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5 Executive Summary 

Executive Summary 

Introduction 
 

This report presents the results of the 2016 external quality review for Greater Columbia Behavioral 

Health Organization (GCBHO). GCBHO is an entity formed by an interlocal agreement between Asotin, 

Benton, Columbia, Franklin, Garfield, Kittitas, Klickitat, Walla Walla, Whitman and Yakima counties, each 

of which is a county authority recognized by the secretary of the Washington State Department of Social 

and Health Services (DSHS).  

 

These counties entered into an interlocal agreement to allow GCBHO to contract with the State pursuant 

to RCW 71.24.025(13) to provide mental health and substance use disorder (SUD) treatment services for 

persons living in the above-listed counties, including the Yakama Nation. GCBHO receives Federal and 

State funds to provide medically necessary behavioral health services for persons who meet State-

approved criteria and for whom services are medically necessary and clinically appropriate. GCBHO 

ensures behavioral health services are available to enrollees through its provider network and works 

collaboratively with system stakeholders. GCBHO envisions a community that encourages recovery, 

cultural competency, clinical excellence and access to services. 

 

In 2014, the Washington legislature passed Senate Bill 6312, directing DSHS to integrate purchases for 

SUD treatment services into managed care contracts administered by Regional Support Networks (RSNs) 

by April 1, 2016. On that date, RSNs were renamed Behavioral Health Organizations. 

 

To provide these services, the DSHS Division of Behavioral Health and Recovery (DBHR) contracted with 

nine BHOs throughout the state of Washington to provide comprehensive and culturally appropriate 

mental health and SUD treatment services for adults, children and their families. BHOs administer 

services by contracting with behavioral health agencies (BHAs)ðcommunity mental health agencies, 

SUD providers and private nonprofit agenciesðto provide mental health and SUD services and 

treatment. The BHOs are accountable for ensuring that services are delivered in an integrated manner 

that complies with legal, contractual and regulatory standards for effective care. 

 

As the Stateôs external quality review organization (EQRO), Qualis Health is contracted to conduct a 

yearly assessment of the accessibility, timeliness and quality of managed mental health and SUD 

treatment services provided by BHOs to Medicaid enrollees. Because of the transition of RSNs to BHOs 

in April 2016 and the concurrent integration of the mental health and SUD treatment services, DBHR 

directed Qualis Health to perform a readiness review for the year 2016. The readiness review included an 

assessment and evaluation of each BHOôs transition plan submitted to the State, as well as each BHOôs 

status in converting from an RSN to a BHO.  

 

Qualis Healthôs additional external quality review activities for each BHO consisted of assessing the 

BHOôs overall performance and identifying strengths and opportunities for improvement regarding the 

BHOôs compliance with State and Federal requirements for access, timeliness and quality measures. This 

included assessing compliance with standards related to enrollee rights and protections, the grievance 

system, and certifications and program integrity; validating encounter data submitted to the State; and 

validating the BHOôs performance improvement projects (PIPs). Additionally, for each BHO Qualis Health 

interviewed two mental health agencies and two SUD providers and performed two SUD provider agency 

walkthroughs. Finally, Qualis Health reviewed the BHOôs previous-year recommendations as an RSN, 
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and performed a follow-up review of the previous-year Information Systems Capabilities Assessment 

(ISCA). These follow-up reviews appear in Appendices B and C. 

 

Because this yearôs external quality review also served as a readiness review, DBHR and Qualis Health 

determined that recommendations for corrective action plans (CAPs) would not be given for SUD 

implementation, encounter data validation, or the childrenôs Wraparound with Intensive Services (WISe) 

focused study. Instead, opportunities for improvement and technical assistance would be provided. For 

the 2017 external quality review, BHOs will be expected to follow through with any corrective action plans 

that are assigned. 

 

This report, in fulfillment of Federal requirements under 42 CFR §438.350, describes the results of this 

2016 external quality review. 

GCBHO Transition Plan Summary 
 

Qualis Health reviewed and evaluated GCBHOôs status in meeting the timeframes and goals established 

in its transition plan for converting from an RSN to a BHO and integrating SUD treatment providers into 

the behavioral health network. All BHOs were required to submit a response to the Behavioral Health 

Organization Detailed Plan Request issued by DSHS in October 2015. In GCBHOôs response, the BHO 

describes how it will fully support the integration of the mental health and SUD systems of care. GCBHO 

outlines how it will partner with its network providers to ensure that capacity and functional systems are in 

place to meet the multiple needs of current and future enrollees. The plan describes the BHOôs 

administrative processes, workforce development, policies and procedures, data integration and 

reporting, and clinical practices in order to develop core integrated capabilities.  

 

Additionally, included in the transition plan are narratives of the processes the BHO planned to use during 

the implementation of the transition, which include the staffing and workforce analysis and development 

plan; the service delivery design; the quality, recovery and resiliency plan; the fiscal and business 

operations plan; the communications materials; the information technology plan; and the external network 

and post-BHO integration plans. To accomplish the tasks and to ensure timelines were met, GCBHO set 

up a workflow process, with tasks assigned to the appropriate BHO staff.  

 

Because this was a readiness review and GCBHOôs contract with the State had been in place for just four 

months at the time of the review, Qualis Health reviewed the BHOôs status in its transition from RSN to 

BHO as well as the BHOôs progress in integrating mental health and SUD treatment services within the 

BHO structure.  

 

In October 2015, GCBHOôs board of directors drafted an interlocal agreement that would establish the 

RSN as a Behavioral Health Organization. The agreement was approved at the November 2015 board 

meeting. The BHO stated that the board was very supportive of the transition planning and approved the 

hiring of new staff required to manage the new business. 

 

GCBHOôs management team put together a transition team to ensure a seamless and safe integration of 

SUD services into the BHO system. The team consisted of the RSNôs leadership staff, information 

technology (IT) staff, contracts staff and clinical staff. The team was also responsible for providing training 

and technical assistance to providers regarding implementation of transition protocols.  The BHOôs 

management staff performed a thorough review of the BHO requirements. The team performed an 

assessment of its existing structure and what was needed to manage the new SUD treatment benefits in 
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order to integrate them into the BHOôs business operations. At the time of the transition, the BHO already 

had in place contract procurement and monitoring, utilization management, care coordination, quality 

assurance and improvement, grievance resolution and tracking, and data systems for tracking 

encounters. The BHO identified three areas it wanted to focus on developing in order to enhance the 

transition to a BHO and incorporate SUD treatment services. These areas included revising policies and 

procedures to include SUD services, putting SUD treatment provider contracts in place, and enhancing its 

information technology platform. 

 

In anticipation of the transition, the BHO began meetings in the fall of 2014 with the stakeholders that 

would be impacted by the RSNôs transition to a BHO. Early in 2015, the BHO invited the SUD providers 

from across the different counties to participate in and join a steering committee. The meeting minutes 

were detailed and provided substantial information regarding the information and training the BHO was 

providing to the SUD provider agencies. During this time, the BHO and the BHOôs BHAs maintained a 

collaborative approach to ensure a smooth transition. 

 

Additionally, to ensure enrollees would receive the appropriate authorizations for treatment services, the 

BHOôs care coordinators and authorization staff were sent to trainings on the American Society of 

Addiction Medicine criteria. Training was also provided to the SUD providers.   

 

As outlined in the BHOôs detailed plan, the BHO explained how it would transition to integrated care, how 

it would transition SUD services into managed care, the basis for voluntary and involuntary SUD 

treatment services, discharge planning for persons under involuntary commitment in inpatient care, and 

how enrollees would transfer between BHOs. To ensure it was on track with the transition, the BHO 

developed an Excel worksheet that included each task in the process, the person/people responsible for 

ensuring the task was completed in a timely manner, the timeframes for completing the tasks, and 

comments on barriers to completing the tasks. Review of the spreadsheet indicated the BHO had been 

on track for meeting its proposed tasks and timelines.  

 

Challenges the BHO were experiencing at the time of the review included the need for additional clinical 

staff at the provider agencies. The BHO stated that 40 percent of the BHAs are only 60 percent staffed. 

The BHO is working with the BHAs to help alleviate this problem. Another challenge was the timely 

submission of data to the BHO from a few of its SUD providers. At the time of the review, the BHO IT 

manager was working closely with the BHAs to assist the BHAs in the submission of data. Additionally, 

with the statewide increase of opioid and alcohol abuse, the BHO indicated it was diligently working to 

provide a sufficient quantity of detox centers and residential and medication treatment facilities to meet its 

needs. 

 

At the time of the review, Qualis Health reviewed all aspects of the implementation of the transition plan. 

GCBHOôs transition plan was well planned and strategically designed, ensuring that all steps toward an 

integrated system were in place and that the BHO would meet the timeframes outlined in the plan.  

Timelines had been met, tasks had been completed, and interviews with two SUD treatment BHAs 

indicated that the transition had gone fairly smoothly and confirmed that the BHO was meeting its due 

diligence in providing the appropriate information and training to its BHAs. 
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Readiness Review Results 
 

For the 2016 readiness review, Qualis Health interviewed and performed an onsite walkthrough of two 

SUD provider agencies to assess the SUD providersô status in the BHO integration. The providers were 

interviewed to evaluate their knowledge of policies and procedures related to enrollee rights, the 

grievance system and program integrity, as well as the status of their implementation of those policies 

and procedures.  

 

Results of the interviews with the SUD providers regarding certifications and program integrity (CPI) 

indicated the following: 

¶ Both providers understood they need to submit monthly to the BHO a current list of the names of 

all employees, owners and governing board members and the names of any contracted entities 

for the excluded provider checks. 

¶ Only one provider had policies and procedures on CPI and a written compliance plan. 

¶ Both providers stated they were required to attest to a Code of Ethics/Standards of Conduct. 

¶ Only one provider was familiar with the seven key elements of a compliance program and plan. 

¶ Both providers stated that the BHO had provided training on fraud and abuse, and that they 

understood how to report suspected fraud, waste and abuse. 

¶ Only one provider had performed a risk assessment; that provider identified three areas of 

concern, including the flow of consumers entering and accessing services, the need to assess 

structural changes, and privacy challenges. 

¶ Both providers understood the BHAs need to attest to the validity of encounter data prior to 

sending the data to the BHO. 

 

Interviews with the SUD providers regarding the grievance and appeals system indicated the following: 

¶ Both providers understood that they need to track all grievances and submit their grievance logs 

to the BHO quarterly. 

¶ Both providers understood the roles and responsibilities of the Ombuds. 

¶ Both providers stated that the BHO and the Ombuds provided training on the grievance system. 

¶ Both providers understood that grievance records need to be kept for six years and stored 

securely away from the clinical record. 

¶ Both providers understood that any expression of dissatisfaction is considered a grievance. 

¶ Both providers understood they would need to continue to provide benefits if an enrollee filed for 

a State fair hearing process. 

 

Interviews with the SUD providers regarding enrollee rights and protections indicated the following: 

¶ Both providers were aware of how often and by what means they were expected to inform 

enrollees about their rights, responsibilities and benefits. 

¶ Both providers provide enrollee rights in languages other than English. 

¶ Both providers were aware of the BHOôs website and that the policy on enrollee rights is listed on 

the website. 

¶ Both providers stated they did not have any provider incentive plans. 

¶ Both providers stated that their agencies do not use seclusion and restraint. 

¶ Only one provider was aware that the BHO monitors for client rights through chart audits and 

administrative audits. 

¶ Only one provider stated they were provided with formal training on enrollee rights and 

responsibilities by the BHO. 
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¶ Both providers stated they need to submit monthly excluded provider check rosters in order for 

the BHO to conduct the monthly excluded checks screening. 

 

Additionally, Qualis Health performed walkthroughs with two SUDs provider agencies as part of the pre-

assessment reviews. The onsite walkthroughs consisted of assessing the following areas: 

¶ computer workstation compliance with HIPAA guidelines consistent with computer privacy 

¶ access controls and security 

¶ environmental controls 

¶ posting of enrollee rights and grievance file maintenance 

¶ adherence to ADA requirements 

¶ medication monitoring 

¶ seclusion and restraint policies 

 

The following was observed: 

¶ At one provider agency, enrollee rights were not posted where they would be visible to clients and 

were instead stored in a notebook behind the reception desk, requiring the client to request to see 

them.  

¶ At the other provider agency, enrollee rights were posted but needed to be updated. 

¶ Both providers stated they did not practice seclusion and restraint, although only one had a policy 

on seclusion and restraint. 

¶ At one provider agency, visitors were required to sign in but not out, while at the other agency 

visitors were not required to sign in or out.  

¶ Only one provider required staff to wear identification. 

¶ At both provider agencies, the front doors were not compliant with ADA accessibility 

requirements, although one did have a doorbell. 

¶ Neither provider had a policy and procedure in place requiring that unattended computers be 

returned to the logon screen and locked when not in use. 

¶ At one provider agency, the staff are asked to set their own timeout logon screen lock function for 

when computers are not in use. 

¶ At both provider agencies, grievances were stored separately from the clinical record, in a locked 

cabinet accessed only by staff who need to know. 

¶ At both provider agencies, all staff were allowed access to the server rooms. 

¶ At both provider agencies, work stations and computer monitors were positioned to prevent 

unauthorized viewing of ePHI. 

¶ At both provider agencies, poisonous external chemicals or caustic materials were kept in 

separate, secure, locked storage. 

¶ At both provider agencies, reception areas were separate from treatment areas. 

¶ Both providers stated the BHO had not conducted site visits of the facilities prior to signing 

contracts. 

 

Description of EQR Activities 
 

EQR Federal regulations under 42 CFR §438.358 specify the mandatory and optional activities that the 

EQR must address in a manner consistent with protocols of the Centers for Medicare & Medicaid 

Services (CMS). This report is based on information collected from the BHO in connection with the CMS 

EQR protocols and includes results from the following activities:  
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¶ compliance monitoring through document review, onsite interviews at the BHO, onsite reviews 

of SUD provider agencies, and telephone interviews with mental health and SUD provider 

agencies. The purpose of the 2016 compliance review is to determine the status of the BHOôs 

integration of SUD and mental health agencies and the BHOôs capability in meeting regulatory 

and contractual standards governing managed care.  

¶ encounter data validation (EDV) conducted through data analysis and clinical record review 

¶ validation of three performance improvement projects (PIPs) to determine whether the BHO 

met standards for conducting these required studies  

¶ follow-up on previous-year recommendations, including  the prior yearôs Information Systems 

Capabilities Assessment (ISCA) 

 

Together, these activities answer the following questions:  

1. What is the status of the integration of mental health and SUD services within managed care 

under the auspices of the BHO? 

2. What is the status of the BHO in meeting the CMS regulatory requirements?  

3. What is the status of the BHO in meeting the requirements of its contract with the State and the 

Washington Administrative Code (WAC)?  

4. What processes and procedures does the BHO have in place to monitor and oversee contracted 

providers in their performance of any delegated activities to ensure regulatory and contractual 

compliance?  

5. What progress has the BHO made in conducting the three required PIPs?  

6. Is the encounter data the BHAs submitted to the State accurate, complete and valid? 

7. Does the BHOôs information technology infrastructure support the production and reporting of 

valid and reliable performance measures? 

8. Is the BHO meeting the timeframe and goals outlined in its transition plan for the integration of 

SUD services into behavioral healthcare? 

 

Summary of Results 
 

 

Scoring Icon Key 

ǒ Fully Met (pass)    ǒ Partially Met (pass)    ǒ Not Met  ǒ N/A (not applicable) 

 

 

Compliance Review Results 

 

This review assesses the BHOôs overall performance, identifies strengths, notes opportunities for 

improvement and recommends corrective action plans (CAPs) in areas where the BHO did not clearly or 

comprehensively meet Federal and/or State requirements. In addition, in cases in which the BHO has not 

addressed a previous-year recommendation, Qualis Health may have issued a recommendation requiring 

a corrective action plan. The following opportunities and recommendations offer guidance on how the 

BHO may achieve full compliance with State contractual and Federal CFR guidelines. The results are 

summarized below in Table A-1. Please refer to the compliance review section of this report for complete 

results.  
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Table A-1: Summary Results of Compliance Monitoring Review, by Section 

 

CMS EQR Protocol   Results 

Section 1. 

Enrollee Rights and Protections 

 ǒ Partially Met (pass)    

Section 2.  

Grievance System  

 ǒ Partially Met (pass)    

Section 3. 

Certifications and Program Integrity 

 ǒ Partially Met (pass)    

 

Performance Improvement Project (PIP) Validation Results 
 

As a mandatory EQR activity, Qualis Health evaluated the BHOôs performance improvement projects to 

determine whether the projects have been designed, conducted and reported in a methodologically sound 

manner. The projects must be designed to achieve, through ongoing measurements and intervention in 

clinical, non-clinical and SUD-focused areas, significant improvement sustained over time that is 

expected to have a favorable effect on health outcomes and enrollee satisfaction. The results for the 

BHOôs clinical, non-clinical and substance use-focused PIPs are found in Table A-2. Further discussion 

can be found in the performance improvement project section of this report. 

 

Table A-2: Performance Improvement Project Validation Results 

 

 Results Validity and Reliability 

Clinical PIP: Promoting Medication 

Adherence in Youth ǒ N/A (not applicable) 
Not enough time has elapsed to 

assess meaningful change 

Non-Clinical PIP: Increasing Timeliness 

of Provider-Submitted Authorization 

Requests through Identification of 

Systemic Barriers 

ǒ N/A (not applicable) 
Not enough time has elapsed to 

assess meaningful change 

Substance Use Disorder (SUD) PIP: 

Increasing Engagement in Recovery by 

Identifying Reasons for Premature Exit 

from Detox Programs 

ǒ N/A (not applicable) 
Not enough time has elapsed to 

assess meaningful change 

 

 

Encounter Data Validation (EDV) Results 

 

EDV is a process used to validate encounter data submitted by BHOs to the State. Encounter data are 

electronic records of the services provided to Medicaid enrollees by providers under contract with a BHO. 

Encounter data is used by the BHOs and the State to assess and improve the quality of care and to 

monitor program integrity. Additionally, the State uses encounter data to determine capitation rates paid 

to the BHOs. 

 

Qualis Health performed independent validation of the procedures used by the BHO to perform its own 

encounter data validation. The EDV requirements included in the BHOôs contract with DBHR were used 

as the standard for validation. Qualis Health obtained and reviewed the BHOôs encounter data validation 

report submitted to DBHR as a contract deliverable for calendar year 2015. The BHOôs encounter data 



 
12 Executive Summary 

validation methodology, encounter and enrollee sample size(s), selected encounter dates and fields 

selected for validation were reviewed for conformance with DBHR contract requirements. The BHOôs 

encounter and/or enrollee sampling procedures were reviewed to ensure conformance with accepted 

statistical methods for random selection. Table A-3 shows the results of the review of the BHOôs 

encounter data validation processes. Please refer to the EDV section of this report for complete results. 

 

Table A-3: Results of External Review of the BHOôs Encounter Data Validation Procedures 

 

EDV Standard Description EDV Result 

Sampling 

Procedure  

Sampling was conducted using an appropriate 

random selection process and was of adequate 

size. 

ǒ Not Met 

Review Tools  Review and analysis tools were appropriate for the 

task and used correctly. ǒ Not Met 

Methodology and 

Analytic Procedures  

The analytical and scoring methodologies were 

sound and all encounter data elements requiring 

review were examined. 

ǒ Not Met 

 

Qualis Health conducted its own validation to assess the BHOôs capacity to produce accurate and 

complete encounter data. The encounter data submitted by the BHO to the State was analyzed to 

determine the general magnitude of missing encounter data, types of potentially missing encounter data, 

overall data quality issues, and any issues with the processes the BHO has in compiling encounter data 

and submitting the data files to the State. Clinical record review of encounter data was performed to 

validate data sent to the State and confirm the findings of the analysis of the State-level data. 

Table A-4 summarizes results of Qualis Healthôs EDV. Please refer to the EDV section of this report for 

complete results. 

 

Table A-4: Results of Qualis Health Encounter Data Validation 

 

EDV Standard Description EDV Result 

Electronic Data 

Checks  

Full review of encounter data submitted to the State 

indicates no (or minimal) logic problems or out-of-

range values. 

ǒ Fully Met (pass)    

Onsite Clinical 

Record Review  

State encounter data are substantiated in audit of 

patient charts at individual provider locations. Audited 

fields include demographics (name, date of birth, 

ethnicity and language) and encounters (procedure 

codes, provider type, duration of service, service 

date and service location). A passing score indicates 

that 95% of the encounter data fields in the clinical 

records match.  

ǒ Not Met 
 

 

 

Wraparound with Intensive Services (WISe) Review Results 
 

As part of its external quality review activities for 2016, Qualis Health is conducting the 2016 EQRO 

Focused Study: Review of Childrenôs WISe Implementation, a program of the Washington State 

Department of Social and Health Services Behavioral Health Administration (BHA).  
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WISe-specific activities scheduled for Greater Columbia BHO consisted of a compliance review of WISe 

grievances and appeals and a review of WISe encounter data. Table A-5 displays the results of this 

review. 

