were 
not implemented until 10/2015. 

• Initially the title was ‘DSM-V’ 
following the use of Roman 
numerals in previous editions, 
however, as noted in this 
entertaining statement from 
Medscape Psychiatry about the 
change: “Roman numerals look 
patently unfashionable. Perhaps 
the APA felt social pressure. 
Perhaps not. Either way, the DSM 
is about to get with the times.” 
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Introductions
Natalie Summit, LPC
Crisis Intervention Specialist
Scottsdale Police Department

Julie Miller, LPC
Director of Intake
St. Luke’s Behavioral Health Center



UNDERSTANDING COMMON
DISORDERS

Julie Miller, LPC
St. Luke’s Behavioral Health Center

Natalie Summit, LPC
Scottsdale Police Department
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Webinar Objectives:

 Increase familiarity with common behavioral health 
diagnoses and categories

Understand types of diagnoses and the basic elements 
needed for a diagnosis to be determined

Recognize when a person may benefit from a professional 
evaluation or intervention
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WHY IS BEHAVIORAL HEALTH DIAGNOSIS
SO COMPLICATED? 

 Unlike most other medical 
conditions:

 No blood test
 No x-ray
 No specific gene
 No physical symptom to 

trigger evaluation 
(pain, lump, swelling)

 Fear – stigma of 
seeking help

 Diagnosis is based on 
behaviors and response to 
treatment:

Over time
Observation of 

patient
Multiple sources of 

information 
Can change over time
Can be overlap of 

diagnoses 
(symptoms)

No single answer
16



TREATMENT OPTIONS TO KEEP IN MIND

 Counseling
 Medication
 EMDR
 12-Step programs

 Lifestyle
 Diet, exercise, life balance, 

faith-orientation, structure
 Adjunct Therapies

 Art, Music, Pets, Acupuncture or other Eastern 
Medicines

 Other Interventions
 ECT, TMS and other brain stimulation therapies 17



HOW IS A DIAGNOSIS DETERMINED AND BY
WHOM?
 Only Licensed Clinicians can formally diagnose

 Doctor/MD (Psychiatrist or non-psychiatrist)
 Psychiatric Nurse Practitioner (PNP)
 PHD (Psychologist)
 PSYD (Psychologist)
 Licensed Professional Counselor (LPC)
 Licensed Clinical Social Worker (LCSW)

 Observation
 Gathering history of patient
 Evaluating response to treatment
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WHAT IS THE DSM-5?
 Diagnostic and Statistical Manual of Mental Disorders, 5th

Edition

 A guideline for mental health professionals to identify a 
diagnosis from a set of symptoms

 DSM-5 gives criteria and how many of those criteria need 
to be met for a person to be given that diagnosis

 DSM-5 uses specifiers to identify specific symptoms related 
to that disorder, i.e., Bipolar disorder most recent episode 
depressed moderate, with anxious distress
 Unless otherwise noted, information related to diagnosis 

criteria and prevalence is from the DSM-5 19



IS A DIAGNOSIS PERMANENT?

20

Situational and General 
Mental Health (GMH)

 ‘Normal reactions’
 Grief
 Relationship, job, parenting,

financial stressors
 Injury/illness
 Level of distress or disruption

is manageable overall, over
time

Serious Mental Illness 
(SMI) as defined in A.R.S. 
§36-501

 18 years of age or older
 exhibit emotional or behavioral

functioning which is so impaired it
interferes substantially with the
person’s capacity to remain in the
community without supportive
treatment or services of a long-term
or indefinite duration.

 mental disability is severe and
persistent, resulting in a long-term
limitation of the person’s functional
capacities for primary activities of
daily living, such as interpersonal
relationships, homemaking,
relationships, self-care, employment,
and recreation.



MOST COMMON DIAGNOSES: 
MOOD DISORDERS
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MOOD DISORDERS

 Mood Disorders:
 A group of disorders that involve “disturbances of the 

mood” accompanied by the “inability to control or 
regulate mood.”