 

Table A-5: Results of WISe Implementation Review 

 

Activity Description Result 

Grievances and 

Appeals Review 

Qualis Health conducted a review of grievances and 

appeals for GCBHO; however, the BHO reported it 

had not received or processed any grievances or 

appeals related to WISe at the time of the review 

ǒ N/A (not 

applicable) 

Encounter Data 

Validation  

Qualis Health is not presenting results for GCBHOôs 

WISe encounter data validation at the BHO level 

because the sample size of the BHOôs WISe 

encounters was too small to be statistically 

significant. 

ǒ N/A (not 

applicable) 
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Compliance with Regulatory and Contractual Standards 

 
The 2016 compliance review addresses the BHOôs compliance with Federal Medicaid managed care 

regulations and applicable elements of the contract between the BHO and the State, as well as the status 

of the BHOôs transition from an RSN to a fully integrated BHO at the time of the review. The applicable 

CFR sections and results of the 2016 compliance review are listed in Table B-1, below.  

 

The CMS protocols and scoring criteria used for conducting the compliance review are included in 

Appendix E. The protocols can also be found here: http://www.medicaid.gov/Medicaid-CHIP-Program-

Information/By-Topics/Quality-of-Care/Quality-of-Care-External-Quality-Review.html. 

 

Each section of the compliance review protocol contains elements corresponding to relevant sections of 

42 CFR §438, DBHRôs contract with the BHOs, the Washington Administrative Code (WAC), and other 

State regulations where applicable. Qualis Health evaluated Greater Columbia BHOôs performance on 

each element of the protocol by  

¶ performing desk audits on documentation submitted by the BHO, including the BHOôs transition 

plan and timelines for converting from an RSN to a BHO  

¶ conducting telephone interviews with two of the BHO's contracted  mental health agencies and 

two of its substance use disorder (SUD) treatment providers 

¶ conducting onsite walkthroughs of two SUD treatment providers 

¶ reviewing up to ten each of grievances, appeals and notices of actions, State fair hearing cases, 

and cases of suspected fraud, waste and abuse 

¶ conducting onsite interviews with BHO staff on standards related to enrollee rights, the grievance 

system, and certifications and program integrity; and performance improvement projects 

¶ performing encounter data validation  

 

This review assesses GCBHOôs overall performance, identifies strengths, notes opportunities for 

improvement and presents recommendations for corrective action plans (CAPs) in areas where the BHO 

did not clearly or comprehensively meet Federal and/or State requirements at the time of the review for 

enrollee rights, grievance system, and certifications and program integrity standards. No corrective action 

plans have been assigned for the implementation of substance use disorder services. The accompanying 

recommendations and opportunities for improvement offer guidance on how the BHO may achieve full 

compliance with State contractual, Washington Administrative Code (WAC) and Code of Federal 

Regulations (CFR) guidelines.  

Compliance Scoring 
 

Qualis Health uses CMSôs three-point scoring system in evaluating compliance. The three-point scale 

allows for credit when a requirement is partially met and the level of performance is determined to be 

acceptable. The three-point scoring system includes the following levels: 

 

 Fully Met means all documentation listed under a regulatory provision, or component thereof, is 

present and BHO staff provided responses to reviewers that were consistent with each otherôs 

responses and with the documentation. 

  

 Partially Met means all documentation listed under a regulatory provision, or component 

thereof, is present, but BHO staff were unable to consistently articulate evidence of compliance, 
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or BHO staff could describe and verify the existence of compliant practices during the 

interview(s), but required documentation is incomplete or inconsistent with practice. 

 

 Not Met means no documentation is present and BHO staff had little to no knowledge of 

processes or issues that comply with regulatory provisions, or no documentation is present and 

BHO staff had little to no knowledge of processes or issues that comply with key components of 

a multi-component provision, regardless of compliance determinations for remaining, non-key 

components of the provision. 

 
 

Scoring Icon Key 

ǒ Fully Met (pass) ǒPartially Met (pass) ǒ Not Met  ǒ N/A (not applicable) 

 

  

Summary of Compliance Review Results 
 

Table B-1: Summary Results of Compliance Monitoring Review, by Section 

 

CMS EQR Protocol   Results 

Section 1. 

Enrollee Rights and Protections 

 ǒ Partially Met (pass) 

Section 2.  

Grievance System  

 ǒ Partially Met (pass) 

Section 3. 

Certifications and Program Integrity 

 ǒ Partially Met (pass) 

 

 

Summary of Opportunities for Improvement and Recommendations 

Requiring Corrective Action Plans (CAPs), by Section 
 

Section 1: Enrollee Rights and Protections 

 

Recommendations Requiring CAP 

GCBHO monitors enrollee rights through agency administrative reviews, chart reviews, Quality Review 

Team (QRT) surveys, tracking and reviewing all customer service calls, and review of enrollee 

grievances. However, the BHO has not performed an agency administrative review since 2012.  

¶ The BHO needs to resume its administrative reviews and monitoring to ensure the BHAs are in 

compliance with regard to enrollee rights.  

 

Although GCBHO includes in its contracts with the BHAs the requirement that the BHAs will not provide 

incentive plans for the utilization of services, the BHO lacks a policy on ensuring the BHO and its BHAs 

are not providing provider incentive plans for utilization of services. 

¶ GCBHO needs to develop a policy and procedure ensuring the BHO and its BHAs are not 

providing incentive plans for the utilization of services. 
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Although GCBHO lists the right to be free from seclusion and restraint in its client rights and the contracts 

with the BHAs, GCBHO does not have a written policy and procedure regarding the enrolleeôs right to be 

free from any form of restraint or seclusion used as a means of coercion, discipline, convenience or 

retaliation, as specified in other Federal regulations on the use of restraint and seclusion. 

¶ GCBHO needs to develop a policy and procedure regarding the enrolleeôs right to be free from 

any form of restraint or seclusion used as a means of coercion, discipline, convenience or 

retaliation, as specified in other Federal regulations on the use of restraint and seclusion. 

 

 

Section 2: Grievance System 

 

Opportunity for Improvement 

Although GCBHOôs enrollee benefits booklet provides information to the enrollee regarding the grievance 

system, the information can be misleading and is not easily understood. The booklet states that ña 

grievance is a consumerôs request that his/her expression of dissatisfaction with any aspect of care or 

services provided, including, but not limited to, the quality of care or services provided, aspects of 

interpersonal relationships such as rudeness of a provider or employee, failure to respect the Enrolleeôs 

rights (42 CFR 438.400[b]), be formally heard and resolved through the GCBH Grievance Process.ò This 

definition is also included in the BHOôs training materials. Additionally, the section describing the role of 

the Ombuds states the Ombuds is available to assist the enrollee in resolving concerns, and filing a 

grievance or an appeal. It describes the process for resolving concerns as an informal process. 

¶ GCBHO should inform its enrollees about the grievance system in a more user-friendly and easily 

understood format. 

 

Recommendations Requiring CAP 

Authorization data from April 2015 through April 2016 were reviewed by the BHO and revealed that 

delays in submitting authorization requests to the BHO had been increasing and that numerous BHAs 

were failing to meet contractual expectations for timeliness. The BHO stated that these delays create an 

extra burden for BHO authorization personnel who work to review and approve requests for services in a 

timely manner. The BHO is implementing a performance improvement project to research the barriers to 

timely submission of authorization requests and implement interventions. 

¶ GCBHO needs to follow through on conducting further research into barriers related to timely 

authorization request submissions for the BHAs that have been identified as having challenges 

submitting requests in a timely manner and implement interventions to reduce the delays in 

receiving requests. 

 

Although GCBHOôs consumer services coordinator has conducted trainings for the BHAs covering the 

BHOôs grievance system, appeals process and the State fair hearing process, the grievance log 

submitted to the State from the BHO for the quarter April 2016ïJune 2016 indicated that only one 

grievance was recorded from all of the BHAs, the Ombuds and the BHO. Interviews with providers 

indicated that not all grievances received from enrollees have been logged as grievances; ñconcernsò that 

were addressed and resolved at the BHA level were not being recorded.  

¶ GCBHO needs to conduct a thorough study to determine the barriers to proper reporting of 

grievances. 

¶ GCBHO needs to follow up with the BHAs, the Ombuds and its own staff to ensure all 

expressions of dissatisfaction are being recorded and reported.  
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Although GCBHOôs enrollee benefits booklet provides information to the enrollee regarding the grievance 

system, the information can be misleading and is not easily understood. The booklet states that ña 

grievance is a consumerôs request that his/her expression of dissatisfaction with any aspect of care or 

services provided, including, but not limited to, the quality of care or services provided, aspects of 

interpersonal relationships such as rudeness of a provider or employee, failure to respect the Enrolleeôs 

rights (42 CFR 438.400[b]), be formally heard and resolved through the GCBH Grievance Process.ò This 

definition is also included in the BHOôs training materials. Additionally, the section describing the role of 

the Ombuds states the Ombuds is available to assist the enrollee in resolving concerns, and filing a 

grievance or an appeal. It describes the process for resolving concerns as an informal process. 

¶ GCBHO needs to correct its definition of a grievance in its benefits booklet and other materials, 

including the section in the booklet that describes grievances as subject to a formal grievance 

process. 

 

The BHO has not conducted a formal administrative review of its BHAs, which includes assessing 

compliance with the grievance system, since 2012.  

¶ To ensure its BHAs are in compliance with the policies of the grievance system, the BHO needs 

to reinstate its administrative review at all of its contracted BHAs. 

 

The BHO does not have a record retention policy and procedure for the proper maintenance of 

grievances. The BHO did state that all grievances at the BHO are stored in a secure site and that only the 

staff who need to know have access to that location.  

¶ The BHO needs to develop and implement a record retention policy that describes the proper 

procedures for maintaining grievance records, for the BHO as well as for its BHAs.  

 

As stated previously, the BHO has not performed a formal review of its BHAsô grievance system, including 

the proper handling of grievances at the BHAs, since 2012. 

¶ The BHO needs to ensure the BHAs have a record retention policy that includes securely 

retaining the records for at least six years, storing the records separately from the clinical records, 

and ensuring that only people who need to know have access to the records. 

 

 

Section 3: Certifications and Program Integrity 

 

Opportunities for Improvement 

BHAs new to GCBHO are still learning the Consumer Information Systems (CIS) data dictionary and 

Service Encounter Reporting Instructions (SERI), and working to create infrastructure to submit 

encounters to the BHO.  

¶ GCBHO should continue working with its data integrity workgroup as an avenue for 

communication and support for its BHAs. The workgroup should continue to focus on the 

importance of data integrity checks, appropriate clinical documentation, SERI, and how to edit 

encounters prior to submission to the BHO.  

 

The results of the encounter data validation Qualis Health performed revealed opportunities for the BHO 

to correct errors before it certified the data it submitted to the State. These opportunities are described in 

the EDV chapter of this report. 

¶ GCBHO should work to improve its accuracy in data checks to ensure that encounters submitted 

to the State are accurate, complete and truthful prior to submitting the data to the State.  
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GCBHOôs compliance plan is titled ñFraud, Waste and Abuse Compliance Policy.ò 

¶ GCBHO should consider renaming the policy ñCompliance Planò and rewriting the plan policy to 

include all aspects of compliance rather than only fraud, waste and abuse.  

 

Although GCBHO includes in its fiscal monitoring tool a mechanism to monitor for disclosure by 

Medicaid providers and fiscal agents of information on ownership and control, the BHO did not submit 

the frequency or results of its monitoring of the BHAs.  

¶ GCBHO should include in its policy on monitoring for disclosure by Medicaid providers and fiscal 

agents of information on ownership and control, the frequency of the monitoring, and to what 

committees the results of the monitoring are presented. 

Recommendations Requiring CAP 

GCBHO did not submit evidence of a documented Code of Ethics/Standards of Conduct, including 

staff/contractor attestation(s), nor did it submit its mechanism to monitor staff/contractor attestation(s) for 

the Code of Ethics/Standards of Conduct. 

¶ The BHO needs to develop and put into effect a documented Code of Ethics/Standards of 

Conduct, as well as a mechanism to monitor staff/contractor attestation(s) for the Code of 

Ethics/Standards of Conduct. 

 

The BHO did not submit evidence that, per its compliance policy, it annually monitors its 

providers/subcontractors to ensure they have compliance plans and effective compliance programs.   

¶ GCBHO needs to monitor annually its providers and subcontractors to ensure they have 

compliance plans and effective compliance programs in place, per the BHOôs compliance policy.  

  

GCBHO did not submit evidence that the BHO or its BHAs are performing annual risk assessments.  

¶ GCBHO needs to ensure that the BHO and the BHAs are performing annual risk assessments, 

per its compliance policy.  The results should be shared with the BHOôs executive team, 

governing board and appropriate committees. The discussions should include developing action 

plans to regularly monitor risks and vulnerable areas, and seek interventions where appropriate to 

mitigate risks. Additionally, the team should include the results of the annual risk assessment in 

its annual compliance self-evaluation.  

 

Although an interview with one BHA indicated it had attended a training on compliance, the BHO did not 

submit evidence of any trainings, who attended the trainings, or if the trainings were effective. 

¶ GCBHO needs to develop a method for documenting its annual compliance trainings presented 

to the board of directors, the BHO staff and the BHAsô staff. Documentation should include the 

date of the trainings, who attended the trainings, and evidence of the effectiveness of the 

trainings.   

 

GCBHO lacks a record retention policy and procedure that requires the BHO and its BHAs to retain 

records necessary to disclose the extent of services the provider furnishes to beneficiaries, including but 

not limited to records pertaining to credentialing and recredentialing, incident reporting, requests for 

services, authorizations, clinical records, complaints, grievances, appeals, referrals for fraud, waste and 

abuse, and outcomes of fraud, waste and abuse.  

¶ GCBHO needs to develop a record retention policy and procedure that requires the BHO and the 

BHAs to retain records necessary to disclose the extent of services the provider furnishes to 

beneficiaries, including but not limited to records pertaining to credentialing and recredentialing, 

incident reporting, requests for services, authorizations, clinical records, complaints, grievances, 

appeals, referrals for fraud, waste and abuse, and outcomes of fraud, waste and abuse.  



 
 

20 Compliance  

 

¶ GCBHO needs to monitor its BHAs, at least yearly, to ensure the BHAs are complying with the 

record retention policy.  

 

Although suspension of payments is outlined in the provider contracts, the BHO lacks a policy to monitor 

any vendor, provider or subcontractor for suspension of payments in cases of fraud.  

¶ GCBHO needs to develop and implement a policy and procedure to monitor the suspension of 

payments in cases of fraud.  

 

The BHO lacks a policy to monitor any vendor, provider or subcontractor for civil money penalties and 

assessments.  

¶ GCBHO needs to develop and implement a policy and procedure to monitor its vendors, 

providers and subcontractors for civil money penalties and assessments.  

Section 1: Enrollee Rights and Protections 
 

Table B-2: Summary of Compliance Review for Enrollee Rights and Protections 

 

Protocol Section CFR Result 

Enrollee Rights and Protections 

Enrollee Rights 438.100 (a) ǒ Partially Met (pass) 

Information Requirements 438.100 (b) 

438.10 (a)ï(d) ǒ Fully Met (pass) 

Information RequirementsðSpecific 438.100 (b) 

438.10 (f) ǒ Fully Met (pass) 

Information RequirementsðGeneral 438.100 (b) 

438.10 (g)(1),(3) 

 

ǒ Partially Met (pass) 

Respect and Dignity 438.100 (b)(2)(ii) 

 ǒ Fully Met (pass) 

Alternative Treatment Options 438.100 (b)(2)(iii) 

 ǒ Partially Met (pass) 

Advance Directives 438.100 (b)(iv) ǒ Partially Met (pass) 

Seclusion and Restraint 438.100 (b)(iv) ǒ Partially Met (pass) 

Federal and State Laws 438.100(d) ǒ Fully Met (pass) 

Overall Result for Section 1.  ǒ Partially Met (pass) 

 

Enrollee Rights 
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Scoring Criteria 

¶ The BHO has written policies regarding the enrollee rights that address all State and Federal 

requirements. 

¶ The BHO has a process in place to ensure that it complies with other Federal and State laws such 

as the HIPAA, Civil Rights Act, Age Discrimination Act and Americans with Disabilities Act. 

¶ The BHO has trained its staff and the staff of contracted provider(s) at least yearly on the above 

policies and procedures and can supply documentation on the trainings.  

¶ The BHO monitors that staff and contractors abide by State and Federal rights requirements, 

including implementation and application of enrollee rights, and that those rights are taken into 

account when furnishing rights to enrollees.  

¶ The BHO informs enrollees of their rights yearly and at the time of enrollment.  

¶ The BHO monitors that enrollees receive their rights at least yearly and at the time of enrollment. 

Reviewer Determination 

ǒ Partially Met (pass) 

 
Strengths 

¶ GCBHOôs website includes policies and procedures, the BHOôs brochures both in English and 

Spanish, past audits and reviews, practitioner lists, enrollee rights, committee membership and 

meeting minutes, and the BHOôs quality management program plan.  

 

¶ GCBHO informs enrollees of their rights through the State benefits booklet, GCBHOôs website 

and enrollee benefits brochure, and posting of rights in all provider lobbies. 

 

¶ GCBHO requires its employees to read all of the BHOôs policies, use passwords to safeguard 

protected health information (PHI), obtain written releases of information, report breaches of 

confidentiality, and sign a confidentiality and security agreement.  

  

Recommendation Requiring CAP 

GCBHO monitors enrollee rights through agency administrative reviews, chart reviews, Quality Review 

Team (QRT) surveys, tracking and reviewing all customer service calls, and review of enrollee 

grievances. However, the BHO has not performed an agency administrative review since 2012.  

¶ The BHO needs to resume its administrative reviews and monitoring to ensure the BHAs are in 

compliance with regard to enrollee rights.  

 

The above CAP applies to all sections of Enrollee Rights when the criterion cites monitoring of 

specific enrollee rights.  

 

Information Requirements 

Scoring Criteria 

¶ The BHO has policies and procedures to ensure that all enrollees receive written information 

about their rights in accordance with CFR §438.10. 

¶ The BHO ensures that all enrollees receive written information about their rights: 

o in a manner and format that is easily understood 

o in all prevalent non-English languages 
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¶ The BHO has implemented a process to assist enrollees with understanding the requirements 

and benefits of the services available to them. 

¶ The BHO provides staff and providers with information on where to refer enrollees who are having 

difficulty understanding materials. 

¶ The BHO has a mechanism in place to identify prevalent non-English languages within its service 

region. 

¶ The BHO ensures that enrollees are informed of the availability of information regarding their 

rights in alternative formats, and how to access those formats. 

¶ The BHO notifies enrollees that oral interpretation for any non-English language is available to 

enrollees free of charge and provides information on how to access that service. 

¶ The BHO monitors requests for translation and written information in alternative formats. 

Reviewer Determination 

ǒ Fully Met (pass) 

 
Strengths 

¶ The BHO informs enrollees that enrollee rights are available in alternative formats, in non-English 

languages and through interpreter services via the BHOôs website and through the BHOôs 

enrollee brochure. 

 

¶ The BHOôs customer service coordinators are available to assist enrollees with any questions 

regarding their understanding of the requirements and benefits of the services available to them. 

 

Information RequirementsðSpecific 

Scoring Criteria 

¶ The BHO has a policy and procedure that notifies enrollees at least once a calendar year of their 

right to request and obtain names, locations and telephone numbers for all non-English-language-

speaking network providers currently in the enrolleesô service area, including information on 

specialists. 

¶ The BHO notifies enrollees at least once a calendar year of their right to request and obtain 

names, locations and telephone numbers for all non-English-language-speaking network providers 

currently in the enrolleesô service area, including information on specialists. 

¶ The BHO monitors the notification to enrollees at least once a calendar year of their right to 

request and obtain names, locations and telephone numbers for all non-English-language-

speaking network providers currently in the enrolleesô service area, including information on 

specialists. 

¶ The BHO has a policy and procedure regarding notifying enrollees of any restriction regarding the 

enrolleesô freedom of choice among BHAs. 

¶ The BHO notifies enrollees of any restriction regarding the enrolleesô freedom of choice among 

BHAs. 

¶ The BHO monitors the notification to enrollees regarding any restrictions regarding the enrolleesô 

freedom of choice among BHAs. 

¶ The BHO has a policy and procedure regarding how it furnishes new enrollee information listed in 

paragraph (f)(6) within a reasonable time after notice of the recipientôs enrollment; the BHO gives 

each enrollee written notice of any change that the State defines as ñsignificantò in this information 

at least 30 days before the intended effective date of the change. 
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¶ The BHO furnishes to each new enrollee the information listed in paragraph (f)(6) within a 

reasonable time after notice of the recipientôs enrollment; the RSN gives each enrollee written 

notice of any change that the State defines as ñsignificantò in this information at least 30 days 

before the intended effective date of the change. 

¶ The BHO monitors the furnishing of new enrollee information listed in paragraph (f)(6) within a 

reasonable time after notice of the recipientôs enrollment; the BHO gives each enrollee written 

notice of any change that the State defines as ñsignificantò in this information at least 30 days 

before the intended effective date of the change. 

¶ The BHO provides names, locations and telephone numbers for non-English-language-speaking, 

current contracted providers in the enrolleesô service area. 

¶ The BHO provides information on providers that includes restriction on moral, religious grounds. 

¶ The BHO provides information on the amount, duration and scope of benefits available under the 

contract in sufficient detail to ensure that enrollees understand the benefits to which they are 

entitled. 

¶ The BHO provides information on procedures for obtaining benefits, including authorization 

requirements. 

¶ The BHO provides information on how enrollees may obtain benefits from out-of-network 

providers and the extent to which out-of-network services are covered benefits. 

¶ The BHO provides information that defines ñcrisis servicesò and ñpost-hospitalization follow-up 

services.ò 

¶ The BHO has a policy and procedure regarding emergency services and post-stabilization care 

services.  

¶ The BHO monitors emergency services and post-stabilization care services. 

¶ The BHO ensures there are processes and procedures for obtaining crisis services, including 

access to a 24-hour crisis number and use of the 911 system. 

¶ The BHO provides policies and procedures on specialty care and other benefits not furnished by 

the provider. 

¶ The BHO provides information on how to access any services that are available under the State 

plan but not covered under the contract. 

Reviewer Determination 

ǒ Fully Met (pass) 

 
Strengths 

¶ GCBHOôs policy on out-of-network services is informative and outlines the process for obtaining 

out-of-network services. GCBHOôs enrollee brochure informs enrollees of their right to obtain out- 

of-network services, how to obtain out-of-network services, and how to file an appeal if out-of- 

network services are denied. 

 

¶ GCBHOôs contracts require the BHAs to inform enrollees of any services that the agency does 

not provide because of moral or religious reasons. If a BHA establishes a new policy regarding 

restriction of services on moral or religious grounds, the BHA is required to inform the BHO and 

enrollees 30 and 90 days, respectively, prior to enactment of the policy.  

 

¶ The BHOôs enrollee rights and responsibilities policy informs enrollees of their right to request the 

names, phone numbers, addresses of and languages spoken by network providers, as well as 

their right to request information on the structure and operations of the BHO. 
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¶ GCBHO has a well-written integrated crisis system policy with clearly designed standards for the 

provision of crisis services, the oversight of the crisis system, and the expected outcomes of the 

provisions of crisis care.  

 

¶ GCBHO incorporates the monitoring of the efficiencies and effectiveness of the crisis system, 

including the use of post-stabilization services, into the BHOôs quality management improvement 

process.   

 

¶ Methods GCBHO uses to monitor the crisis system include reviewing clinical documentation, 

performing concurrent review, analyzing management information system (MIS) data, performing 

customer satisfaction surveys, monitoring access, and making test calls to the crisis line.  

 

¶ GCBHOôs benefits booklet informs enrollees of whom to call in the event of a crisis if the crisis is 

non-life threatening. 

 

Information RequirementsðGeneral 

Scoring Criteria 

¶ The BHO has a policy and procedure regarding the information it provides to enrollees on the 

grievance, appeal and fair hearing procedures and timeframes.  

¶ The BHO provides information to enrollees on the grievance, appeal and fair hearing procedures 

and timeframes. 

¶ The BHO provides a report to DBHR regarding its monitoring and results of grievances, appeals 

and fair hearing requests as required by contract timeframes.  

¶ The BHO provides information on the grievance system, meeting the requirements of the WAC 

and CFR. 

¶ The BHO has a process in place to provide oversight to any function delegated pertaining to 

grievances, appeals and fair hearing requests. 

¶ The BHO has a policy and procedure that ensure there is no operation of physician incentive 

plans. 

¶ The BHO has a mechanism in place to ensure there is no operation of physician incentive plans 

and/or does not delegate services to any plan that operates incentive plans. 

¶ The BHO provides to enrollees, upon request, information on its structure and operation. 

¶ The BHO provides to enrollees, upon request, information regarding any provider or delegated 

provider incentive plans. 

Reviewer Determination 

ǒ Partially Met (pass) 

 

Strength 

¶ GCBHO has several methods by which to inform enrollees of their right to file a grievance, and to 

the appeal and State fair hearing process. Each enrollee is informed at the time of intake and 

through the enrollee benefits brochure, the State Medicaid handbook and the BHOôs website. 
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Recommendation Requiring CAP 

Although GCBHO includes in its contracts with the BHAs the requirement that the BHAs will not provide 

incentive plans for the utilization of services, the BHO lacks a policy on ensuring the BHO and its BHAs 

are not providing provider incentive plans for utilization of services. 

¶ GCBHO needs to develop a policy and procedure on ensuring the BHO and its BHAs are not 

providing incentive plans for the utilization of services. 

 

Respect and Dignity 

Scoring Criteria 

¶ The BHO has a policy and procedure regarding enrollee rights pertaining to the right to be treated 

with respect, dignity and consideration of privacy.  

¶ The BHO monitors to determine that enrollees are being treated with respect, dignity and 

consideration of privacy.  

¶ The BHO has a statement of enrollee rights pertaining to the right to be treated with respect, 

dignity and consideration of privacy.  

¶ The BHO ensures that staff treat enrollees with respect, dignity and consideration of their privacy. 

¶ The BHO monitors enrollee complaints and grievances on issues related to respect, dignity and 

privacy. 

¶ The BHO has a process to monitor any delegated entity, including provider agencies and facilities, 

regarding treatment of enrollees with respect, dignity and consideration of their privacy. 

¶ The BHO protects all personal information, records and data from unauthorized disclosure in 

accordance with 42 CFR §431.300 through §431.307 and RCWs 70.02, 71.05 and 71.34 and, for 

individuals receiving substance use disorder treatment services, in accordance with 42 CFR part 2 

and RCW 70.96A.  

¶ The BHO has a process in place to ensure that all components of its provider network and system 

understand and comply with confidentiality requirements for publicly funded behavioral health 

services. Pursuant to 42 CFR §431.301 and §431.302, personal information concerning applicants 

and recipients may be disclosed for purposes directly connected with the administration of this 

agreement. 

Reviewer Determination 

ǒ Fully Met (pass) 

 
Strengths 

¶ GCBHOôs enrollee rights statement, the BHAsô contracts and the BHOôs policy titled Consumer 

Participation in Service Planning state the enrolleeôs right to be treated with respect, dignity and 

consideration of privacy.  

 

¶ The BHO monitors all grievances, surveys and customer service logs on issues related to 

respect, dignity and privacy.  

  

¶ The BHO has several policies and procedures outlining the steps the BHO takes in protecting 

enrolleesô personal information, records and data from unauthorized disclosure in accordance 

with 42 CFR §431.300 through §431.307 and RCWs 70.02, 71.05 and 71.34 and, for individuals 

receiving substance use disorder treatment services, in accordance with 42 CFR part 2 and RCW 

70.96A. The BHO requires yearly HIPAA training for all BHO staff.  
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¶ GCBHOôs BHA contracts require the BHAs to understand and comply with confidentiality 

requirements for publicly funded behavioral health services. 

 

Alternative Treatment Options 

Scoring Criteria 

¶ The BHO has written policies and procedures regarding enrolleesô right to receive information on 

available treatment options and alternatives, presented in a manner appropriate to each enrollee's 

condition and ability to understand. 

¶ The BHO ensures that providers share information on available treatment options and alternatives 

with enrollees in a manner appropriate to each enrolleeôs condition and ability to understand. 

¶ The BHO has a mechanism in place to monitor compliance with this provision. 

Reviewer Determination 

ǒ Partially Met (pass) 

 

Strength 

¶ GCBHOôs enrollee rights statement, the BHAsô contracts and the BHOôs policy titled Consumer 

Participation in Service Planning state the enrolleeôs right to have a voice in treatment planning, 

the right to participate in or refuse any proposed treatment, the right to understand available 

treatment options and alternatives, and the right to have recovery plans based on hope, resiliency 

and strengths of the enrollee. The policy and contracts also cite the requirement of the provider to 

collaborate with the enrollee on developing an individual service plan based on the strengths and 

needs of the enrollee. 

 

Advance Directives 

Scoring Criteria 

¶ The BHO has a documented policy and procedure regarding medical advance directives and 

mental health advance directives. 

¶ The BHO monitors its provider agencies to ensure the clinical records include verification that 

enrollees have been informed of medical advance directives and mental health advance 

directives. 

¶ The BHO has a documented training for enrollees and staff regarding medical advance directives 

and mental health advance directives. 

¶ The BHO has a process for informing enrollees and/or their families or surrogates of where to file 

complaints concerning non-compliance with directives. 

¶ The BHO provides community education regarding advance directives. 

Reviewer Determination 

ǒ Partially Met (pass) 

 
Strengths 

¶ GCBHO has a well-written policy on advance directives, which defines the requirements for 

communicating information regarding mental health and medical health advance directives. The 
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policy requires the BHAs to include a signed attestation in the enrolleeôs clinical record that the 

enrollee received and understood the information regarding  advance directives and has either 

chosen or not chosen to execute either or both of the advance directives.  

 

¶ GCBHOôs Ombuds and the BHOôs customer service coordinator provide training to the BHAs and 

the community on advance directives.  

 

¶ GCBHO and the BHAs inform enrollees of their right to advance directives through the BHOôs 

website and the BHOôs enrollee benefits brochure, and at the time of intake. The brochure also 

informs enrollees on how to file a complaint in the case of non-compliance of an advance 

directive. 

 

Seclusion and Restraint 

Scoring Criteria 

¶ The BHO has a written policy and procedure regarding enrolleesô right to be free from any form of 

restraint or seclusion used as a means of coercion, discipline, convenience or retaliation, as 

specified in other Federal regulations on the use of restraints and seclusion. 

¶ The BHO has a written policy and procedure regarding enrollee participation in decisions 

regarding his or her healthcare, including the right to refuse treatment. 

¶ The BHO ensures contractors comply with its policies and procedures regarding enrolleesô 

participation in healthcare decisions and the right to be free from any form of restraint or seclusion. 

¶ The BHO monitors for enrolleesô right to be free from any form of restraint or seclusion used as a 

means of coercion, discipline, convenience or retaliation, as specified in other Federal regulations 

on the use of restraints and seclusion. 

¶ The BHO monitors for enrollee participation in decisions regarding his or her healthcare, including 

the right to refuse treatment. 

Reviewer Determination 

ǒ Partially Met (pass) 

 
Strength 

¶ GCBHO includes in the BHAsô contracts the requirement to ensure the enrolleeôs right to be free 

from any form of restraint or seclusion used as a means of coercion, discipline, convenience or 

retaliation, as specified in other Federal regulations on the use of restraint and seclusion. 

 

Recommendation Requiring CAP 

Although GCBHO lists the right to be free from seclusion and restraint in its client rights and the contracts 

with the BHAs, GCBHO does not have a written policy and procedure regarding the enrolleeôs right to be 

free from any form of restraint or seclusion used as a means of coercion, discipline, convenience or 

retaliation, as specified in other Federal regulations on the use of restraint and seclusion. 

¶ GCBHO needs to develop a policy and procedure regarding the enrolleeôs right to be free from 

any form of restraint or seclusion used as a means of coercion, discipline, convenience or 

retaliation, as specified in other Federal regulations on the use of restraint and seclusion. 
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Federal and State Laws 

Scoring Criteria 

¶ The BHO has, in its policies and procedures and contracts with providers, language that states 

compliance with any other applicable Federal and State laws (such as title VI of the Civil Rights 

Act of 1964 as implemented by regulations at 45 CFR part 80; the Age Discrimination Act of 1975 

as implemented by regulations at 45 CFR part 91; the Rehabilitation Act of 1973; and titles II and 

III of the Americans with Disabilities Act; and other laws regarding privacy and confidentiality). The 

BHO complies with applicable provisions of the Health Insurance Portability and Accountability Act 

(HIPAA) of 1996, codified in 42 USC §1320(d) et.seq. and 45 CFR parts 160, 162 and 164. 

¶ The BHO has documented monitoring tools and results to ensure compliance with and all Federal 

and State laws on enrollee rights. 

¶ The BHO takes appropriate action if a breach of confidential information occurs. 

Reviewer Determination 

ǒ Fully Met (pass) 

 

 

Strength 

¶ GCBHO has in its policy, procedures and contracts with providers language that states the 

providers must comply with any other applicable Federal and State laws, such as title VI of the 

Civil Rights Act of 1964 as implemented by regulations at 45 CFR part 80; the Age Discrimination 

Act of 1975 as implemented by regulations at 45 CFR part 91; the Rehabilitation Act of 1973; and 

titles II and III of the Americans with Disabilities Act; and other laws regarding privacy and 

confidentiality.  

 

Section 2: Grievance System 
 

Table B-3: Summary of Compliance Review for Grievance System 

 

Protocol Section CFR Result 

Grievance System 

Grievance Systems  438.228 (a),(b) ǒ Partially Met (pass) 

Notice of Action 438.404 (a) ǒ Partially Met (pass) 

Content of Notice 438.404 (b) ǒ Fully Met (pass)  

Timing of Notice 438.404 (c) 

 ǒ Fully Met (pass) 

Handling of Grievances and Appeals 438.406 ǒ Fully Met (pass) 

Resolution and NotificationðTimeframes 438.408 (a)ï(c) ǒ Fully Met (pass) 

Resolution and NotificationðFormat of 

Notice 

438.408 (d) ǒ Fully Met (pass) 
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State Fair Hearings 438.408 (f) ǒ Fully Met (pass) 

Expedited Resolution of Appeals 438.410 ǒ Fully Met (pass) 

Grievances and AppealsðInformation 

Requirements 

438.414 ǒ Partially Met (pass) 

Recordkeeping and Reporting 438.416 ǒ Partially Met (pass) 

Continuation of Benefits 438.420 ǒ Fully Met (pass) 

Effectuation of Reversed Appeal 

Resolutions 

438.424 ǒ Fully Met (pass) 

Overall Result for Section 2.   ǒ Partially Met (pass) 

 

Grievance Systems 

Scoring Criteria 

¶ The BHO demonstrates it has a system in place for enrollees that include a grievance process, an 

appeal process and access to the State's fair hearing system. 

¶ The BHO provides training to staff and any delegated entity regarding the grievance system, 

including training for the grievance process, the appeal process and enrolleesô access to the 

State's fair hearing system. 

¶ The BHO staff is knowledgeable about the BHOôs grievance system, including the grievance 

process, appeal process and access to the Stateôs fair hearing system. 

¶ The BHO has a mechanism in place for tracking the training of staff and delegated entities. 

¶ The BHO has implemented a process for an enrollee to file a grievance or appeal. 

¶ The BHO has procedures in place to monitor the grievance system. 

¶ The BHO tracks the grievance system process, including delegation of grievances. 

¶ The BHO has a process in place to provide notice of action and notice of timeliness. 

¶ The BHO monitors the enrollee notification (notice of action). 

¶ The BHO tracks the enrollee notification process, including delegation of notice of action. 

¶ The BHO has documented policies and procedures regarding the grievance system, including 

policies and procedures on the following: 

o informing enrollees or their representative(s) of their rights regarding grievances and 

appeals 

o the procedure for an enrollee to file a grievance or appeal, including whether the filing may 

be oral or in writing 

o who may file a grievance or appeal on an enrolleeôs behalf 

o the timing for an enrollee to file an appeal or request a State fair hearing 

Reviewer Determination 

ǒ Partially Met (pass) 
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Strengths 

¶ GCBHOôs consumer services coordinator has conducted trainings for the BHAs covering the 

BHOôs grievance system, the appeals process, and the state fair hearing process.  

 

¶ GCBHO provides training to its staff and the BHAs through a thorough process using its 

grievance training booklet, which outlines the entire grievance system.  

 

¶ GCBHO authorizes all requests for mental health and SUD treatment services internally. To 

accommodate this process, GCBHO has developed and implemented its own policies and 

procedures for all steps of the authorization process, including sending, tracking and monitoring 

notices of action (NOAs).  

 

¶ Requests for services are uploaded into GCBHOôs database twice daily. The BHO reviews and 

responds to all requests within 24 to 72 hours of receipt unless additional information is needed.  

 

¶ GCBHO informs enrollees of the right to file a grievance through its enrollee rights, which are 

posted on the BHOôs website. 

 

Recommendations Requiring CAP 

Authorization data from April 2015 through April 2016 were reviewed by the BHO and revealed that 

delays in submitting authorization requests to the BHO had been increasing and that numerous BHAs 

were failing to meet contractual expectations for timeliness. The BHO stated that these delays create an 

extra burden for BHO authorization personnel who work to review and approve requests for services in a 

timely manner. The BHO is implementing a performance improvement project to research the barriers to 

timely submission of authorization requests and implement interventions. 

¶ GCBHO needs to follow through on conducting further research into barriers related to timely 

authorization request submissions for the BHAs that have been identified as having challenges 

submitting requests in a timely manner and implement interventions to reduce the delays in 

receiving requests. 

 

Although GCBHOôs consumer services coordinator has conducted trainings for the BHAs covering the 

BHOôs grievance system, appeals process and the State fair hearing process, the grievance log 

submitted to the State from the BHO for the quarter April 2016ïJune 2016 indicated that only one 

grievance was recorded from all of the BHAs, the Ombuds and the BHO. Interviews with providers 

indicated that not all grievances received from enrollees have been logged as grievances; ñconcernsò that 

were addressed and resolved at the BHA level were not being recorded.  

¶ GCBHO needs to conduct a thorough study to determine the barriers to proper reporting of 

grievances. 

¶ GCBHO needs to follow up with the BHAs, the Ombuds and its own staff to ensure all 

expressions of dissatisfaction are being recorded and reported.  

 

Notice of Action 

Scoring Criteria 

¶ The BHO has a methodology for identifying the prevalent non-English languages spoken by 

enrollees and potential enrollees throughout its service region. 

¶ The BHO makes the written notice of action available in the prevalent non-English language 

spoken by enrollees. 
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¶ The BHO makes oral interpretation of the notice of action available to all non-English-speaking 

enrollees at no charge to the enrollee. 

¶ The BHO has a process to notify enrollees and potential enrollees that oral interpretation is 

available for any language and written information is available in prevalent languages, and to 

provide information on how to access those services.  

¶ The BHO makes written material available in an easily understood language and format. 

¶ The BHO ensures that all enrollees and potential enrollees are informed that information is 

available in alternative formats and are provided with information on how to access those formats. 

¶ The BHO makes available alternative formats for individuals who are blind. 

Reviewer Determination 

ǒ Partially Met (pass) 

 
Strengths 

¶ GCBHO has a system in place to identify the languages spoken by enrollees at the time of 

enrollment. This information is readily available to the authorization staff when sending NOAs. 

 

¶ GCBHO provides NOAs in both English and Spanish. GCBHO has arranged with its contracted 

translation services to provide NOAs in other languages if requested.  

 

¶ GCBHOôs website informs enrollees of how to access information in other languages. 

 

Although GCBHOôs enrollee benefits booklet provides information to the enrollee regarding the grievance 

system, the information can be misleading and is not easily understood. The booklet states that ña 

grievance is a consumerôs request that his/her expression of dissatisfaction with any aspect of care or 

services provided, including, but not limited to, the quality of care or services provided, aspects of 

interpersonal relationships such as rudeness of a provider or employee, failure to respect the Enrolleeôs 

rights (42 CFR 438.400[b]), be formally heard and resolved through the GCBH Grievance Process.ò This 

definition is also included in the BHOôs training materials. Additionally, the section describing the role of 

the Ombuds states the Ombuds is available to assist the enrollee in resolving concerns, and filing a 

grievance or an appeal. It describes the process for resolving concerns as an informal process. 

 

Opportunity for Improvement 

¶ GCBHO should inform its enrollees about the grievance system in a more user-friendly and easily 

understood format. 

 

Recommendation Requiring CAP 

¶ GCBHO needs to correct its definition of a grievance in its benefits booklet and other materials, 

including the section in the booklet that describes grievances as subject to a formal grievance 

process. 

 

Content of Notice 

Scoring Criteria 

¶ The BHO has a policy and procedure and a NOA template that addresses the following elements: 

o The notice from the BHO or its contractor explains the action it has taken or intends to take. 

o The notice from the BHO or its contractor explains the reasons for the action. 
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o The notice from the BHO or its contractor explains the enrollee's or the provider's right to file a 

BHO appeal. 

o The notice from the BHO or its contractor explains the enrolleeôs right to request a State fair 

hearing. 

o The notice from the BHO or its contractor explains the procedures for exercising the right to file an 

appeal or request a State fair hearing. 

o The notice from the BHO or its contractor explains the circumstances under which expedited 

resolution is available and how to request it. 

o The notice from the BHO or its contractor explains the enrollee's right to have benefits continue 

pending resolution of the appeal, how to request that benefits be continued, and the 

circumstances under which the enrollee may be required to pay the costs of these services. 

Reviewer Determination 

ǒ Fully Met (pass) 

 
Strength 

¶ GCBHOôs NOAs contain all required information.  

 

Timing of Notice 

Scoring Criteria 

¶ The BHO has written policies and procedures defining the timing for mailing notices for the 

following: 

o  termination, suspension or reduction of previously authorized Medicaid-covered services 

o denial of payment, at the time of action affecting the claim 

o standard decisions that deny or limit requested services 

¶ The BHO has a documented policy and procedure defining exceptions to advance notice 

requirements. 

¶ The BHO ensures the notice of action is mailed at least 10 days before the date of action, unless 

an exception is permitted. 

¶ The BHO has a policy and procedure for expedited authorization decisions. 

¶ The BHO has a policy and procedure in place for shortening the period of advance notice to five 

days before the date of action if (a) the agency has facts indicating that action should be taken 

because of probable fraud by the beneficiary and (b) the facts have been verified, if possible, 

through secondary sources. 