 Most common are:
 Major Depression
 Bipolar or Manic Depression
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MAJOR DEPRESSION

 Depressed most of the day, nearly every day
 Depressed mood (kids: may be more “irritability”)
 Diminished interest or pleasure
 Significant unintended weight loss or gain or change in 

appetite
 Insomnia or hypersomnia
 Psychomotor agitation or retardation (observable)
 Fatigue or loss of energy
 Feelings of worthlessness, excessive or inappropriate 

guilt
 Diminished ability to think clearly or concentrate
 Recurrent thought of death, suicidal ideation with or 

without a plan, a suicide method. 
23



OFTEN UNKNOWN OR UNREALIZED
REGARDING DEPRESSION: 
 Depression due to a medical condition:

 Anesthesia and surgery
 Medication
 Multiple sclerosis
 Stroke
 Hypothyroidism
 Sleep deprivation
 Fever
 Cardiac event
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BIPOLAR-RELATED DISORDERS

 A distinct period of abnormally and persistently 
elevated expansive or irritable mood lasting at least for 
a period of specific time 

 Inflated self-esteem or grandiosity
 Decreased need for sleep
 Poor social boundaries / intrusiveness
 More talkative than usual or pressure to keep talking
 Flight of ideas or subjective experience of “racing 

thoughts”
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BIPOLAR-RELATED DISORDERS

Distractibility
 Increase in goal-directed activity (work, academic, 

sexually, physically) or psychomotor agitation
Excessive involvement in pleasurable activities with 

high potential for negative consequences; buying 
sprees, sexual indiscretions, risky investments

Psychotic symptoms can be present (delusions 
regarding abilities, grandiose, etc.)

The depressive stage includes significant depressed 
mood and narrowing worldview… extreme risk of 
suicide
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BIPOLAR-RELATED DISORDERS

 Bipolar-Related Disorders:  
 Difference between Type 1 and Type 2

27



ANXIETY AND PANIC 
DISORDERS
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GENERALIZED ANXIETY DISORDER

 Excessive worry about life circumstances for a period of 
at least six months

 Restless 
 Fatigue
 Difficulty concentrating
 Irritability
 Muscle tension
 Disturbed sleep
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PANIC DISORDER

 Characterized by a “marked and persistent fear” 
response to one or more situations / things which 
normally would not cause anxiety or panic. 

Possible symptoms:
 Shortness of breath, ‘can’t breathe,’ ‘choking,’ rapid 

breathing
 Chest pain
 Sweating
 Racing heart, trembling
 Overwhelming feeling of doom / gloom
 Desire to run away or run outside
 Desire to hide
 Nausea, dizziness, feeling faint 30



POST-TRAUMATIC STRESS (PTS) 
DISORDER

 Exposure to actual or threatened death, serious injury, or 
sexual violence

 Presence of one or more recurrent, involuntary, and 
intrusive distressing memories of the traumatic event

 Persistent “avoidance” of stimuli associated with the 
traumatic event

 Negative changes in thoughts and moods associated with 
the traumatic event

 Marked changes in arousal and reactivity associated with 
the traumatic event

 Duration of the disturbance is more than one month
 The disturbance causes significant distress or impairment 

in areas of functioning
 The disturbance is not related to physiological effects of a 

substance or other medical condition. 31



ACUTE STRESS DISORDER

 Exposure to actual or threatened death, serious injury, or 
sexual violation

 Presence of the following symptoms within one month of a 
trauma exposure but not longer than one month
 Intrusion Symptoms
 Negative Mood
 Dissociative Symptoms
 Avoidance Symptoms
 Arousal Symptoms
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THE PANIC CYCLE

33

Anxiety

Panic 
Attack

Fear of 
Another 

One

More 
Anxiety

Another 
Attack

More 
Fear

The
PANIC 
Cycle



NOW AN INDEPENDENT DIAGNOSIS: 
OBSESSIVE COMPULSIVE RELATED
DISORDER: HOARDING
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HOARDING DISORDER

 Etiology (cause) is unclear
 Persistent difficulties discarding or parting with 

possessions, regardless of their actual value
 Purposely save possessions, and then experience 

distress when facing the prospect of discarding them
 At some point, the initial intent to save / accumulate 

becomes out of control
 Indecisiveness, perfectionism, avoidance, 

procrastination, difficulty planning and organizing 
tasks, distractibility

 Used to be a subtype of OCD, now its own category 
within ‘OCD and related disorders’

 Very difficult to rationalize with 
35



SCHIZOPHRENIA SPECTRUM AND
OTHER PSYCHOTIC DISORDERS
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SCHIZOPHRENIA SPECTRUM AND OTHER
PSYCHOTIC DISORDERS: REVIEW

Hallucinations: 5 types

Review of ‘Psychotic 
Symptoms’ 

Visual
Auditory – hearing
Olfactory – sense of 

smell
Tactile – touch or 

physically feeling 
something

Gustatory – taste

Delusions and Paranoia

37

 Delusions – usually based 
in factual information but 
extremely exaggerated 
(religious, persecutory, 
grandiose)

 Paranoia i.e., belief that 
someone is following you, 
people are out to get you, 
you are being watched



SCHIZOPHRENIA

 Onset must be for one month or longer with evidence of 
delusions, hallucinations or disorganized speech.  