Reviewer Determination 

ǒ Fully Met (pass) 

 
Strengths 

GCBHO monitors its service authorization logs to ensure that service authorizations are 

completed within the required timeframes.  

 

¶ Although GCBHO has not received any requests for expedited authorizations, the BHO has 

processes in place to ensure that any such requests are handled in a timely manner.  
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¶ The BHOôs policy on authorizations includes the timing requirements for advance notices and 

exceptions to advance notices. 

 

Handling of Grievances and Appeals 

Scoring Criteria 

¶ The BHO is able to describe how it assists enrollees in completing forms and taking other 

procedural steps to file a grievance or appeal. 

¶ The BHO acknowledges the receipt of grievances and appeals received orally and in writing, in 

compliance with State and Federal guidelines. 

¶ The BHO ensures that individuals who make decisions on grievances and appeals: 

o have not been involved  in any previous level of review or decision-making 

o have appropriate clinical expertise in treating the enrolleeôs condition 

¶ The BHO is able to describe an example where there was a denial and another individual 

reviewed the appeal. 

¶ The BHO provides enrollees with a reasonable opportunity to present evidence, and allegations of 

fact or law, in person as well as in writing when submitting an appeal. 

¶ The BHO provides enrollees with the opportunity to examine their case file, including medical 

records and any other documents and records considered during the appeal process. 

Reviewer Determination 

ǒ Fully Met (pass) 

  

 
Strengths 

¶ GCBHOôs customer service coordinator is responsible for acknowledging, investigating and 

responding to enrolleesô grievances and appeals.  

 

¶ GCBHO created a policy and procedure for handling grievances and appeals internally in the 

absence of the customer service coordinator.  

 

¶ GCBHOôs medical director is very involved in the authorization and appeal process. The medical 

director reviews all appeals; in his absence, designees with the appropriate clinical expertise 

handle the appeals.  

 

Resolution and NotificationðTimeframes 

Scoring Criteria 

¶ The BHO has a process in place to monitor the disposition of grievances and resolution of appeals 

to ensure compliance with timeliness requirements 

¶ The BHO has a process in place to acknowledge receipt of a grievance in 5 calendar days. 

¶ The BHO has a process in place to respond to a NOA within 14 calendar days. 

¶ The BHO ensures the standard disposition of a grievance and notice to the affected parties does 

not exceed 90 calendar days from the day the BHO receives the grievance. 

¶ The BHO ensures the resolution of an appeal and notice to the affected parties does not exceed 

45 calendar days from the day the BHO receives the appeal. 

¶ The BHO is able to describe the expedited resolution of appeals process and timelines. For 
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expedited resolution of an appeal and notice to affected parties, the State has established a 

timeframe that is no longer than two calendar days after the BHO receives the appeal. 

¶ The BHO has a process in place to monitor the disposition of resolution of appeals to ensure 

compliance with timeliness requirements. 

Reviewer Determination 

ǒ Fully Met (pass) 

 
Strength 

¶ The BHO has processes in place to ensure the resolution of grievances and appeals are within 

the contractual timeframes.  

 

Resolution and NotificationðFormat of Notice 

Scoring Criteria 

¶ The format used by the BHO for the written disposition of grievances and resolution of appeals 

meets criteria established by the State. 

¶ The BHO makes reasonable efforts to provide oral notice to enrollees for an expedited resolution 

of an appeal. 

¶ The BHOôs written notice of appeal resolution meets all content criteria established by the State. 

Reviewer Determination 

ǒ Fully Met (pass) 

 

Meets Criteria 

 

State Fair Hearings 

Scoring Criteria 

¶ The BHO has a policy and procedure related to fair hearings and a process to monitor compliance 

with standards. 

Reviewer Determination 

ǒ Fully Met (pass) 

 
Strength 

¶ The BHO has a policy in place for State fair hearings. 

 

Expedited Resolution of Appeals 

Scoring Criteria 

¶ The BHO has established and maintains an expedited review process for appeals. 

¶ The BHO has a policy and procedure in place that ensures no punitive action is taken against a 

provider who requests an expedited resolution or supports an enrollee's appeal. 

¶ Following the denial of a request for an expedited resolution, the BHO transfers the appeal to the 

standard timeframe, makes reasonable efforts to give the enrollee prompt oral notice of the 
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denial, and follows up within two calendar days with a written notice. 

Reviewer Determination 

ǒ Fully Met (pass) 

 
Strengths 

¶ GCBHO has policies and procedures in place for handling appeals and expedited appeals.  

 

¶ In the past year, GCBHO has received no requests for expedited appeals.  

 

Grievances and AppealsðInformation Requirements 

Scoring Criteria 

¶ The BHO provides information about the grievance system, including appeal procedures and 

timeframes, to all providers and subcontractors at the time they enter into a contract. 

¶ The BHO provides enrollees with information about grievance, appeal and fair hearing procedures 

and timeframes, including: 

o the right to a State fair hearing, the method for requesting a hearing and the rules 

governing representation at a hearing 

o the right to file grievances and appeals 

o the requirements and timeframes for filing a grievance or appeal 

o the availability of assistance in the filing process 

o the toll-free number(s) an enrollee can use to file a grievance or appeal by phone 

o continuation of benefits upon filing an appeal or requesting a State fair hearing 

¶ The BHO has a process in place to monitor contracted providers and subcontractors on the 

grievance system for compliance with standards and takes corrective action to address identified 

deficiencies. 

Reviewer Determination 

ǒ Partially Met (pass) 

 

Recommendation Requiring CAP 

The BHO has not conducted a formal administrative review of its BHAs, which includes assessing 

compliance with the grievance system, since 2012.  

¶ To ensure its BHAs are in compliance with the policies of the grievance system, the BHO needs 

to reinstate its administrative review at all of its contracted BHAs. 

 

Recordkeeping and Reporting 

Scoring Criteria 

¶ The BHO and the delegated entity have a records retention policy and procedure that includes 

retention of records related to grievances and appeals. 

¶ The BHO maintains records of grievances and appeals, including their resolution, and reviews the 

information as part of its quality strategy. 

¶ The BHO ensures that the delegated entities have a records retention policy for grievances, 

including their resolution, and that the records are kept separately from clinical records.  

¶ The BHO ensures that grievances are stored on EMR systems and/or paper records and that 
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access is limited to need to know only. 

Reviewer Determination 

ǒ Partially Met (pass) 

 

Recommendations Requiring CAP 

The BHO does not have a record retention policy and procedure for the proper maintenance of 

grievances. The BHO did state that all grievances at the BHO are stored in a secure site and that only the 

staff who need to know have access to that location.  

¶ The BHO needs to develop and implement a record retention policy that describes the proper 

procedures for maintaining grievance records, for the BHO as well as for its BHAs.  

 

As stated previously, the BHO has not performed a formal review of its BHAsô grievance system, including 

the proper handling of grievances at the BHAs, since 2012. 

¶ The BHO needs to ensure the BHAs have a record retention policy that includes records are 

securely kept for at least six years, stored separately from the clinical records and only people 

who need to know have access to the records. 

 

Continuation of Benefits 

Scoring Criteria 

¶ The BHO has a documented policy and procedure regarding the continuation and/or reinstatement 

of an enrolleeôs benefits upon filing an appeal. 

¶ The BHO notifies enrollees of the process to continue benefits while an appeal or State fair 

hearing is pending. 

¶ The BHO notifies enrollees of their financial responsibility for services received while an appeal is 

pending in the event the final resolution of the appeal is adverse to the enrollee. 

¶ The BHO has a process in place to monitor all appeals and requests for State fair hearings. 

Reviewer Determination 

ǒ Fully Met (pass) 

 
Strength 

¶ GCBHO has a policy on continuation of benefits that calls for continuing benefits until the enrollee 

withdraws the appeal, the time periods or service limits of a previously authorized service are 

met, or a state administrative law judge issues a decision adverse to the enrollee.  

 

Effectuation of Reversed Appeal Resolutions 

Scoring Criteria 

¶ The BHO has a process in place to authorize and expeditiously provide previously denied services 

if the decision is reversed by a State fair hearing officer. 

¶ The BHO has a process in place to provide payment for previously denied services that were 

received by the enrollee while an appeal was pending. 

Reviewer Determination 

ǒ Fully Met (pass) 
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Meets Criteria 

 

 

Section 3: Certifications and Program Integrity 
 

Table B-4: Summary of Compliance Review for Certifications and Program Integrity 

Protocol Section CFR Result 

Certifications and Program Integrity 

Provider Eligibility    438.600 ǒ Fully Met (pass) 

Data Certification   438.602 ǒ Partially Met (pass) 

Source, Content and Timing of 

Certification 

438.606 ǒ Fully Met (pass) 

Program Integrity Requirements 438.608 (a),(b) ǒ Partially Met (pass) 

Compliance Programs 438.608 (b) ǒ Partially Met (pass) 

Record Retention 431.107 ǒ Not Met 

Excluded Entities 455.100 ǒ Fully Met (pass) 

Disclosure of Ownership 455.102 ǒ Partially Met (pass) 

Cooperation with Fraud Control Units 455.21 ǒ Fully Met (pass) 

Suspension of Payments 455.23 ǒ Not Met 

Civil Money Penalties and Assessments 1003.102 ǒ Not Met 

Overall Result for Section 3.  ǒ Partially Met (pass) 

 

 

Provider Eligibility 

Scoring Criteria 

¶ The BHO has a policy and procedure in place to notify the State when it becomes aware 

of any change in eligibility of any provider, vendor or subcontractor. 

¶ The BHO has a mechanism in place to report its monitoring of excluded providers to the 

State. 

Reviewer Determination 

ǒ Fully Met (pass) 
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Strengths 

¶ The BHO has policies in place to notify the State when it becomes aware of any change in the 

eligibility of any provider, vendor or subcontractor.  

 

¶ The BHO has a procedure for reporting to the State any excluded providers. 

 

Data Certification 

Scoring Criteria 

¶ The BHO has policies and procedures in place to ensure data submitted to the State 

are certified. 

¶ The BHO has documented mechanisms in place to comply with the applicable 

certification, program integrity and prohibited affiliation requirements of this subpart.  

¶ The BHO has mechanisms in place to ensure data submitted as part of § 438.606 

(including, but not limited to enrollment information, encounter data and other 

information required by the State and contained in contracts, proposals and related 

documents) are certified. 

¶ The BHO performs data integrity checks on certified data submitted to the State. 

¶ The BHO monitors data submitted by its subcontractors, providers and vendors. 

Reviewer Determination 

ǒ Partially Met (pass) 

 

Opportunities for Improvement 

BHAs new to GCBHO are still learning the Consumer Information Systems (CIS) data dictionary and 

Service Encounter Reporting Instructions (SERI), and working to create infrastructure to submit 

encounters to the BHO.  

¶ GCBHO should continue working with its data integrity workgroup as an avenue for 

communication and support for its BHAs. The workgroup should continue to focus on the 

importance of data integrity checks, appropriate clinical documentation, SERI, and how to edit 

encounters prior to submission to the BHO.  

 

The results of the encounter data validation Qualis Health performed revealed opportunities for the BHO 

to correct errors before it certified the data it submitted to the State. These opportunities are described in 

the EDV chapter of this report. 

¶ GCBHO should work to improve its accuracy in data checks to ensure that encounters submitted 

to the State are accurate, complete and truthful prior to submitting the data to the State.  

 

Source, Content and Timing of Certification 

Scoring Criteria 

¶ The BHO has mechanisms in place to ensure the data the BHO submits to the State are 

certified by one of the following: 

(1) the BHOôs chief executive officer 

(2) the BHOôs chief financial officer 
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(3) an individual who has delegated authority to sign for, and who reports directly to, the 

BHOôs chief executive officer or chief financial officer  

¶ The BHO has mechanisms in place to ensure the content certification attestation 

indicates, based on best knowledge, information and belief, as follows: 

(1)  the accuracy, completeness and truthfulness of the data 

(2)  the accuracy, completeness and truthfulness of the documents specified by the State 

¶ The BHO has mechanisms in place to ensure the BHO submits the certification 

concurrently with the certified data. 

Reviewer Determination 

ǒ Fully Met (pass) 

 

Strength 

¶ GCBHO has written policies and procedures in place to ensure data submitted to the State are 

certified for completeness, accuracy and truthfulness by its chief financial officer.  

 

Program Integrity Requirements 

Scoring Criteria 

¶ The BHO has documented policies and procedures for maintaining administrative and 

management arrangements or procedures, including a mandatory compliance plan, that are 

designed to guard against fraud and abuse. 

¶ The BHO ensures that its written policies, procedures and standards of conduct that articulate 

these subparts are updated on an annual basis. 

¶ The BHO has written a compliance plan that addresses the seven essential elements of an 

effective compliance program. 

¶ The BHO has process in place to continually review the compliance program for effectiveness of 

all elements. 

¶ The BHO has a mechanism in place to ensure for monitoring and corrective action regarding the 

compliance program. 

¶ The BHO performs a yearly risk assessment of its organization for various fraud and 

abuse/program integrity processes that includes a listing of its top three vulnerable areas and 

outlines action plans for mitigating such risks for fraud and abuse. 

¶ The BHO has ensured annual compliance training and requires it for all BHO staff, the board of 

directors and its delegated entities. 

¶ The BHO has a documented Code of Ethics/Standards of Conduct, including staff/contractor 

attestation(s). 

¶ The BHO has a mechanism in place to monitor staff/contractor attestation(s) for the Code of 

Ethics/Standards of Conduct. 

¶ The BHO has documented policies and procedures related to the detection and prevention of 

fraud and abuse. 

¶ The BHO has a documented conflict of interest policy and procedure. 

¶ The BHO has a mechanism in place to monitor for conflict of interest. 

¶ The BHO has a policy and procedure related to whistleblower protections, which includes no 

retaliation. 

¶ The BHO has documented attestations for the Code of Ethics/Standards of Conduct for its 

providers, vendors and subcontractors. 
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¶ The BHO has confidential mechanisms in place for anyone, including enrollees, to report 

fraud/abuse/waste. 

Reviewer Determination 

ǒ Partially Met (pass) 

 
Opportunity for Improvement 

GCBHOôs compliance plan is titled ñFraud, Waste and Abuse Compliance Policy.ò 

¶ GCBHO should consider renaming the policy ñCompliance Planò and rewriting the plan policy to 

include all aspects of compliance rather than only fraud, waste and abuse.  

 

Recommendation Requiring CAP 

GCBHO did not submit evidence of a documented Code of Ethics/Standards of Conduct, including 

staff/contractor attestation(s), nor did it submit its mechanism to monitor staff/contractor attestation(s) for 

the Code of Ethics/Standards of Conduct. 

¶ The BHO needs to develop and put into effect a documented Code of Ethics/Standards of 

Conduct, as well as a mechanism to monitor staff/contractor attestation(s) for the Code of 

Ethics/Standards of Conduct. 

 

Compliance Programs 

Scoring Criteria 

¶ The BHO has written policies, procedures and standards of conduct that articulate the 

organization's commitment to comply with all applicable Federal and State standards. 

¶ The BHO has appropriately selected a designated compliance officer and a compliance committee 

that are accountable to the governing body/senior management. 

¶ The BHO provides and demonstrates effective training and education for enrollees, employees, 

providers, vendors and any subcontractor of Federal and State statutes and regulations related to 

Medicaid program integrity on fraud/abuse/waste to ensure that all of its officers, directors, 

managers, providers and employees know and understand the provisions of the BHOôs fraud and 

abuse compliance plan. 

¶ The BHO has effective lines of communication between the compliance officer and the 

organization's employees. 

¶ The BHO has documented disciplinary guidelines and can demonstrate they are well publicized. 

¶ The BHO has provisions for internal monitoring, auditing and performing of risk assessments, 

including documentation that monitoring, auditing and risk assessments were performed in 

accordance with the compliance plan. 

¶ The BHO can demonstrate when potential risks are identified; the BHO takes action to mitigate the 

risk. 

¶ The BHO has provisions for prompt responses to detected risks and offenses, and for 

development of corrective action initiatives relating to the BHO contract. 

¶ The BHO has contract language requiring providers, vendors and subcontractors to have an 

effective compliance program. 

¶ The BHO monitors its providers/subcontractors to ensure they have an effective compliance 

program. 

¶ The BHO has an effective mechanism in place requiring corrective action to ensure providers, 

vendors and subcontractors have an effective compliance program in place. 
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¶ The BHO has documented compliance committee meeting minutes and/or other meeting minutes 

that reflect compliance oversight. 

¶ The BHO ensures the compliance committee meets on at least a quarterly basis, if not more 

frequently. 

¶ The BHO has documented attestations for fraud/abuse/waste training for its providers, vendors 

and subcontractors. 

Reviewer Determination 

ǒ Partially Met (pass) 

 

 

Recommendations Requiring CAP 

The BHO did not submit evidence that, per its compliance policy, it annually monitors its 

providers/subcontractors to ensure they have compliance plans and effective compliance programs.   

¶ GCBHO needs to monitor annually its providers and subcontractors to ensure they have 

compliance plans and effective compliance programs in place, per the BHOôs compliance policy.  

  

GCBHO did not submit evidence that the BHO or its BHAs are performing annual risk assessments.  

¶ GCBHO needs to ensure that the BHO and the BHAs are performing annual risk assessments, 

per its compliance policy.  The results should be shared with the BHOôs executive team, 

governing board and appropriate committees. The discussions should include developing action 

plans to regularly monitor risks and vulnerable areas, and seek interventions where appropriate to 

mitigate risks. Additionally, the team should include the results of the annual risk assessment in 

its annual compliance self-evaluation.  

 

Although an interview with one BHA indicated it had attended a training on compliance, the BHO did not 

submit evidence of any trainings, who attended the trainings, or if the trainings were effective. 

¶ GCBHO needs to develop a method for documenting its annual compliance trainings presented 

to the board of directors, the BHO staff and the BHAsô staff. Documentation should include the 

date of the trainings, who attended the trainings, and evidence of the effectiveness of the 

trainings.   

 

 

Record Retention 

Scoring Criteria 

¶ The BHO has documented policies and procedures to ensure the retention of records and 

the furnishing of information by all providers of services, including individual practitioners 

and groups of practitioners. 

¶ The BHO monitors its providers, subcontractors and vendors for record retention 

necessary to disclose the extent of services the provider furnishes to beneficiaries, 

including but not limited to credentialing and recredentialing, incident reporting, requests 

for services, authorizations, clinical records, complaints, grievances, appeals, referrals for 

fraud, waste and abuse, and outcomes of fraud, waste and abuse. 

¶ The BHO demonstrates that it monitors its delegated entities for record retention at least 

annually. 

Reviewer Determination 
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ǒ Not Met  

 

Recommendations Requiring CAP 

GCBHO lacks a record retention policy and procedure that requires the BHO and its BHAs to retain 

records necessary to disclose the extent of services the provider furnishes to beneficiaries, including but 

not limited to records pertaining to credentialing and recredentialing, incident reporting, requests for 

services, authorizations, clinical records, complaints, grievances, appeals, referrals for fraud, waste and 

abuse, and outcomes of fraud, waste and abuse.  

¶ GCBHO needs to develop a record retention policy and procedure that requires the BHO and the 

BHAs to retain records necessary to disclose the extent of services the provider furnishes to 

beneficiaries, including but not limited to records pertaining to credentialing and recredentialing, 

incident reporting, requests for services, authorizations, clinical records, complaints, grievances, 

appeals, referrals for fraud, waste and abuse, and outcomes of fraud, waste and abuse.  

 

¶ GCBHO needs to monitor its BHAs, at least yearly, to ensure the BHAs are complying with the 

record retention policy.  

 

Excluded Entities 

Scoring Criteria 

¶ The BHO has a policy and procedure in place addressing CFRs 455.100, 455.101, 455.106, 

438.610 and 1001.1001. 

¶ The BHO monitors its providers and subcontractors for compliance with the required disclosure of 

information on a provider's owners and other persons convicted of criminal offenses against 

Medicare, Medicaid or the title XX services program. 

¶ The BHO has a mechanism in place to monitor for exclusion of entities owned or controlled by a 

sanctioned person. 

¶ The BHO has a mechanism in place to monitor for annual criminal background checks. 

¶ The BHO has a mechanism in place to monitor the disclosure by providers or any delegated entity 

of information on persons convicted of crimes. 

¶ The BHO has a mechanism in place to ensure that one of the two formats for tracking excluded 

individuals and entities is used on a monthly basis and a formal monthly log is kept for monitoring 

and reporting purposes. 

¶ The BHO has a mechanism in place to deny or terminate provider participation if full disclosure 

isnôt made or conviction occurs. 

Reviewer Determination 

ǒ Fully Met (pass) 

 

Strength 

¶ Because GCBHO does not delegate to its BHAs the monitoring for individuals excluded from 

participation in Medicare or any of the State healthcare programs, the BHO demonstrated it has 

mechanisms in place for tracking individuals and entities on a monthly basis and keeps a tracking 

log for monitoring and reporting purposes. 
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Disclosure of Ownership 

Scoring Criteria 

¶ The BHO has a mechanism in place to monitor disclosure by Medicaid providers and fiscal agents 

of information on ownership and control. 

Reviewer Determination 

ǒ Partially Met (pass) 

 

Opportunity for Improvement 

Although GCBHO includes in its fiscal monitoring tool a mechanism to monitor for disclosure by 

Medicaid providers and fiscal agents of information on ownership and control, the BHO did not submit 

the frequency or results of its monitoring of the BHAs.  

¶ GCBHO should include in its policy on monitoring for disclosure by Medicaid providers and fiscal 

agents of information on ownership and control, the frequency of the monitoring, and to what 

committees the results of the monitoring are presented. 

Cooperation of Fraud Control Units 

Scoring Criteria 

¶ The BHO has a policy and procedure in place to ensure all suspected fraud, waste and/or abuse 

is reported to the State Medicaid fraud control units. 

¶ The BHO refers all cases of suspected provider fraud to MFCU. 

¶ The BHO refers suspected cases of fraud for services not rendered, up-coding, duplicate 

encounters/claims, excessive services, medically unnecessary services that are not justified, 

kickbacks, omission or misrepresentation, unbundling, documentation fraud. 

¶ The BHO, upon referral to MFCU, initiates any available administrative or judicial action to recover 

improper payments to a provider or any delegated entity. 

¶ The BHO monitors suspension of payments by DSHS to the BHO when there is a pending 

investigation of a credible allegation of fraud against the contractor, per Section 1903 (i)(2)(C) of 

the Social Security Act. 

¶ The BHO follows the contract requirement that within one business day, it reports to DSHS all 

information sent to the MFCU about potential fraud and abuse, including the source of the 

complaint, the involved BHA, the nature of the suspected fraud, waste, abuse or neglect, the 

approximate dollar amount involved, and the legal and administrative disposition of the case. 

Reviewer Determination 

ǒ Fully Met (pass) 

 

Strengths 

¶ The BHO has a policy and procedure to ensure all suspected cases of fraud, waste and/or abuse 

are reported to the State Medicaid fraud control units within one business day of receiving the 

notification.  

 

¶ GCBHO requires its BHAs, per its provider contracts. to comply with the above policy and 

procedure.  
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Suspension of Payments 

Scoring Criteria 

¶ The BHO has a policy and procedure in place to monitor suspension of payments in cases of 

fraud. 

¶ The BHO monitors its vendors, subcontractors and providers for suspension of payments in cases 

of fraud. 

Reviewer Determination 

ǒ Not Met  

 

Recommendation Requiring CAP 

Although suspension of payments is outlined in the provider contracts, the BHO lacks a policy to monitor 

any vendor, provider or subcontractor for suspension of payments in cases of fraud.  

¶ GCBHO needs to develop and implement a policy and procedure to monitor the suspension of 

payments in cases of fraud.  

 

Civil Money Penalties and Assessments 

Scoring Criteria 

¶ The BHO has a policy and procedure in place to monitor the basis for civil money penalties and 

assessments. 

¶ The BHO is monitoring its vendors, providers and subcontractors for civil money penalties and 

assessments. 

Reviewer Determination 

ǒ Not Met 

 

Recommendation Requiring CAP 

The BHO lacks a policy to monitor any vendor, provider or subcontractor for civil money penalties and 

assessments.  

¶ GCBHO needs to develop and implement a policy and procedure to monitor its vendors, 

providers and subcontractors for civil money penalties and assessments.  
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Performance Improvement Project (PIP) Validation 
 

 

Performance improvement projects (PIPs) are designed to assess and improve the processes and 

outcomes of the healthcare system. They represent a focused effort to address a particular problem 

identified by an organization. As prepaid inpatient health plans (PIHPs), Behavioral Health Organizations 

(BHOs) are required to have an ongoing program of PIPs that focus on clinical, non-clinical and 

substance use disorder (SUD)-focused areas that involve 

¶ measurement of performance using objective quality indicators  

¶ implementation of systems interventions to achieve improvement in quality 

¶ evaluation of the effectiveness of the interventions  

¶ planning and initiation of activities for increasing or sustaining improvement 

 

As a mandatory EQR activity, Qualis Health evaluates the BHOsô PIPs to determine whether they are 

designed, conducted and reported in a methodologically sound manner. The PIPs must be designed to 

achieve, through ongoing measurements and intervention in clinical and non-clinical areas, significant 

improvement sustained over time that is expected to have a favorable effect on health outcomes and 

enrollee satisfaction. In evaluating PIPs, Qualis Health determines whether 

¶ the study topic was appropriately selected 

¶ the study question is clear, simple and answerable 

¶ the study population is appropriate and clearly defined 

¶ the study indicator is clearly defined and is adequate to answer the study question 

¶ the PIPôs sampling methods are appropriate and valid 

¶ the procedures the BHO used to collect the data to be analyzed for the PIP measurement(s) are 

valid 

¶ the BHOôs plan for analyzing and interpreting PIP results is accurate 

¶ the BHOôs strategy for achieving real, sustained improvement(s) is appropriate 

¶ it is likely that the results of the PIP are accurate and that improvement is ñrealò 

¶ improvement is sustained over time 

 

Following PIP evaluations, BHOs are offered technical assistance to improve their PIP study methodology 

and outcomes. BHOs may resubmit their PIPs up to two weeks following the initial evaluation. PIPs are 

assigned a final score following the final submission. 

 

PIP Scoring 
 

Qualis Health assessed the BHOsô PIPs using the current CMS EQR protocol, available here: 

http://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/Quality-of-Care/Quality-of-Care-

External-Quality-Review.html. 

 

Qualis Health assigns a score of ñMet,ò ñPartially Metò or ñNot Metò to each of the 10 evaluation 

components that are applicable to the performance improvement project being evaluated. Components 

may be ñNot Applicableò if the performance improvement project is at an early stage of implementation. 

Components determined to be ñNot Applicableò are not reviewed and are not included in the final scoring. 

Scoring is based on the answers BHOs provide in the completion of a response form, which address 

questions listed under each evaluation component, following a review of written documentation and in-
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person interviews. Opportunities for improvement, technical assistance and/or recommendations 

requiring a corrective action plan (CAP) are provided for each standard.  

 

The table below presents the scoring key for the PIP standards. 

 

Table C-1: Performance Improvement Project Validation Scoring 

 

 

Scoring Icon Key 

ǒFully Met (pass)   ǒPartially Met (pass)   ǒNot Met  ǒN/A (not applicable) 

 

 

PIP Validity and Reliability 
 

Qualis Health assesses the overall validity and reliability of the reported results for all PIPs. Because 

determining potential issues with the validity and reliability of the PIP is sometimes a judgment call, Qualis 

Health reports a level of confidence in the study findings based on a global assessment of study design, 

development and implementation. Levels of confidence and their definitions are included in Table C-2. 

 

Table C-2: Performance Improvement Project Validity and Reliability Confidence Levels 

 

Confidence Level Definition 

High confidence in reported results The study results are based on high-quality study design 

and data collection and analysis procedures. The study 

results are clearly valid and reliable. 

Moderate confidence in reported 

Results 

The study design and data collection and analysis 

procedures are not sufficient to warrant a higher level of 

confidence. Study weaknesses (e.g., threats to internal or 

external validity, barriers to implementation, questionable 

study methodology) are identified that may impact the 

validity and reliability or reported results. 

Low confidence in reported results The study design and/or data collection and analysis 

procedures are unlikely to result in valid and reliable study 

results. 

Not enough time has elapsed to 

assess meaningful change 

The PIP has not advanced to at least the first re-

measurement of the study indicator. 
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PIP Validation Results: Clinical PIP 
 

Promoting Medication Adherence in Youth 

  

In 2015, GCBHO completed its PIP on lowering youth inpatient readmission rates through enhanced 

communication with inpatient providers. As part of this PIP, the BHO developed a questionnaire to 

explore the environmental, familial and personal factors that may contribute to a youthôs psychiatric 

hospitalization. The questionnaire was used for 18 months and completed a total of 386 times. Once the 

data were aggregated, the BHO identified a trend in non-adherence to psychotropic medication. Data 

showed that 50 percent (193) of youth admitted to an inpatient psychiatric program had previously been 

prescribed psychotropic medication. Of those youth, 44 percent (84) did not take their medication as 

prescribed. Non-adherence to medication is a complex healthcare challenge with many potential causes. 

GCBHOôs initial tool did not elicit enough data regarding this topic to gain an understanding of the 

reasons for the lack of medication adherence among psychiatrically hospitalized youth. 

.  

GCBHO intends to conduct further research to ascertain the causes and barriers related to non-

adherence, using current psychiatrically hospitalized youth enrollees to identify specific obstacles. A 

targeted questionnaire, developed by GCBHOôs medical director, will be used by the BHOôs authorization 

staff to ask inpatient staff, designated mental health professionals or other applicable individuals to 

identify possible challenges enrollee may have experienced related to medication compliance. GCBHO 

will implement the tool for a three-month period and then aggregate and analyze the data. Interventions 

will be developed to address the highest-rated barriers related to medication non-adherence.  

 

Study Question: Not specified 

 

Dates of Study Period:  Not specified  

 

 

Table C-3: Clinical PIP Validation Results 

 

 

Study Design 

 

 

Activity 

 

SCORE 

Design 1 Appropriate study topic ǒ Fully Met (pass) 

  

2 Clearly defined, answerable study question 
 ǒN/A 

3 Correctly identified study population ǒN/A 

4 Correctly identified study indicator ǒN/A 

Implementation 5 Valid sampling technique ǒN/A 

6 Accurate/ 

complete data collection ǒN/A 
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7 Appropriate data analysis/ 

interpretation of study results ǒN/A 

Outcomes 8 Appropriate improvement strategies ǒN/A 

9 Real improvement achieved  ǒN/A 

10 Sustained improvement achieved  ǒN/A 

Overall Score     
 
Confidence Level: Not enough time has elapsed 
to assess meaningful change 

ǒN/A 

Reviewer Comments: 

GCBHO is still in the beginning stages of creating this PIP. Through the data collected from a 

questionnaire used in last yearôs childrenôs PIP, the BHO identified non-adherence to psychotropic 

medication as an issue that needs to be addressed. In order to select an intervention to mitigate this 

issue, further research must be conducted to understand the reasons why youth are not complying with 

their prescribed medication. Once the BHO is able to drill down and understand the causes and barriers 

to this issue, an intervention and, therefore, a study question can be chosen for this PIP. 

 

 

Standard 1: Selected Study Topic Is Relevant and Prioritized  

 

Table C-4: Validation of PIP Selected Study Topic 

 

Criterion Description Result 

1.1 The study topic was selected through a comprehensive process 

that involved data collection and analysis of enrollee needs, care 

and services. 

ǒ Fully Met (pass) 

  

Reviewer Comments: 

This topic was selected after reviewing data from a questionnaire used for a previous PIP and finding that 

during an 18-month period, 44 percent of youth who had been prescribed medication were not compliant 

in taking it. GCBHO reported that given this finding, it would need to conduct additional research to 

understand the root causes of non-adherence to psychotropic medication among youth. Through a review 

of research on the subject, the BHO found that non-adherence to medication is a common concern with 

multiple identified causes. Family beliefs, lack of family involvement, the childôs self-perceived stigma, side 

effects, multiple medications, school schedule and medication dosing times, prescriptions not being filled 

after discharge or doctor visit, lack of money, lack of transportation and lack of education by the prescriber 

to the enrollee or the family are possible factors that can lead to non-adherence. The BHO intends to 

continue its process of data collection to better understand the specific causes and barriers that lead to 

medication non-adherence among youth and create an intervention to increase compliance.  

1.2 The PIP is consistent with the demographics and epidemiology 

of the enrollees. ǒ Fully Met (pass) 

 

Reviewer Comments: 

As stated previously, according to data aggregated from a previous questionnaire administered by the 

BHO, 386 youth were psychiatrically hospitalized over 18 months. Exactly half of those youth were 

prescribed psychotropic medication, and 84 of those youth did not take their medication as prescribed. 
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Additionally, GCBHO notes that in 2012, the former medical director of the Washington Health Care 

Authority presented data related to medication non-adherence for children and stressed the importance of 

appropriate medication compliance in order to decrease the likelihood of psychiatric or other emergency 

events.  

1.3 Input from enrollees, family members, peers and/or advocates 

was considered during the selection of the PIP.  ǒN/A 

Reviewer Comments: 

GCBHO has identified this study topic through data it has collected internally. The findings have been 

discussed at committee meetings as well as with hospital staff and outpatient providers. This PIP is still in 

its early stages, and there has not been an opportunity to receive input from enrollees, family members, 

peers and/or advocates.  

1.4 The PIP addresses a broad spectrum of key aspects of enrollee 

care and services. ǒ Fully Met (pass) 

 

Reviewer Comments: 

Youth are a vulnerable, frequently marginalized, high-risk population. Non-adherence to medication is 

associated with an increased use of a wide variety of resources. Increasing adherence has the potential to 

reduce psychiatric emergencies and inpatient hospitalizations.  

Meets Criteria 

 

 

Standard 2: Study Question Is Clearly Defined 

 

Table C-5: Validation of PIP Study Question 

 

Criterion Description Result 

2.1 The study question(s) is clear, concise and answerable. ǒN/A 

Reviewer Comments: 

GCBHO has written its study question as: ñCan the identification of causes for non-adherence to 

medications, lead to the development of various interventions that will increase the likelihood of children 

will taking their medications as prescribed?ò 

 

While this study question appears to be clear, concise and answerable, it is not truly a study question. This 

question is the precursor to the actual study question.  

2.2 The study question sets the framework for goals, data 

collection, analysis and interpretation. ǒN/A 

 

Reviewer Comments: 

This question does not fully set the framework for the PIP, but rather sets the framework for the 

formulation of the PIP. 

2.3 The study question includes the intervention, the study 

population (denominator), what is being measured (numerator), 

a metric (percent or average) and a desired outcome. 

ǒN/A 

Reviewer Comments: 

The question submitted does not contain these elements; however, completing the task of answering the 

proposed question should lead to the formulation of a question that contains all of the required elements of 
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a PIP study question.  

Technical Assistance:   

Once GCBHO has identified the reasons for non-adherence to medication, an intervention can be chosen 

to increase medication compliance and a fully formulated study question can be written. For example: ñWill 

X intervention increase psychotropic medication adherence for youth (define the specific study population) 

by Z%?ò 

 

 

Standard 3: Study Population Is Clearly Defined, and, if a Sample Is Used, Appropriate 

Methodology Is Used  

 

Table C-6: Validation of PIP Study Population 

 

Criterion Description Result 

3.1 The enrollee population to whom the study question and indicator 

are relevant is clearly defined. ǒN/A 

Reviewer Comments: 

The PIP has not progressed to the point of defining its study population. 

3.2 The inclusion or exclusion criterion, if applicable, is clearly 

defined. ǒN/A 

Reviewer Comments: 

The PIP has not progressed to the point of defining its study population. 

3.3 The study population is reflective of the entire Medicaid enrollee 

population to which the study indicator applies, or a sample is 

used. 

ǒN/A 

Reviewer Comments: 

The PIP has not progressed to the point of defining its study population. 

3.4 Data collection approaches ensured all required information was 

captured for all enrollees to whom the study question applied. ǒN/A 

Reviewer Comments: 

The PIP has not progressed to the point of defining its study population. 

Technical Assistance:   

GCBHO should clearly articulate the study population. The basis for any inclusions or exclusions should 

be stated in a straightforward manner. The BHO needs to ensure that it has the capability to properly 

identify individuals within the study population and that it can collect the required data. 

 

 

Standard 4: Study Indicator Is Objective and Measureable  

 

Table C-7: Validation of PIP Study Indicator 

 

Criterion Description Result 

4.1 The study includes a clear description of the study indicator(s) and 

clearly defined numerator and denominator. ǒN/A 

Reviewer Comments: 

The PIP has not progressed to the point of defining a study indicator. 
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4.2 The study includes an explanation of how the indicators are 

appropriate and adequate to answer the study question, and 

describes how the indicator objectively measures change to 

impact the enrollee. 

ǒN/A 

Reviewer Comments: 

The PIP has not progressed to the point of defining a study indicator. 

4.3 There is a clear and realistic plan that includes where and how the 

data on the indicator are collected, all of the elements of the data 

collection plan are in place and viable, and mitigation strategies 

are in place in case sufficient data are not able to be collected. 

ǒN/A 

Reviewer Comments: 

The PIP has not progressed to the point of defining a study indicator. 

4.4 The baseline and first and second re-measurement periods are 

unambiguously stated and appropriate in length. ǒN/A 

Reviewer Comments: 

The PIP has not progressed to the point of defining a study indicator. 

Technical Assistance:   

The study indicator should be clearly defined, objective and capable of measuring the desired change. The 

indicator is the basis for answering the study question. The GCBHO should have a clear plan for how and 

when data regarding the indicator will be collected 

 

 

Standard 5: Sampling Method  

 

Table C-8: Validation of PIP Sampling Methods 

 

Criterion Description Result 

5.1 The method for defining and calculating the sample 

size, the true and estimated frequency of the event, the 

confidence level and the acceptable margin error are 

specified and clearly stated. 

ǒN/A 

Reviewer Comments: 

The PIP has not progressed to the point of choosing a sampling method. 

5.2 The sampling technique is described, and whether the 

sample is a probability or non-probability sample is 

specified. 

ǒN/A 

Reviewer Comments: 

The PIP has not progressed to the point of choosing a sampling method. 

5.3 Valid sampling techniques are employed to protect 

against bias. ǒN/A 

Reviewer Comments: 

The PIP has not progressed to the point of choosing a sampling method. 

5.4 The sample contains a sufficient number of enrollees. ǒN/A 

Reviewer Comments: 

The PIP has not progressed to the point of choosing a sampling method. 

Technical Assistance:   
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If GCBHO uses a sampling technique, it must ensure that the sample is representative of the entire eligible 

population. Sampling methods should be in line with generally accepted principles of research design and 

statistical analysis. 

 

 

Standard 6: Data Collection Procedure   

 

Table C-9: Validation of PIP Data Collection Procedures 

 

Criterion Description Result 

6.1 The study design clearly specifies the data to be collected. ǒN/A 

Reviewer Comments: 

The PIP has not progressed to the point of data collection. 

6.2 The study design clearly specifies the sources of data. ǒN/A 

Reviewer Comments: 

The PIP has not progressed to the point of data collection. 

6.3 The study design includes a description of the data collection 

methods used, including the types of data collected, an 

explanation of how the methods elicit valid and reliable data, the 

intervals at which the data will be collected and, if HEDIS or other 

formal methodology is used, a description of the process. 

ǒN/A 

Reviewer Comments: 

The PIP has not progressed to the point of data collection. 

6.4 The study design includes a description of the instruments used 

for data collection, including a narrative regarding how the 

instrument provides for consistent and accurate data collection 

over the time periods studied. If any additional documentation was 

requested, it was provided and appropriate. 

ǒN/A 

Reviewer Comments: 

The PIP has not progressed to the point of data collection. 

6.5 The study states who will be collecting the data, and includes their 

qualifications to collect the data. ǒN/A 

Reviewer Comments: 

The PIP has not progressed to the point of data collection. 

6.6 The study includes a description of how inter-rater reliability is 

ensured. ǒN/A 

Reviewer Comments: 

The PIP has not progressed to the point of data collection. 

Technical Assistance:   

In order to have accurate and valid study results, data must be properly collected. GCBHO needs to 

develop a data collection plan that specifies what data are to be collected; what the data sources are; how 

and when the data will be collected; who will collect the data, including verification that they are qualified to 

collect the data; and identification of any tools used to collect data. If an assessment of the data is being 

conducted, an explanation for how agreement between raters is maintained should be provided. 
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Standard 7: Data Analysis and Interpretation of Study Results 

Table C-10: Validation of PIP Data Analysis and Interpretation 

 

Criterion Description Result 

7.1 There is a clear description of the data analysis plan that includes 

the type of statistical analysis used and the confidence level, and 

the analysis was performed according to the plan. 

ǒN/A 

Reviewer Comments: 

The PIP has not progressed to the point of data analysis and interpretation. 

7.2 Numerical PIP results and findings are accurately and clearly 

presented. ǒN/A 

Reviewer Comments: 

The PIP has not progressed to the point of data analysis and interpretation. 

7.3 The data analysis methodology is appropriate to the study question 

and data types. ǒN/A 

Reviewer Comments: 

The PIP has not progressed to the point of data analysis and interpretation. 

7.4 The analysis identified statistical significance of differences 

between initial and repeat measurements, and was performed 

correctly.  

ǒN/A 

Reviewer Comments: 

The PIP has not progressed to the point of data analysis and interpretation. 

7.5 If threats to internal or external validity were identified, the potential 

impact and resolution was explained. ǒN/A 

Reviewer Comments: 

The PIP has not progressed to the point of data analysis and interpretation. 

7.6 The analysis of study data includes an interpretation of the extent to 

which the PIP was successful, statistically significant or otherwise, 

as well as a description of follow-up activities. 

ǒN/A 

Reviewer Comments: 

The PIP has not progressed to the point of data analysis and interpretation. 

Technical Assistance:   

Valid data interpretation occurs when the analysis is carried out as planned. Results should be displayed 

in an easily understood format. The analysis should include a comparison of the initial and repeat 

measurements, and any threats to validity should be noted. GCBHO should include in the discussion 

whether progress toward the PIPôs goal was made and details regarding any follow-up actions. 