 Could also have disorganized behavior or catatonic 
behavior

 Must see a significant decline in level of functioning, ie: 
inability to work, decrease in hygiene, etc.

 There are not significant mood symptoms: depression or 
mania

 Symptoms are not attributed to a substance or medical 
condition  

38



SCHIZOAFFECTIVE DISORDER

 Includes the primary criteria for schizophrenia 
including the delusions, hallucinations or being 
disorganized in addition to a significant major mood 
episode

 Symptoms that meet criteria for major mood episode are 
present for the majority of the illness

 Symptoms are not caused by a substance or medical 
condition

 2 sub-types: Bipolar Type and Depressed Type, related 
to which symptoms the person presents with

39



UNSPECIFIED SCHIZOPHRENIA SPECTRUM OR
PSYCHOTIC DISORDER

 Symptoms of one of the psychotic disorders are present 
without meeting all of the criteria required to give that 
diagnosis (further screening, observation etc., is 
required)

 This is not a long term diagnosis 
 Prevalence

 Schizophrenia: 1 in 100 people (more men than women)
 Schizoaffective: 1 in 300 people (more women than men)

40



PERSONALITY DISORDERS
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PERSONALITY DISORDERS

 DSM-5 defines personality disorder as an enduring pattern 
of inner experience and behavior that deviates markedly 
from the expectations of the individuals culture, is 
pervasive and inflexible, has an onset in adolescence or 
early adulthood, is stable over time and leads to distress or 
impairment.

 Arranged in ‘clusters’ (categories)
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Personality Disorders – group of disorders characterized by rigid, maladaptive 
traits that cause great distress or an inability to get along with others

Cluster A – A group of disorders 
characterized by odd or eccentric 

behavior

Paranoid 
Personality 

Disorder

Schizoid 
Personality 

Disorder

Schizotypal 
Personality 

Disorder

Cluster B – A group of disorders characterized 
by dramatic, emotional, or erratic behaviors

Antisocial 
Personality 

Disorder

Borderline 
Personality 

Disorder

Histrionic 
Personality 

Disorder

Narcissistic 
Personality 

Disorder

Cluster C – A group of disorders 
characterized by anxious or fearful 

behaviors

Avoidant 
Personality 

Disorder

Dependent 
Personality 

Disorder

Obsessive 
Compulsive 
Personality 

Disorder



BORDERLINE PERSONALITY DISORDER

 A pattern of instability of relationships, self-image, and mood
 Marked impulsivity, beginning by early adulthood and 

present in a variety of settings.
 Includes five or more of the following criteria:

 Frantic efforts to avoid real or imagined abandonment
 A pattern of unstable and intense interpersonal 

relationships (alternating extremes of idealization and 
devaluation)

 Identity disturbance: unstable self image
 Impulsivity in at least two areas that are damaging 

(spending, sex, eating, etc.)
 Recurrent suicidal ideation or suicide attempts
 Affective instability (mood changes)
 Chronic feelings of emptiness
 Inappropriate, intense anger (outbursts)
 Stress related paranoia or dissociative symptoms

Prevalence is 2-6 out of 100 people (mostly women)
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ANTISOCIAL PERSONALITY DISORDER

A pattern of disregard for and violation of the rights 
of others, occurring since age 15

Must be 18 years old to be given this diagnosis
History of conduct disorder onset as teen 
 Includes three out of seven criteria:

Law breaking activity
Deceitfulness, lying, ‘conning’ others
 Impulsivity
 Irritable and aggressive/starting fights
Reckless disregard for safety of self and others
 Irresponsible with work, bills etc.
Lack of remorse

Prevalence is 1-3 out of 100 people (mostly men)
45



SUBSTANCE USE DISORDERS
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SUBSTANCE USE DISORDERS

 Alcohol use disorder
 Opioid use disorder
 Sedative, hypnotic, anxiolytic use disorder
 Stimulant related disorders
 Cannabis use disorder
 Hallucinogen use disorder 
 Other substance use disorder (bath salts, MDMA, Spice)

 Primary substances above that require medically-
supervised detox are Alcohol, Opiates (heroin, pain pills) 
and sedative/hypnotic/anxiolytics (valium, xanax, klonopin, 
ativan, soma) aka: benzodiazepines
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SUBSTANCE USE DISORDERS