 

Standard 8: Appropriate Improvement Strategies 

Table C-11: Validation of PIP Improvement Strategies 

 

Criterion Description Result 

8.1 Steps were taken to identify improvement opportunities during 

the PIP process. ǒN/A 
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Reviewer Comments: 

The PIP has not progressed to the point of identifying improvement strategies. 

8.2 Reasonable interventions were undertaken to address 

causes/barriers identified through data analysis and QI 

processes. 

ǒN/A 

Reviewer Comments: 

The PIP has not progressed to the point of identifying improvement strategies. 

8.3 The interventions are/were sufficient to be expected to improve 

processes or outcomes. ǒN/A 

Reviewer Comments: 

The PIP has not progressed to the point of identifying improvement strategies. 

8.4 The interventions are/were culturally and linguistically 

appropriate. ǒN/A 

Reviewer Comments: 

The PIP has not progressed to the point of identifying improvement strategies. 

Technical Assistance:   

An improvement strategy is an intervention created to impact a cause/barrier in the PIP process. The 

intent of the PIP is to implement real, sustained improvement through an iterative problem-solving model, 

such as a Plan, Do, Study, Act (PDSA) cycle. GCBHOôs interventions should be culturally and linguistically 

appropriate to the study population. 

 

 

Standard 9: Assess Whether Improvement Is ñRealò Improvement 

 

Table C-12: Validation of PIP Improvement Assessment 

 

Criterion Description Result 

9.1 The same methodology used for the baseline measurement was 

used when measurement was repeated. ǒN/A 

Reviewer Comments: 

The PIP has not progressed to the point at which improvement can be assessed. 

9.2 There is a description of the data analysis regarding improvements 

in process or outcomes of care. ǒN/A 

Reviewer Comments: 

The PIP has not progressed to the point at which improvement can be assessed. 

9.3 There is an evaluation demonstrating that reported improvement in 

performance appears to be the result of the planned quality 

improvement intervention, or an analysis related to why there was 

not improvement. 

ǒN/A 

Reviewer Comments: 

The PIP has not progressed to the point at which improvement can be assessed. 

9.4 There is statistical evidence that any observed performance 

improvement is true improvement, and statistical analysis was 

performed thoroughly and accurately. 

ǒN/A 

Reviewer Comments: 

The PIP has not progressed to the point at which improvement can be assessed. 

Technical Assistance:   
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Whether a change does or does not occur, it is important that GCBHO assess components of the PIP to 

determine whether the change or lack of change is attributable to an event unrelated to the intervention, 

random chance or to the intervention. Evaluation of results, successful or not, is the primary focus of this 

step. 

 

 

Standard 10: The BHO Has Sustained the Documented Improvement 

 

Table C-13: Validation of PIP Sustained Improvement 

 

Criterion Description Result 

10.1 Sustained improvement was demonstrated through repeated 

measurements over comparable time periods. Sustained 

improvement was demonstrated through repeated measurements 

over comparable time periods. If improvement was not sustained, 

there is an explanation and an indicated plan for next steps. 

ǒN/A 

Reviewer Comments:  

The PIP has not progressed to the point at which sustained improvement can be assessed. 

Technical Assistance: 

This step should not be answered until GCBHO has completed its PIP. The ultimate goal of the PIP is to 

achieve sustained improvement; however, if improvement is not sustained, an evaluation of the PIP will be 

conducted and a plan for further action or retirement will be assessed. 

 

PIP Validation Results: Non-Clinical PIP 
 

Increasing Timeliness of Provider-Submitted Authorization Requests through 

Identification of Systemic Barriers 

 

In October 2011, GCBHO established an internal authorization center to handle its providersô requests for 

services and collect key data elements related to authorization. In 2015, the BHO hired a programmer 

with the skills to extract authorization data at more detailed levels. The BHO reviewed authorization data 

from April 2015 through April 2016 and found that delays in authorizations were on the rise and that 

numerous BHAs were failing to meet contractual expectations for timeliness. These delays create an 

extra burden for BHO authorization personnel who work to review and approve requests for services in a 

timely manner.  

 

Data regarding BHA requests exposed vast differences among providers in average lengths of time 

between an enrolleeôs request for services and the BHAôs submission of the request to the BHO. The 

volume of requests for services at a given BHA showed no correlation to the average length of time for 

submitting a request. For example, one BHA had a total of seven requests within the time period, and the 

average number of days between the BHAôs receipt of a request and its submission of the request to the 

BHO was 30. One BHA had 335 requests, and the average number of days was four; another BHA had 

2,274 requests with an average of one day before submission; yet another had 1,186 and took an 

average of 27 days to submit. GCBHO has reported that it would like to explore the root causes for the 

delays in submission and, based on its findings, work to develop interventions to increase the timeliness 

of authorization requests.  
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Study Question:  Not specified 

 

Dates of Study Period:  Not specified  

 

Table C-14: Clinical PIP Validation Results 

 

 

Study Design 

 

 

Activity 

 

SCORE 

Design 1 Appropriate study topic ǒ Fully Met (pass) 

  

2 Clearly defined, answerable study question ǒN/A 

3 Correctly identified study population ǒN/A 

4 Correctly identified study indicator ǒN/A 

Implementation 5 Valid sampling technique ǒN/A 

6 Accurate/ 

complete data collection ǒN/A 

7 Appropriate data analysis/ 

interpretation of study results ǒN/A 

Outcomes 8 Appropriate improvement strategies ǒN/A 

9 Real improvement achieved  ǒN/A 

10 Sustained improvement achieved  ǒN/A 

Overall Score   

 

Confidence Level:  Not enough time has elapsed 

to assess meaningful  change 

ǒN/A 

GCBHO has chosen to pursue a non-clinical PIP focused on the timeliness of authorization request 

submissions to the BHO. This PIP is still in the preliminary stages of development. GCBHO is aware 

that there are clearly barriers to some of its BHAs submitting timely authorization requests. GCBHO also 

understands that the process for submitting authorization requests varies at the different BHAs and that 

multiple issues may be contributing to the delays throughout its network. GCBHO needs to conduct 

further research to understand what the barriers are and potentially create targeted interventions for 

each of its BHAs. Interventions may be related to IT support, staffing issues or some type of process 

improvement.  

 

 

Standard 1: Selected Study Topic Is Relevant and Prioritized  

 

Table C-15: Validation of PIP Selected Study Topic 
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Criterion Description Result 

1.1 The study topic was selected through a comprehensive process 

that involved data collection and analysis of enrollee needs, care 

and services. 

ǒ Fully Met (pass) 

  

Reviewer Comments: 

GCBHO selected this study topic after a thorough review of authorization data that revealed an increase in 

delay in authorization requests from BHAs to the BHO. This topic was discussed by multiple teams within 

the BHO and reviewed in the Clinical Directors Committee meeting. Numerous causes for the submission 

delays were posited, but it was agreed that a root cause analysis would be conducted before implementing 

any interventions to address the issue.  

1.2 The PIP is consistent with the demographics and epidemiology 

of the enrollees. ǒ Fully Met (pass) 

 

Reviewer Comments: 

The PIP is consistent with the demographics and epidemiology of the enrollees. Timely access to care is 

the right of every enrollee. 

1.3 Input from enrollees, family members, peers and/or advocates 

was considered during the selection of the PIP. ǒ Fully Met (pass) 

 

Reviewer Comments: 

GCBHO reports that delays and barriers to service delivery are ongoing concerns that are voiced by 

enrollees at the GCBHO Advisory Board Committee meetings, Family, Youth and System Partner Round 

Table (FYSPRT) meetings, Clinical Directors meetings, and the Quality Management Oversight 

Committee (QMOC) meetings. 

1.4 The PIP addresses a broad spectrum of key aspects of enrollee 

care and services. ǒ Fully Met (pass) 

 

Reviewer Comments: 

This PIP addresses key aspects of enrollee care and services. Prompt access to services is vital in the 

treatment of the mentally ill. Quick and low-barrier access to services is also the right of all Medicaid 

enrollees.  

Meets Criteria 

 

 

Standard 2: Study Question Is Clearly Defined 

 

Table C-16: Validation of PIP Study Question 

 

Criterion Description Result 

2.1 The study question(s) is clear, concise and answerable. ǒN/A 

Reviewer Comments: 

GCBHO has not fully formulated its study question. GCBHO plans to conduct further research into barriers 

related to authorization request submissions at each of the BHAs that have been identified as having 

challenges submitting requests in a timely manner. GCBHO intends to address these barriers by creating 

customized interventions.  
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GCBHO notes that the study question will most likely be ñWill targeted interventions increase the 

timeliness of authorization request submissions?ò 

2.2 The study question sets the framework for goals, data 

collection, analysis and interpretation. ǒN/A 

Reviewer Comments: 

Once GCBHO defines its targeted interventions, study population and desired outcome, the study question 

will establish a framework for goals, data collection, analysis and interpretation.  

2.3 The study question includes the intervention, the study 

population (denominator), what is being measured (numerator), 

a metric (percent or average) and a desired outcome. 

ǒN/A 

Reviewer Comments: 

Once GCBHO chooses and defines its intervention, it can fully formulate a study question that includes all 

of the required elements.  

Technical Assistance:   

In order to have a clear, concise and answerable study question that will set the framework for the PIP, 

GCBHO must first identify the barriers it wants to address; then targeted interventions should be created. 

The specific targeted interventions do not need to be written into the study question but can be clarified 

underneath the stated question.  

 

For example: ñDoes the created targeted intervention increase the defined study populationôs timeliness of 

request for authorization submissions by X%? 

 

Targeted interventions are defined as workforce training at BHA A, process improvement/procedure 

change at BHAs B and C, and IT assistance at BHA D.ò 

 

 

Standard 3: Study Population Is Clearly Defined, and, if a Sample is Used, Appropriate 

Methodology Is Used  

 

Table C-17: Validation of PIP Study Population 

 

Criterion Description Result 

3.1 The enrollee population to whom the study question and indicator 

are relevant is clearly defined. 

 

ǒN/A 

Reviewer Comments: 

The PIP has not progressed to the point of defining its study population. 

3.2 The inclusion or exclusion criterion, if applicable, is clearly 

defined. ǒN/A 

Reviewer Comments: 

The PIP has not progressed to the point of defining its study population. 

3.3 The study population is reflective of the entire Medicaid enrollee 

population to which the study indicator applies, or a sample is 

used. 

ǒN/A 

Reviewer Comments: 

The PIP has not progressed to the point of defining its study population. 
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3.4 Data collection approaches ensured all required information was 

captured for all enrollees to whom the study question applied. ǒN/A 

Reviewer Comments: 

The PIP has not progressed to the point of defining its study population. 

Technical Assistance: 

GCBHO should clearly articulate the study population. The basis for any inclusions or exclusions should 

be stated in a straightforward manner. The BHO needs to ensure that it has the capability to properly 

identify individuals within the study population and that it can collect the required data.  

 

 

Standard 4: Study Indicator Is Objective and Measureable  

 

Table C-18: Validation of PIP Study Indicator 

 

Criterion Description Result 

4.1 The study includes a clear description of the study indicator(s) and 

clearly defined numerator and denominator. ǒN/A 

Reviewer Comments: 

The PIP has not progressed to the point of defining a study indicator. 

4.2 The study includes an explanation of how the indicators are 

appropriate and adequate to answer the study question, and 

describes how the indicator objectively measures change to 

impact the enrollee. 

ǒN/A 

Reviewer Comments: 

The PIP has not progressed to the point of defining a study indicator. 

4.3 There is a clear and realistic plan that includes where and how the 

data on the indicator is collected, all of the elements of the data 

collection plan are in place and viable, and mitigation strategies 

are in place in case sufficient data is not able to be collected. 

ǒN/A 

Reviewer Comments: 

The PIP has not progressed to the point of defining a study indicator. 

4.4 The baseline and first and second re-measurement periods are 

unambiguously stated and appropriate in length. ǒN/A 

Reviewer Comments: 

The PIP has not progressed to the point of defining a study indicator. 

Technical Assistance: 

The study indicator should be clearly defined, objective and capable of measuring the desired change. The 

indicator is the basis for answering the study question. The GCBHO should have a clear plan for how and 

when data regarding the indicator will be collected 

 

 

Standard 5: Sampling Method  

 

Table C-19: Validation of PIP Sampling Methods 

 

Criterion Description Result 
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5.1 The method for defining and calculating the sample 

size, the true and estimated frequency of the event, the 

confidence level and the acceptable margin error are 

specified and clearly stated. 

ǒN/A 

Reviewer Comments: 

The PIP has not progressed to the point of choosing a sampling method. 

5.2 The sampling technique is described, and whether the 

sample is a probability or non-probability sample is 

specified. 

ǒN/A 

Reviewer Comments:  

The PIP has not progressed to the point of choosing a sampling method. 

 

5.3 Valid sampling techniques are employed to protect 

against bias. ǒN/A 

Reviewer Comments: 

The PIP has not progressed to the point of choosing a sampling method. 

5.4 The sample contains a sufficient number of enrollees. ǒN/A 

Reviewer Comments: 

The PIP has not progressed to the point of choosing a sampling method. 

Technical Assistance: 

If GCBHO uses a sampling technique, it must ensure that the sample is representative of the entire eligible 

population. Sampling methods should be in line with generally accepted principles of research design and 

statistical analysis. 

 

 

Standard 6: Data Collection Procedure   

 

Table C-20: Validation of PIP Data Collection Procedures 

 

Criterion Description Result 

6.1 The study design clearly specifies the data to be collected. ǒN/A 

Reviewer Comments: 

The PIP has not progressed to the point of data collection. 

6.2 The study design clearly specifies the sources of data. ǒN/A 

Reviewer Comments: 

The PIP has not progressed to the point of data collection. 

6.3 The study design includes a description of the data collection 

methods used, including the types of data collected, an 

explanation of how the methods elicit valid and reliable data, the 

intervals at which the data will be collected and, if HEDIS or other 

formal methodology is used, a description of the process. 

ǒN/A 

Reviewer Comments: 

The PIP has not progressed to the point of data collection. 
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6.4 The study design includes a description of the instruments used 

for data collection, including a narrative regarding how the 

instrument provides for consistent and accurate data collection 

over the time periods studied. If any additional documentation was 

requested, it was provided and appropriate. 

ǒN/A 

Reviewer Comments: 

The PIP has not progressed to the point of data collection. 

6.5 The study states who will be collecting the data, and includes their 

qualifications to collect the data. ǒN/A 

Reviewer Comments: 

The PIP has not progressed to the point of data collection. 

6.6 The study includes a description of how inter-rater reliability is 

ensured. ǒN/A 

Reviewer Comments: 

The PIP has not progressed to the point of data collection. 

Technical Assistance: 

In order to have accurate and valid study results, data must be properly collected. GCBHO needs to 

develop a data collection plan that specifies what data are to be collected; what the data sources are; how 

and when the data will be collected; who will collect the data, including verification that they are qualified to 

collect the data; and identification of any tools used to collect data. If an assessment of the data is being 

conducted, an explanation for how agreement between raters is maintained should be provided.  

 

 

Standard 7: Data Analysis and Interpretation of Study Results 

Table C-21: Validation of PIP Data Analysis and Interpretation 

 

Criterion Description Result 

7.1 There is a clear description of the data analysis plan that includes 

the type of statistical analysis used and the confidence level, and 

the analysis was performed according to the plan. 

ǒN/A 

Reviewer Comments: 

The PIP has not progressed to the point of data analysis and interpretation. 

7.2 Numerical PIP results and findings are accurately and clearly 

presented. ǒN/A 

Reviewer Comments: 

The PIP has not progressed to the point of data analysis and interpretation. 

7.3 The data analysis methodology is appropriate to the study question 

and data types. ǒN/A 

Reviewer Comments: 

The PIP has not progressed to the point of data analysis and interpretation. 

7.4 The analysis identified statistical significance of differences 

between initial and repeat measurements, and was performed 

correctly.  

ǒN/A 

Reviewer Comments: 

The PIP has not progressed to the point of data analysis and interpretation. 
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7.5 If threats to internal or external validity were identified, the potential 

impact and resolution was explained. ǒN/A 

Reviewer Comments: 

The PIP has not progressed to the point of data analysis and interpretation. 

7.6 The analysis of study data includes an interpretation of the extent to 

which the PIP was successful, statistically significant or otherwise, 

as well as a description of follow-up activities. 

ǒN/A 

Reviewer Comments: 

The PIP has not progressed to the point of data analysis and interpretation. 

Technical Assistance: 

Valid data interpretation occurs when the analysis is carried out as planned. Results should be displayed 

in an easily understood format. The analysis should include a comparison of the initial and repeat 

measurements, and any threats to validity should be noted. GCBHO should include in the discussion 

whether progress toward the PIPôs goal was made and details regarding any follow-up actions. 

 

 

Standard 8: Appropriate Improvement Strategies 

Table C-22: Validation of PIP Improvement Strategies 

 

Criterion Description Result 

8.1 Steps were taken to identify improvement opportunities during 

the PIP process. 

 

ǒN/A 

Reviewer Comments: 

The PIP has not progressed to the point of identifying improvement strategies. 

8.2 Reasonable interventions were undertaken to address 

causes/barriers identified through data analysis and QI 

processes. 

ǒN/A 

Reviewer Comments: 

The PIP has not progressed to the point of identifying improvement strategies. 

8.3 The interventions are/were sufficient to be expected to improve 

processes or outcomes. ǒN/A 

Reviewer Comments: 

The PIP has not progressed to the point of identifying improvement strategies. 

8.4 The interventions are/were culturally and linguistically 

appropriate. ǒN/A 

Reviewer Comments: 

The PIP has not progressed to the point of identifying improvement strategies. 

Technical Assistance: 

An improvement strategy is an intervention created to impact a cause/barrier in the PIP process. The 

intent of the PIP is to implement real, sustained improvement through an iterative problem-solving model, 

such as a Plan, Do, Study, Act (PDSA) cycle. GCBHOôs interventions should be culturally and linguistically 

appropriate to the study population. 

 

 

Standard 9: Assess Whether Improvement Is ñRealò Improvement 
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Table C-23: Validation of PIP Improvement Assessment 

 

Criterion Description Result 

9.1 The same methodology used for the baseline measurement was 

used when measurement was repeated. 

 

ǒN/A 

Reviewer Comments: 

The PIP has not progressed to the point at which improvement can be assessed. 

9.2 There is a description of the data analysis regarding improvements 

in process or outcomes of care. ǒN/A 

Reviewer Comments: 

The PIP has not progressed to the point at which improvement can be assessed. 

9.3 There is an evaluation demonstrating that reported improvement in 

performance appears to be the result of the planned quality 

improvement intervention, or an analysis related to why there was 

not improvement. 

ǒN/A 

Reviewer Comments: 

The PIP has not progressed to the point at which improvement can be assessed. 

9.4 There is statistical evidence that any observed performance 

improvement is true improvement, and statistical analysis was 

performed thoroughly and accurately. 

ǒN/A 

Reviewer Comments: 

The PIP has not progressed to the point at which improvement can be assessed. 

Technical Assistance: 

Whether a change does or does not occur, it is important that GCBHO assess components of the PIP to 

determine whether the change or lack of change is attributable to an event unrelated to the intervention, 

random chance or to the intervention. Evaluation of results, successful or not, is the primary focus of this 

step. 

 

 

Standard 10: The BHO Has Sustained the Documented Improvement 

 

Table C-24: Validation of PIP Sustained Improvement 

 

Criterion Description Result 

10.1 Sustained improvement was demonstrated through repeated 

measurements over comparable time periods. Sustained 

improvement was demonstrated through repeated measurements 

over comparable time periods. If improvement was not sustained, 

there is an explanation and an indicated plan for next steps. 

ǒN/A 

Reviewer Comments:  

The PIP has not progressed to the point at which sustained improvement can be assessed. 

Technical Assistance: 

This step should not be answered until GCBHO has completed its PIP. The ultimate goal of the PIP is to 

achieve sustained improvement; however, if improvement is not sustained, an evaluation of the PIP will be 

conducted and a plan for further action or retirement will be assessed. 
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PIP Validation Results: Substance Use Disorder (SUD) PIP 
 

Increasing Engagement in Recovery by Identifying Reasons for Premature Exit from 

Detox Programs 

 

Research regarding substance use disorder treatment suggests that failure to complete a detox program 

increases an individualôs risk of recidivism. According to GCBHO, data from the Substance Abuse and 

Mental Health Services Administration (SAMHSA), other published peer review studies, and local 

anecdotal information indicate a link between lack of engagement and premature exit from detox 

programs. GCBHO notes several factors related to lack of engagement, including failure in network 

efficiency, a lack of family or other social supports, deficits in educating and motivating individuals toward 

a sober lifestyle, the type of substance used, and the purpose of entering the detoxification program. 

GCBHOôs data showed that since May 1, 2016, the BHO had authorized 308 requests for detox services; 

30 of those enrollees had been admitted to a detoxification program twice or more to date. 

 

Lourdes Health opened a detox facility in May of 2016. Lourdes has agreed to partner with GCBHO to 

explore possible contributing factors that lead to individuals prematurely leaving detox programs and 

develop strategies to increase engagement. Lourdes staff, in conjunction with GCBHO staff, will use a 

questionnaire related to the causes of readmission and early exit from previous detox stays. Once 

GCBHO has gained an understanding of causes, an intervention will be developed to augment 

engagement in treatment and improve length of detox stays.  

 

Study Question: Not specified 

 

Dates of Study Period:  Not specified  

 

 

 

Table C-25: SUD PIP Validation Results 

 

 

Study Design 

 

 

Activity 

 

SCORE 

Design 1 Appropriate study topic ǒ Fully Met (pass) 

  

2 Clearly defined, answerable study question ǒN/A 

3 Correctly identified study population ǒN/A 

4 Correctly identified study indicator ǒN/A 

Implementation 5 Valid sampling technique ǒN/A 

6 Accurate/ 

complete data collection ǒN/A 
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7 Appropriate data analysis/ 

interpretation of study results ǒN/A 

Outcomes 8 Appropriate improvement strategies ǒN/A 

9 Real improvement achieved  ǒN/A 

10 Sustained improvement achieved  ǒN/A 

Overall Score    
 
Confidence Level: Not enough time has elapsed 

to assess meaningful change 

ǒN/A 

Reviewer Comments: 

GCBHO plans to create an intervention to improve engagement in detox programs in order to decrease 

recidivism rates. GCBHO needs to conduct further research to ascertain the root causes of why 

enrollees leave detox prior to program completion. Once GCBHO has gained an understanding of the 

reasons individuals leave detox prematurely, it will be able to create an intervention to address the 

challenges and formulate a PIP study question. 

 

 

Standard 1: Selected Study Topic Is Relevant and Prioritized  

 

Table C-26: Validation of PIP Selected Study Topic 

 

Criterion Description Result 

1.1 The study topic was selected through a comprehensive process 

that involved data collection and analysis of enrollee needs, care 

and services. 

ǒ Fully Met (pass) 

  

Reviewer Comments: 

GCBHO has chosen its SUD topic based on research and analysis of enrollees needs. GCBHOôs SUD 

care coordinator attends weekly drug court, monthly Alliance for Consistent Care meetings, GCBHO 

committee meetings, and participates in weekly supervision with the BHOôs medical director to identify 

gaps in trends in SUD services. GCBHO reports that premature exit from detox services has been 

identified as a concern in all of these venues.  

1.2 The PIP is consistent with the demographics and epidemiology 

of the enrollees. ǒ Fully Met (pass) 

 

Reviewer Comments: 

This PIP is consistent with the health risks and demographics of the BHOôs enrollees. GCBHO reported 

that a local workgroup studied emergency room and inpatient high utilizers and found that over half of 

enrollees identified as having a substance use disorder are not in treatment. The workgroupôs annual 

report cites SUD as a factor in preventing overall health and wellness. GCBHO stated that it plans to 

gather more data as it moves forward with this PIP and will provide more information related to 

epidemiology in future PIP submissions.  

1.3 Input from enrollees, family members, peers and/or advocates 

was considered during the selection of the PIP. ǒ Fully Met (pass) 
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Reviewer Comments: 

GCBHO stated that this topic was reviewed by its Clinical Directors committee, Quality Management 

Oversight Committee, Mental Health and SUD Integration Committee and the Regional Advisory Board, 

which is made up of enrollees and family members.  

1.4 The PIP addresses a broad spectrum of key aspects of enrollee 

care and services. ǒ Fully Met (pass) 

 

Reviewer Comments: 

A PIP focused on increasing engagement in recovery in order to decrease enrollees prematurely leaving 

detox programs addresses key aspects of care and services. Enrollees struggling with addiction are a 

high- risk population. Creating interventions to raise the number of individuals completing a detox program 

has the potential to positively impact their overall health and functioning.  

Meets Criteria 

 

 

Standard 2: Study Question Is Clearly Defined 

 

Table C-27: Validation of PIP Study Question 

 

Criterion Description Result 

2.1 The study question(s) is clear, concise and answerable. ǒN/A 

Reviewer Comments: 

GCBHO has stated the study question as ñWill identification of factors related to premature exit from detox, 

and the development of interventions that improve engagement in detox program, lead to a decrease in 

recidivism?ò 

 

The question GCBHO submitted is not a true study question. The submitted question frames the process 

for formulating a study question. Once this question is answered, an appropriate study question can be 

proposed. 

2.2 The study question sets the framework for goals, data 

collection, analysis and interpretation. ǒN/A 

Reviewer Comments: 

The question, in its current state, does not set up a clear framework of goals, data collection, analysis and 

interpretation. A study question needs to be fully composed in order to establish the goals, data collection 

and plans for interpretation and analysis.  

2.3 The study question includes the intervention, the study 

population (denominator), what is being measured (numerator), 

a metric (percent or average) and a desired outcome. 

ǒN/A 

Reviewer Comments: 

The study question GCBHO submitted does not contain all of the elements required for this step. GCBHO 

must first answer this question as a step in the process of formulating a question that incorporates all of 

the necessary components.  

Technical Assistance:   

Before it can develop a viable study question, GCBHO must identify the factors related to enrolleesô 

premature exit from detox and determine the intervention it will use.  
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The BHO should consider framing the PIP around a specific barrier or issue and implementing an 

intervention to mitigate the problem. For example: ñDoes providing X intervention improve the engagement 

rate for Z population by Q%?ò 

 

 

Standard 3: Study Population Is Clearly Defined, and, if a Sample Is Used, Appropriate 

Methodology Is Used  

 

Table C-28: Validation of PIP Study Population 

 

Criterion Description Result 

3.1 The enrollee population to whom the study question and indicator 

are relevant is clearly defined. 

 

ǒN/A 

Reviewer Comments: 

The PIP has not progressed to the point of defining its study population. 

3.2 The inclusion or exclusion criterion, if applicable, is clearly 

defined. ǒN/A 

Reviewer Comments: 

The PIP has not progressed to the point of defining its study population. 

3.3 The study population is reflective of the entire Medicaid enrollee 

population to which the study indicator applies, or a sample is 

used. 

ǒN/A 

Reviewer Comments: 

The PIP has not progressed to the point of defining its study population. 

3.4 Data collection approaches ensured all required information was 

captured for all enrollees to whom the study question applied. ǒN/A 

Reviewer Comments: 

The PIP has not progressed to the point of defining its study population. 

Technical Assistance: 

GCBHO should clearly articulate the study population. The basis for any inclusions or exclusions should 

be stated in a straightforward manner. The BHO needs to ensure that it has the capability to properly 

identify individuals within the study population and that it can collect the required data.  

 

 

Standard 4: Study Indicator Is Objective and Measureable  

 

Table C-29: Validation of PIP Study Indicator 

 

Criterion Description Result 

4.1 The study includes a clear description of the study indicator(s) and 

clearly defined numerator and denominator. ǒN/A 

Reviewer Comments: 

The PIP has not progressed to the point of defining a study indicator. 

4.2 The study includes an explanation of how the indicators are 

appropriate and adequate to answer the study question, and 

describes how the indicator objectively measures change to 

ǒN/A 
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impact the enrollee. 

Reviewer Comments: 

The PIP has not progressed to the point of defining a study indicator. 

4.3 There is a clear and realistic plan that includes where and how the 

data on the indicator is collected, all of the elements of the data 

collection plan are in place and viable, and mitigation strategies 

are in place in case sufficient data is not able to be collected. 

ǒN/A 

Reviewer Comments: 

The PIP has not progressed to the point of defining a study indicator. 

4.4 The baseline and first and second re-measurement periods are 

unambiguously stated and appropriate in length. ǒN/A 

Reviewer Comments: 

The PIP has not progressed to the point of defining a study indicator. 

Technical Assistance: 

The study indicator should be clearly defined, objective and capable of measuring the desired change. The 

indicator is the basis for answering the study question. GCBHO should have a clear plan for how and 

when data regarding the indicator will be collected. 

 

 

Standard 5: Sampling Method  

 

Table C-30: Validation of PIP Sampling Methods 

 

Criterion Description Result 

5.1 The method for defining and calculating the sample 

size, the true and estimated frequency of the event, the 

confidence level and the acceptable margin error are 

specified and clearly stated. 

ǒN/A 

Reviewer Comments: 

The PIP has not progressed to the point of choosing a sampling method. 

5.2 The sampling technique is described, and whether the 

sample is a probability or non-probability sample is 

specified. 

ǒN/A 

Reviewer Comments:  

The PIP has not progressed to the point of choosing a sampling method. 

5.3 Valid sampling techniques are employed to protect 

against bias. ǒN/A 

Reviewer Comments: 

The PIP has not progressed to the point of choosing a sampling method. 

5.4 The sample contains a sufficient number of enrollees. ǒN/A 

Reviewer Comments: 

The PIP has not progressed to the point of choosing a sampling method. 

Technical Assistance: 

If GCBHO uses a sampling technique, it must ensure that the sample is representative of the entire eligible 

population. Sampling methods should be in line with generally accepted principles of research design and 

statistical analysis. 
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Standard 6: Data Collection Procedure   

 

Table C-31: Validation of PIP Data Collection Procedures 

 

Criterion Description Result 

6.1 The study design clearly specifies the data to be collected. ǒN/A 

Reviewer Comments: 

The PIP has not progressed to the point of data collection. 

6.2 The study design clearly specifies the sources of data. ǒN/A 

Reviewer Comments: 

The PIP has not progressed to the point of data collection. 

6.3 The study design includes a description of the data collection 

methods used, including the types of data collected, an 

explanation of how the methods elicit valid and reliable data, the 

intervals at which the data will be collected and, if HEDIS or other 

formal methodology is used, a description of the process. 

ǒN/A 

Reviewer Comments: 

The PIP has not progressed to the point of data collection. 

6.4 The study design includes a description of the instruments used 

for data collection, including a narrative regarding how the 

instrument provides for consistent and accurate data collection 

over the time periods studied. If any additional documentation was 

requested, it was provided and appropriate. 

ǒN/A 

Reviewer Comments: 

The PIP has not progressed to the point of data collection. 

6.5 The study states who will be collecting the data, and includes their 

qualifications to collect the data. ǒN/A 

Reviewer Comments: 

The PIP has not progressed to the point of data collection. 

6.6 The study includes a description of how inter-rater reliability is 

ensured. ǒN/A 

Reviewer Comments: 

The PIP has not progressed to the point of data collection. 

Technical Assistance: 

In order to have accurate and valid study results, data must be properly collected. GCBHO needs to 

develop a data collection plan that specifies what data are to be collected; what the data sources are; how 

and when the data will be collected; who will collect the data, including verification that they are qualified to 

collect the data; and identification of any tools used to collect data. If an assessment of the data is being 

conducted, an explanation for how agreement between raters is maintained should be provided.  

 

 

Standard 7: Data Analysis and Interpretation of Study Results 
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Table C-32: Validation of PIP Data Analysis and Interpretation 

 

Criterion Description Result 

7.1 There is a clear description of the data analysis plan that includes 

the type of statistical analysis used and the confidence level, and 

the analysis was performed according to the plan. 

ǒN/A 

Reviewer Comments: 

The PIP has not progressed to the point of data analysis and interpretation. 

7.2 Numerical PIP results and findings are accurately and clearly 

presented. ǒN/A 

Reviewer Comments: 

The PIP has not progressed to the point of data analysis and interpretation. 

7.3 The data analysis methodology is appropriate to the study question 

and data types. ǒN/A 

Reviewer Comments: 

The PIP has not progressed to the point of data analysis and interpretation. 

7.4 The analysis identified statistical significance of differences 

between initial and repeat measurements, and was performed 

correctly.  

ǒN/A 

Reviewer Comments: 

The PIP has not progressed to the point of data analysis and interpretation. 

7.5 If threats to internal or external validity were identified, the potential 

impact and resolution was explained. ǒN/A 

Reviewer Comments: 

The PIP has not progressed to the point of data analysis and interpretation. 

7.6 The analysis of study data includes an interpretation of the extent to 

which the PIP was successful, statistically significant or otherwise, 

as well as a description of follow-up activities. 

ǒN/A 

Reviewer Comments: 

The PIP has not progressed to the point of data analysis and interpretation. 

Technical Assistance: 

Valid data interpretation occurs when the analysis is carried out as planned. Results should be displayed 

in an easily understood format. The analysis should include a comparison of the initial and repeat 

measurements, and any threats to validity should be noted. GCBHO should include in the discussion 

whether progress toward the PIPôs goal was made and details regarding any follow-up actions. 

 

 

Standard 8: Appropriate Improvement Strategies 

Table C-33: Validation of PIP Improvement Strategies 

 

Criterion Description Result 

8.1 Steps were taken to identify improvement opportunities during 

the PIP process. ǒN/A 

Reviewer Comments: 

The PIP has not progressed to the point of identifying improvement strategies. 
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8.2 Reasonable interventions were undertaken to address 

causes/barriers identified through data analysis and QI 

processes. 

ǒN/A 

Reviewer Comments: 

The PIP has not progressed to the point of identifying improvement strategies. 

8.3 The interventions are/were sufficient to be expected to improve 

processes or outcomes. ǒN/A 

Reviewer Comments: 

The PIP has not progressed to the point of identifying improvement strategies. 

8.4 The interventions are/were culturally and linguistically 

appropriate. ǒN/A 

Reviewer Comments: 

The PIP has not progressed to the point of identifying improvement strategies. 

Technical Assistance: 

An improvement strategy is an intervention created to impact a cause/barrier in the PIP process. The 

intent of the PIP is to implement real, sustained improvement through an iterative problem-solving model, 

such as a Plan, Do, Study, Act (PDSA) cycle. GCBHOôs interventions should be culturally and linguistically 

appropriate to the study population. 

 

 

Standard 9: Assess Whether Improvement Is ñRealò Improvement 

 

Table C-34: Validation of PIP Improvement Assessment 

 

Criterion Description Result 

9.1 The same methodology used for the baseline measurement was 

used when measurement was repeated. 

 

ǒN/A 

Reviewer Comments: 

The PIP has not progressed to the point at which improvement can be assessed. 

9.2 There is a description of the data analysis regarding improvements 

in process or outcomes of care. ǒN/A 

Reviewer Comments: 

The PIP has not progressed to the point at which improvement can be assessed. 

9.3 There is an evaluation demonstrating that reported improvement in 

performance appears to be the result of the planned quality 

improvement intervention, or an analysis related to why there was 

not improvement. 

ǒN/A 

Reviewer Comments: 

The PIP has not progressed to the point at which improvement can be assessed. 

9.4 There is statistical evidence that any observed performance 

improvement is true improvement, and statistical analysis was 

performed thoroughly and accurately. 

ǒN/A 

Reviewer Comments: 

The PIP has not progressed to the point at which improvement can be assessed. 

Technical Assistance: 

Whether a change does or does not occur, it is important that GCBHO assess components of the PIP to 
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determine whether the change or lack of change is attributable to an event unrelated to the intervention, 

random chance or to the intervention. Evaluation of results, successful or not, is the primary focus of this 

step. 

 

 

Standard 10: The BHO Has Sustained the Documented Improvement 

 

Table C-35: Validation of PIP Sustained Improvement 

 

Criterion Description Result 

10.1 Sustained improvement was demonstrated through repeated 

measurements over comparable time periods. Sustained 

improvement was demonstrated through repeated measurements 

over comparable time periods. If improvement was not sustained, 

there is an explanation and an indicated plan for next steps. 

ǒN/A 

Reviewer Comments:  

The PIP has not progressed to the point at which sustained improvement can be assessed. 

Technical Assistance: 

This step should not be answered until GCBHO has completed its PIP. The ultimate goal of the PIP is to 

achieve sustained improvement; however, if improvement is not sustained, an evaluation of the PIP will be 

conducted and a plan for further action or retirement will be assessed. 
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Encounter Data Validation (EDV) 
 

 

Encounter data validation (EDV) is a process used to validate encounter data submitted by Behavioral 

Health Organizations (BHOs) to the State. Encounter data are electronic records of the services provided 

to Medicaid enrollees by providers under contract with a BHO. Encounter data are used by BHOs and the 

State to assess and improve the quality of care and to monitor program integrity. Additionally, the State 

uses encounter data to determine capitation rates paid to the BHOs. 

 

Prior to performing the data validation for encounters, Qualis Health reviewed the Stateôs standards for 

collecting, processing and submitting encounter data to develop an understanding of State encounter 

data processes and standards. Documentation reviewed included: 

¶ the Service Encounter Reporting Instructions (SERI) in effect for the date range of encounters 

reviewed  

¶ the Consumer Information System (CIS) Data Dictionary for BHOs  

¶ the Health Care Authority Encounter Data Reporting Guide for Managed Care Organizations, 

Qualified Health Home Lead Entities, Behavioral Health Organizations 

¶ the 837 Encounter Data Companion Guide ANSI ASC X12N (Version 5010) Professional and 

Institutional, State of Washington 

¶ the prior yearôs EQR report(s) on validating encounter data 

Qualis Health performed three activities supporting a complete encounter data validation for GCBHO: a 

review of the procedures and results of the BHOôs internal EDV required under the BHOôs contract with 

the State; state-level validation of all encounter data received by the State from the BHO during the 

review period; and an independent validation of State encounter data matched against provider-level 

clinical record documentation to confirm the findings of the BHOôs internal EDV. 

 

Validating BHO EDV Procedures 
 

Qualis Health performed independent validation of the procedures used by the BHO to perform encounter 

data validation. The EDV requirements included in the BHOôs contract with DBHR were the standards for 

validation. 

 

Qualis Health obtained and reviewed the BHOôs encounter data validation report submitted to DBHR as a 

contract deliverable for calendar year 2015. The BHOôs encounter data validation methodology, 

encounter and enrollee sample size(s), selected encounter dates and fields selected for validation were 

reviewed for conformance with DBHR contract requirements. The BHOôs encounter and/or enrollee 

sampling procedures were reviewed to ensure conformance with accepted statistical methods for random 

selection. 

 

The BHO submitted a copy of the data system (spreadsheet, database or other application) used to 

conduct encounter data validation, along with any supporting documentation, policies, procedures or user 

guides, to Qualis Health for review. Qualis Healthôs analytics staff then evaluated the data system to 

determine whether its functionality was adequate for the intended program. 
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Additionally, the BHO submitted documentation of its data analysis methods, from which summary 

statistics of the encounter data validation results were drawn. The data analysis methods were then 

reviewed by Qualis Health analytics staff to determine validity. 

 

Qualis Health Encounter Data Validation 
 

Qualis Healthôs encounter data validation process consists of electronic data checksðstate-level 

validation of all encounter data received by the State from the BHO during the review period; and a 

clinical record reviewðindependent validation of State encounter data matched against provider-level 

clinical record documentation to confirm the findings of the BHOôs internal EDV. 

 

Electronic Data Checks 
 

Qualis Health analyzed encounter data submitted by the BHO to the State to determine the general 

magnitude of missing encounter data, types of potentially missing encounter data, overall data quality 

issues and any issues with the processes the BHO has in compiling encounter data and submitting the 

data files to the State. Specific tasks included: 

¶ a review of standard edit checks performed by the State on encounter data received by the BHO 

and how Washingtonôs Medicaid Management Information System (MMIS) treats data that fail an 

edit check 

¶ a basic integrity check on the encounter data files to determine whether expected data exist, 

whether the encounter data element values fit within expectations, and whether the data are of 

sufficient quality to proceed with more complex analysis 

¶ application of consistency checks, including verification that critical fields contain values in the 

correct format and that the values are consistent across fields 

¶ inspection of data fields for general validity 

¶ analysis and interpretation of data on submitted fields, the volume and consistency of encounter 

data and utilization rates, in aggregate and by time dimensions, including service date and 

encounter processing data, provider type, service type and diagnostic codes  

 

Onsite Clinical Record Review 
 

Qualis Health performed clinical record reviews onsite at provider agencies under contract with the BHO. 

The process included the following: 

¶ selecting a statistically valid sample of encounters from the file provided by the State 

¶ loading data from the encounter sample into an auditing tool (MS Access database) to record the 

scores for each encounter data field 

¶ providing the BHO with a list of the enrollees whose clinical charts were selected for review for 

coordination with contracted provider agencies pursuant to the onsite review 

 

Qualis Health staff reviewed encounter documentation included in the clinical record to validate data 

submitted to the State and to confirm the findings of the analysis of State-level data. 
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Upon completion of the clinical record reviews, Qualis Health calculated error rates for each encounter 

field. The error rates were then compared to error rates reported by the BHO to DBHR for encounters for 

which dates of service fell within the same time period. 

 

Scoring Criteria 
 

Table E-1: Scoring Scheme for Encounter Data Validation Standards 

 

 

Scoring Icon Key 

ǒFully Met (pass)  ǒPartially Met (pass)  ǒNot Met  ǒN/A (not applicable) 

 

 

 

Greater Columbia BHO EDV Procedures 
 

Greater Columbia BHO contracts with 10 mental health agencies providing Medicaid-funded services. 

GCBHOôs EDV was based on a sample of 117 client records comprising 558 encounters between 

October 1, 2014, and September 30, 2015.  

  

Table E-2: Results for Review of BHO EDV Procedures 

 

EDV Standard Description EDV Result 

Sampling 

Procedure  

Sampling was conducted using an appropriate 

random selection process and was of adequate 

size. 

ǒ Not Met 

Review Tools  Review and analysis tools are appropriate for 

the task and used correctly. ǒ Not Met  

Methodology and 

Analytic Procedures  

The analytical and scoring methodologies are 

sound and all encounter data elements 

requiring review are examined. 