 Signs and symptoms include:
 Excessive use of a substance resulting in negative events

 Loss of job, legal charges, damage to relationships, 
health issues

 Going out of one’s way to obtain a substance
 Doctor shopping, ER’s, stealing from family or friends

 Craving that substance leading to irritability, anxiety, 
anger

 Failure to attend to Activities of Daily Living (ADL’s)
 Poor hygiene, weight loss or gain, neglect of household 

duties
 Failure to follow through with activities, obligations with 

work, family, friends, church
 Attempts to cut down don’t work
 Gaining a tolerance to the substance used and requiring 

more and more to get the desired effect
 Having withdrawal symptoms when without the substance
 Lack of sleep, increased or decreased energy 48



DUAL DIAGNOSIS

 Very common to have a substance related disorder in 
addition to a primary mood, psychotic or anxiety 
disorder

 About 1/3 of the people experiencing mental illnesses 
and about ½ of the people with serious mental illnesses 
also experience substance abuse challenges

 Prevalence
Alcohol: 1 in 12 adults
Cannabis: 1.5 in100 adults
Opiates: 1 in 300 adults per DSM-5 (SAMSHA reports 

1.9 million people abuse opiate pain medication and 
close to 500,000 people abuse heroin in America).  

Sedative/hypnotic/anxiolytic: 1 in 350 adults
Amphetamine: 1 in 350 adults
Cocaine: 1 in 300 adults 49



CONFUSING OR SIMILAR PRESENTATIONS

 Depression w/ anxiety vs. Bipolar disorder
 Depression vs. Anxiety
 Bipolar vs. Schizoaffective disorder
 Schizophrenia vs. Drug induced psychosis

 Many medical conditions can mimic or look like psychiatric 
presentations. This will be covered in session 6 of this 
series.
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WHEN IS IT NECESSARY TO SEEK
PROFESSIONAL EVALUATION?

 Danger to self –
statements or actions

 Danger to others –
statements or actions

 Self-harming behaviors 
(cutting, burning) 

 Psychotic symptoms 
 Use of any substance such 

that overdose is a concern

 Out of the ordinary 
physical symptoms 
(breathing difficulty, chest 
pain, unexplained 
numbness)

 Extended loss of interest 
in regular activities

 Not caring for oneself, 
children or pets 
adequately 

 Not eating or drinking
51



CASE STUDIES
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CASE STUDY #1
 55 year-old female seeing her PCP for chronic back pain 

from a back injury sustained during a motor vehicle 
accident six years prior.

 She is taking 10mg oxycodone twice daily Rx by her PCP 
and 10 mg oxycodone twice daily Rx by a pain management 
doctor. 

 Patient presents to an urgent care center stating she ran 
out of her medication and needs more. She is anxious, 
agitated, complaining of significant pain in her back, 
unable to walk upright, can’t go to work, can’t care for her 
two small grandchildren.

 Patient is tearful, requesting help for her pain so she can 
function. 

 She is experiencing cold chills, body aches, nausea, sweats, 
goose bumps and yawning.

 Medical records indicate three prior urgent care visits with 
the same presentation over the past six months. 53



CASE STUDY #2
 27 year-old female with history significant for childhood physical 

and sexual abuse, removed from family by DCS and sent to foster 
care, currently lives alone, no family support, no friends

 She presents to the Walgreen's pharmacy, becomes upset with the 
wait time she is given for her refill, starts complaining loudly, 
refuses to lower her voice and is disruptive. A second staff person 
gets involved and she responds to that person, calming down and 
blaming her behavior on the pharmacy tech who first told her there 
would be a wait

 Phrases used by the person might be: "you don't care about me!" "I 
will only talk to her, not him!“ and “no one will help me!”

 This person may use cutting or burning as coping skills and there 
might be evidence of this on her arms and legs 

 This person is almost always intense, difficult to reason with, and 
creates an environment where others don't want to interact with 
her or even feel dislike for her out of their frustration

 This person’s behavior is inconsistent and leaves people feeling 
confused, worn out and anxious after interacting with her
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CASE STUDY #3
 34 year-old male, veteran, multiple tours of duty, -

honorable discharge eight years prior, married, two 
children, new job, and debilitating anxiety and panic 
attacks

 Has taken meds for anxiety and depression previously with 
success

 Patient is unable to get on an airplane for his employment, 
start his new job, assist with his family responsibilities, 
leave his home, and attend family functions 

 He is experiencing dry heaves, unable to eat, racing heart 
and feelings of doom and gloom that grows into thoughts of 
“my family would be better without me” 

 Patient is asking for help from a family member who calls 
the crisis line 55
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Poll: What Do You Say?             

• How do you rate your confidence level right now in 
understanding the process of behavioral health 
diagnosis, the similarities and differences in common 
diagnoses, and when a professional evaluation may 
be in order? 

a. Very High
b. High
c. Low
d. Very Low
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Deepest appreciation to our presenters:

Natalie Summit, LPC
Crisis Intervention Specialist
Scottsdale Police Department

Julie Miller
Director of Intake
St. Luke’s Behavioral Health Center



Contact Information

• Dennette Janus, MA, LPC
djanus@hsag.com

• Natalie Summit, LPC
nats@scottsdaleaz.gov

• Julie Miller, LPC
Julie_miller@iasishealthcare.com
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Resources

Crisis Resources: Nationwide
• National Suicide Hotline 

800.273.TALK (8255)
www.suicidepreventionlifeline.org

• National Drug/Alcohol referral service 
800.662.HELP (4357)  
#2 for Spanish
www.samhsa.gov/find-help/national-helpline

• Teen Lifeline 1.877.YOUTHLINE  

• Crisis Text Line: Text “help” to 741741for 
any crisis situation

• Poison Control 800.222.1222
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• National Alliance on Mental Illness 
(NAMI) 
www.nami.org
800.950.6264

• Mental Health America
www.mentalhealthamerica.net
800.969.6642

http://www.suicidepreventionlifeline.org/
http://www.samhsa.gov/find-help/national-helpline
http://www.nami.org/
http://www.mentalhealthamerica.net/


Resources (cont.)

Crisis Resources: AZ
• Crisis Response Network (AZ) 

800.631.1314 or 602.222.9444
• Teen Lifeline 800.248.TEEN (8336)

General Community Resources: AZ 
• AZ 211  Call “211” or go to https://211arizona.org
• http://findhelpphx.org
• http://arizonaselfhelp.org
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Resources (cont.)
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2017 Behavioral Health Education Series
More Info at: www.hsag.com/events
Topic Content Date Time
1. Behavioral Health 

Basics
“I think I know what you are talking about but I’m not 
sure.” Definitions, abbreviations, and misunderstandings

Friday
Jan. 13, 2017

9–10 a.m. MST
8 a.m. PST
11 a.m. EST

2. Understanding 
Common Disorders

“Were you aware there is a difference between mood 
and personality disorders?” Categories of diagnoses and 
misconceptions

Friday
March 3, 2017

9–10 a.m. MST
8 a.m. PST
11 a.m. EST

3. De-escalation 
Techniques

“This is what to do when someone is acting out of 
control.” Proven tips/tactics for phone or in-person 
contacts to help promote calm and cooperation

Friday
May 5, 2017

9–10 a.m. MST
9 a.m. PDT
12 noon EDT

4. Community and 
Behavioral Health 
Resources

“Where do I find the most reliable referral information?” 
Demonstration of finding and using resource guides 
online and language use for increased success

Friday
July 14, 2017

9–10 a.m. MST
9 a.m. PDT
12 noon EDT

5. Voluntary vs. 
Involuntary 
Treatment

“It is sometimes possible to help someone who refuses 
treatment.” Understanding court-ordered evaluation and 
treatment processes and limitations

Friday
Sept. 8, 2017

9–10 a.m. MST
9 a.m. PDT
12 noon EDT

6. Medication and 
Medical Issues

“I didn’t know that!” Medical conditions that mimic or 
may cause crises and how medication can work to 
decrease symptoms

Friday
Nov. 3, 2017

9–10 a.m. MST
9 a.m. PDT
12 noon EDT

All sessions are live webinars, recorded and presented by area professionals63



Thank You for participating!
Please complete the 60-second evaluation:

https://goo.gl/CqmbTs
If you registered online for this event, 
you will also receive the link via email.

A recording of today’s session will be available at:
www.hsag.com/events

https://goo.gl/CqmbTs


This material was prepared by Health Services Advisory Group, the Medicare Quality Improvement Organization 
for Arizona, California, Florida, Ohio, and the U.S. Virgin Islands, under contract with the Centers for Medicare & 

Medicaid Services (CMS), an agency of the U.S. Department of Health and Human Services. The contents 
presented do not necessarily reflect CMS policy. Publication No. QN-11SOW-XC-03022017-01.
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