ǒ Not Met 

 

 

Sampling Procedure 

 

Qualis Health reviewed GCBHOôs sampling procedure and overall sample size to evaluate the BHOôs 

adherence to the contractually required sampling methodology. 

 

GCBHO sampled from Medicaid-funded encounters that occurred from October 1, 2014, through 

September 30, 2015, for its 10 agencies. An overall sample size of 558 encounters was selected from 

117 client charts, exceeding the contract minimum of 411 encounters and 100 unique client charts. The 

data source for the sample was an extract from the BHOôs encounter database. 

 

The sample frame consisted only of clients with three or more encounters. The purpose of excluding 

clients with two or fewer encounters was not immediately clear, given encounter data for frequent clients 
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run as great a risk of being erroneous as those for clients with few encounters. A stratified sample of 

clients was drawn based on the proportion of clients served by each provider and the age and gender 

distribution for each provider, using the counts of unique recipients during the six months prior to the 

sample frame period. The chart sample and, in turn, the encounter sample, were both drawn using a 

Microsoft Access-based audit tool loaded with a pre-programmed SQL sampling script. GCBHOôs EDV 

report did not provide a comparison of the sample mix to the recipient mix. 

 

Opportunities for Improvement 

The data source GCBHO used for its sample was an extract from the BHOôs encounter database. 

¶ The BHO should use data received by the State, after loading them into ProviderOne, to ensure 

that encounter data are received and processed as expected and any errors can be promptly 

detected and corrected. 

 

While GCBHOôs sample size met the DBHR requirement and its random selection program seemed 

reasonable, GCBHO failed to disclose the sample mix in comparison to the age composition of the BHOôs 

recipient population. DBHR requires that the sample be representative of the clients served (in terms of 

the proportion of children and adults) within the contractorôs service area for the 12-month review period 

(OctoberïSeptember). 

¶ GCBHO should display tables in its deliverable to the State showing the proportions of children 

and adult clients sampled to demonstrate that the selected sample was representative of the 

Medicaid population it serves. 

 

 

Review Tools 

 

GCBHO conducted its onsite reviews using an Access database tool to collect results for each reviewed 

encounter and chart. Although GCBHO did not submit its tool for review, staff demonstrated the use of 

the tool for Qualis Health reviewers. 

 

The Access database randomly selects a list of clients and encounters and displays them in an external 

Excel spreadsheet. GCBHO staff then save the Excel spreadsheet and upload it into the database. The 

reviewer can then go through the elements and check a box to record the score. Once onsite, the tool 

prompts the reviewer through a series of screens and provides fields in which to record the reviewerôs 

observation. The tool allows the reviewer only one comment box per encounter in which to create notes 

related to specific findings and observations.  

 

When reviewing the database, it was noted that although GCBHO stated that its staff review whether or 

not the encounter code agrees with the treatment described, there is not a separate field for this element. 

GCBHO staff stated that in order to capture this element, the reviewer would mark ñprocedure code 

incorrectò in the comment box.  

 

All data generated during the reviews were loaded into an Excel-based tool for analysis. In order for 

GCBHO to determine whether a code was a mismatch or the documentation did not match the code 

used, staff would need to review the comment boxes in the spreadsheet and manually calculate the 

results of these two required elements.  

 

Opportunities for Improvement 
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Although GCBHO states that it reviews all of the contractually required data elements, the tool does not 

include the field ñservice code agrees with treatment described.ò  

¶ GCBHO should include all elements required by contract within its review tool.  

 

 

Methodology and Analytic Procedures 

 

Thirty days prior to the scheduled audit, GCBHO sent a letter to agencies detailing the date and nature of 

the audit. One week before the review, BHO reviewers generated a dataset containing client ID and 

encounter numbers and loaded it onto a laptop as encrypted files. It was not clear how many reviewers 

participated in this work or what steps they took to ensure inter-rater reliability. 

 

GCBHO reviewed the following data elements: 

¶ recipient demographics (gender, date of birth, ethnicity, Hispanic origin, language, sexual 

orientation) 

¶ service location 

¶ procedure code  

¶ service unit/duration 

¶ name of provider 

¶ provider type  

¶ date of service 

 

GCBHO also included the data element ñinsufficient note (clinical record not sufficient to adequately 

support the intent of the code).ò It was unclear what this code was equivalent to.  

 

GCBHO scored the encounter data elements using the following categories:  

¶ match 

¶ no match 

o erroneous 

o unsubstantiated 

o insufficient note 

 

GCBHOôs scoring method did not measure the ñno matchðmissingò category required by the DBHR 

contract.  

 

GCBHO calculated the error rates using formulas or the Excel Pivot Table function. To determine the 

match rates, the denominator was calculated by multiplying the total number of data element categories 

by the number of encounters (i.e., 13 data element categories x 558 encounters = 7,254 data elements). 

GCBHO reported an overall match rate of 98.6 percent for its 10 agencies combined, which was above 

the contract requirement of 95 percent. GCBHO presented the EDV results for each data element for 10 

agencies. The overall match rates were above 95 percent for all data elements except ñservice location,ò 

which had a match rate of 92.7 percent. GCBHO noted that the low match rate for ñservice locationò was 

due to vendor programming. The GCBHO EDV resulted in corrective action plans for four agencies. 

 

Opportunity for Improvement 

 

GCBHOôs scoring method did not measure the ñno matchðmissingò category required by the DBHR 

contract.  
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¶ GCBHO should score the encounter data elements and report the error rates according to the 

categories specified in the DBHR contract, as follows: 

o matchðreflects cases in which there are exact matches of all the minimum data 

elements for each randomly selected sample between the subcontractorôs encounters 

and those in the clinical records 

o no matchðreflects cases in which the subcontractorôs encounters do not match the 

clinical records. There are three error types for this category: 

Á erroneousðencounters occurred and are presented by the clinical record but 

contain incorrect data or are missing any of the minimum data elements  

Á missing (i.e., not in encounter record)ðclinical record contains evidence of a 

service but is not represented by the clinical record 

Á unsubstantiated (i.e., not in medical record)ðencounters were submitted by the 

subcontractor that cannot be verified in the clinical record or are duplicated 

 

Qualis Health Encounter Data Validation 
 

Results below reflect each of the EDV activities performed, including electronic data checks of 

demographic and encounter data provided by DBHR, onsite reviews comparing electronic data to data 

included in the clinical record, and a comparison of Qualis Healthôs EDV findings to the internal findings 

reported by the BHO to DBHR for the same encounter date range. 

 

Table E-3: Qualis Health Encounter Data Validation Results 

 

EDV Standard Description EDV Result 

Electronic Data 

Checks  

Full review of encounter data submitted to the 

State indicates no (or minimal) logic problems 

or out-of-range values. 

ǒ Fully Met (pass)  

Onsite Clinical 

Record Review  

State encounter data are substantiated in audit 

of patient charts at individual provider 

locations. Audited fields include demographics 

(name, date of birth, ethnicity and language) 

and encounters (procedure codes, provider 

type, duration of service, service date and 

service location). A passing score is that 95% 

of the encounter data fields in the clinical 

records match. 

ǒ Not Met  

 

 

Electronic Data Checks 

 

Qualis Health analysts reviewed all demographic details and encounters for GCBHO from ProviderOne 

for the October 2014 through September 2015 reporting period, comprising 18,641 patients and 306,432 

encounters. Fields for each encounter were checked for completeness and to determine if the values 

were within expected ranges. Results of the electronic data checks are provided in Table E-4. 

 

Table E-4: Results of Qualis Healthôs Encounter Data Validation  
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Measure State Standard BHO Performance 

Demographic Data 

BHO ID 100% complete, all values in range 100% 

Consumer ID 100% complete 100% 

First Name 100% complete 100% 

Last Name 100% complete 100% 

Date of Birth Optional 100% 

Gender Optional 100% 

Ethnicity/Race 100% complete, all values in range 100% 

Language Preference 100% complete, all values in range 100% 

Social Security Number Optional 73.9% 

Sexual Orientation 100% complete 100% 

Encounter Data 

BHO ID 100% complete, all values in range 100% 

Consumer ID 100% complete, all values in range 100% 

Agency ID 100% complete, all values in range 100% 

Primary Diagnosis 100% complete 100% 

Service Date 100% complete 100% 

Service Location 100% complete, all values in range 100% 

Provider Type 100% complete, all values in range 100% 

Procedure Code 100% complete 99.6% 

Claim Number 100% complete 100% 

Units of Service 100% complete 100% 

 

Nearly all of the data in the electronic data checks were complete. However, 47 percent of individuals had 

sexual orientation coded as ñunknown/not voluntarily given by person.ò  This rate suggests that staff may 

not be asking and recording the question routinely. 

 

Onsite Clinical Record Review Results 

 

Qualis Health reviewed clinical charts for 120 individuals randomly selected from four provider agencies. 

For each individual, Qualis Health reviewed up to five sequential encounters to determine the 

completeness and accuracy of the data submitted to the State. The exact number of encounters and the 

encounter initiating the reviewed sequence were selected using a random number generator in SAS 9.4. 

In all, 434 encounters were reviewed. Qualis Health reviewed encounter data fields required for review in 

the BHO contract with DBHR, including: 

¶ date of service 

¶ name of service provider 

¶ procedure code 

¶ service units/duration 

¶ service location 

¶ provider type  

¶ verification that the service code agrees with the treatment described in the encounter 

documentation  
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Qualis Health reviewed all demographic fields delineated in the CIS Consumer Demographics native 

transaction as described in the most current CIS Data Dictionary, including: 

¶ first name 

¶ last name  

¶ gender  

¶ date of birth 

¶ ethnicity/race 

¶ Hispanic origin 

¶ preferred language  

¶ Social Security Number 

¶ sexual orientation 

 

Results from these reviews are displayed in the following tables. Table E-5, below, shows results of the 

comparison of demographic data included in the clinical record to demographic data extracted from the 

DBHR CIS system.  

 

Table E-5: Demographic Data Validation 

Demographics Data (N=120) 

Field Match No Matchð 

Erroneous 

No Matchð 

Unsubstantiated 

Last Name 100.0% 0.0% 0.0% 

First Name 100.0% 0.0% 0.0% 

SSN 55.0% 27.5% 17.5% 

Date of Birth 98.3% 1.7% 0.0% 

Gender 98.3% 1.7% 0.0% 

Hispanic Origin 87.5% 10.0% 3.3% 

Race/Ethnicity 89.2% 6.7% 4.2% 

Preferred Language 94.2% 1.7% 4.2% 

Sexual Orientation 68.3% 12.5% 19.2% 

 

 

Results of the comparison of encounter data included in the clinical record to encounter data extracted 

from the ProviderOne database are shown in Table E-6.  

 

Table E-6: Encounter Data Validation 

Encounter Data (N=434) 

Field Match No Matchð 

Erroneous 

No Matchð 

Unsubstantiated 

Procedure Code 74.9% 19.6% 5.5% 

Date of Service 97.7% 0.0% 2.3% 

Place of Service 0.2% 96.3% 3.5% 

Provider Type 94.7% 1.4% 3.9% 
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Units of Service 92.2% 3.7% 4.2% 

Clinical Note Matches Procedure 75.6% 20.5% 3.9% 

Author Identified 96.5% 3.5% 0.0% 

 

 

The comparison of the total match rate from the Qualis Health review to the total match rate from the 

GCBHO internal EDV for demographic data is shown in Table E-7. 

 

Table E-7: Comparison of Qualis Health and BHO Demographic Data Validation  

Field Qualis 

Health 

Match 

BHO 

Match 

Difference 

Last Name 100.0% N/A N/A 

First Name 100.0% N/A N/A 

SSN 55.0% N/A N/A 

Date of Birth 98.3% 100.0% -1.7% 

Gender 98.3% 99.8% -1.5% 

Hispanic Origin 87.5% 100.0% -12.5% 

Race/Ethnicity 89.2% 99.5% -10.3% 

Preferred Language 94.2% 95.9% -1.7% 

Sexual Orientation 68.3% 98.2% -29.9% 

 

Results for last name, first name, and SSN validation were not listed in the BHOôs performance report; it 

is unclear whether the BHO validated these values with the chart. However, it is possible that these were 

the identifiers used to sample the data for validation, meaning that none of the values would be missing. 

However, given the low overall Qualis Health match rate for SSN, if the BHO did use SSN in its selection 

criteria, it would be eliminating from contention roughly half of available records for validation. 

 

The comparison of the total match rate from the Qualis Health review to the total match rate from the 

GCBHO internal EDV for encounter data is shown in Table E-8. 

 

Table E-8: Comparison of Qualis Health and BHO Encounter Data Validation Results 

Field Qualis 

Health 

Match 

BHO 

Match 

Difference 

Procedure Code 74.9% 99.64% -24.76% 

Date of Service 97.7% 100.0% -2.30% 

Place of Service 0.2% N/A N/A 

Provider Type 94.7% 98.39% -3.69% 

Units of Service 92.2% 98.03% -5.86% 

Clinical Note Matches Procedure 75.6% 100.0% -24.42% 

Author Identified 96.5% 100.0% -3.46% 
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The BHO did not appear to validate place of service. Additionally, it is somewhat suspect that the BHO 

did not identify a single instance in which the clinical note did not match the procedure code; this 

suggests BHO staff members may need additional training on validation reviews. 

 

Additionally, for several encounter fields, Qualis Health found a substantial level of disagreement between 

encounter data extracted from ProviderOne and data included in the clinical record. This year, Qualis 

Health opted to pull the data differently than in prior reviews. A random selection of clients was selected: 

one random encounter and the subsequent encounters that followed, up to five. This methodology 

allowed Qualis Health to identify duplicates and missing encounters (e.g., encounters not submitted to the 

State that should have been).  

 

Within Qualis Healthôs review, in some cases data elements matched the encounter, but the encounter 

either did not follow the Stateôs SERI or WAC requirements, contained documentation that did not match 

the code that was submitted, or did not reflect a service that should have been submitted. Examples 

include the following: 

¶ all locations submitting to the State as location 11-office, instead of the specific location in which 

the service took place  

¶ non-licensed mental health professionals (MHPs) encountering 9079 instead of H0031 

¶ documentation lacking evidence of the clinical intervention necessary to support a service 

¶ submitting non-encounterable services such as appointment scheduling, rescheduling and 

cancelling;  touring a school; playing games; internal supervision; transportation; sending 

voicemails, emails and text messages 

¶ double encountering (two clinicians providing the same service at the same time for the same 

client) 

¶ submitting T1001-nursing assessment without documented evidence of the service in the clinical 

record 

¶ submitting T1001-nursing assessment for taking vitals prior to evaluation and management 

(E&M) instead of including this time in the E&M duration 

¶ encountering psychotherapy add-ons without sufficient or separately identifiable documentation 

containing evidence that psychotherapy occurred 

¶ lack of documented evidence to support E&M documentation claims (stating that greater than 

50% of the time was spent on counseling and coordination, for example)  

¶ encountering interactive complexity without documentation containing evidence of the necessary 

criteria (maladaptive communication issues) to encounter this code  

¶ submitting H0046-mental health services not otherwise specified for services over the 9-minute 

threshold 

¶ submitting 90837-psychotherapy for services over 68 minutes 

¶ submitting 90837 instead of H0004, as indicated on the clinical note, and vice versa 

¶ submitting a peer code despite documentation that indicated therapy occurred (such as utilizing 

an assessment tool and going over the results) 

¶ lack of documentation to support family therapy  

¶ inappropriately submitting an encounter for an interpreter service (for example, for a service in 

which a therapist conducted the session in Spanish) 

¶ incorrectly bundling services 

¶ submitting encounters prior to intake 

¶ encountering a medication refill in the absence of the client 

¶ submitting outpatient encounters for incarcerated clients  
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¶ inconsistency in the duration recorded in the clinical note and in the State data (example: duration 

for an injection recorded as 1 minute in the clinical note and 5 minutes in the State data) 

¶ submitting H0018 both for bed days without treatment and for crisis stabilization 

¶ submitting inappropriate codes for groups (example: submitting H0038-peer services [not a group 

code] for groups facilitated by peers) 

¶ inconsistencies in peer codes recorded in the clinical note and in the State data (example: 

certified peers recorded in the clinical note but indicated as 14-non credentialed peers in the 

State data) 

 

Opportunities for Improvement 

Qualis Health found some level of disagreement between encounter data extracted from ProviderOne 

and data included in the clinical record. 

¶ When performing its own internal EDV, GCBHO should use the State data submitted to 

ProviderOne. 

¶ GCBHO should work with its BHAs on documentation standards to ensure that clinical 

interventions are being well documented.  

¶ GCBHO should train the BHAs on general clinical documentation standards, and SERI and WAC 

requirements.  

¶ GCBHO should train and perform oversight for its BHAs to improve evaluation and management 

documentation.  
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Wraparound with Intensive Services (WISe)  
 

As part of its external quality review activities for 2016, Qualis Health is conducting the 2016 EQRO 

Focused Study: Review of Childrenôs WISe Implementation, a program of the Washington State 

Department of Social and Health Services Behavioral Health Administration (BHA).  

 

Qualis Health is conducting compliance reviews for all nine of the BHOs on WISe-related grievances and 

appeals; conducting an encounter data validation for WISe services across the five BHOs that have 

already implemented WISe as of the time of this review; and performing clinical record reviews at three 

BHAs identified by the State.  

 

WISe-specific activities scheduled for Greater Columbia BHO consisted of a compliance review of WISe 

grievances and appeals and a review of WISe encounter data. 

 

WISe Grievances and Appeals Review 
 

Qualis Health conducted a review of grievances and appeals for GCBHO; however, the BHO reported it 

had not received or processed any grievances or appeals related to WISe at the time of the review. The 

BHO also stated it did not have a mechanism in place to track any WISe grievances or appeals. 

 

WISe Encounter Data Validation (EDV) 
 

Qualis Health is not presenting results for GCBHOôs WISe encounter data validation at the BHO level 

because the sample size of the BHOôs WISe encounters was too small to be statistically significant. 

Qualis Health will present results of the State-level encounter data validation for WISe services across all 

five of the BHOs in the Annual Technical Report. 
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Appendix A: All Recommendations Requiring Corrective 

Action Plans (CAPs) 
 

 

Compliance with Regulatory and Contractual Standards  
 

Section 1: Enrollee Rights and Protections 

 

Recommendation Requiring CAP 

GCBHO monitors enrollee rights through agency administrative reviews, chart reviews, Quality Review 

Team (QRT) surveys, tracking and reviewing all customer service calls, and review of enrollee 

grievances. However, the BHO has not performed an agency administrative review since 2012.  

1. The BHO needs to resume its administrative reviews and monitoring to ensure the BHAs are in 

compliance with regard to enrollee rights.  

 

Recommendation Requiring CAP 

Although GCBHO includes in its contracts with the BHAs the requirement that the BHAs will not provide 

incentive plans for the utilization of services, the BHO lacks a policy on ensuring the BHO and its BHAs 

are not providing provider incentive plans for utilization of services. 

2. GCBHO needs to develop a policy and procedure ensuring the BHO and its BHAs are not 

providing incentive plans for the utilization of services. 

 

Recommendation Requiring CAP 

Although GCBHO lists the right to be free from seclusion and restraint in its client rights and the contracts 

with the BHAs, GCBHO does not have a written policy and procedure regarding the enrolleeôs right to be 

free from any form of restraint or seclusion used as a means of coercion, discipline, convenience or 

retaliation, as specified in other Federal regulations on the use of restraint and seclusion. 

3. GCBHO needs to develop a policy and procedure regarding the enrolleeôs right to be free from 

any form of restraint or seclusion used as a means of coercion, discipline, convenience or 

retaliation, as specified in other Federal regulations on the use of restraint and seclusion. 

 

Section 2: Grievance System 

 

Recommendation Requiring CAP 

Authorization data from April 2015 through April 2016 were reviewed by the BHO and revealed that 

delays in submitting authorization requests to the BHO had been increasing and that numerous BHAs 

were failing to meet contractual expectations for timeliness. The BHO stated that these delays create an 

extra burden for BHO authorization personnel who work to review and approve requests for services in a 

timely manner. The BHO is implementing a performance improvement project to research the barriers to 

timely submission of authorization requests and implement interventions. 

4. GCBHO needs to follow through on conducting further research into barriers related to timely 

authorization request submissions for the BHAs that have been identified as having challenges 

submitting requests in a timely manner and implement interventions to reduce the delays in 

receiving requests. 

 

Although GCBHOôs consumer services coordinator has conducted trainings for the BHAs covering the 

BHOôs grievance system, appeals process and the State fair hearing process, the grievance log 
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submitted to the State from the BHO for the quarter April 2016ïJune 2016 indicated that only one 

grievance was recorded from all of the BHAs, the Ombuds and the BHO. Interviews with providers 

indicated that not all grievances received from enrollees have been logged as grievances; ñconcernsò that 

were addressed and resolved at the BHA level were not being recorded.  

Recommendation Requiring CAP 

5. GCBHO needs to conduct a thorough study to determine the barriers to proper reporting of 

grievances. 

 

Recommendation Requiring CAP 

6. GCBHO needs to follow up with the BHAs, the Ombuds and its own staff to ensure all 

expressions of dissatisfaction are being recorded and reported.  

 

Recommendation Requiring CAP 

Although GCBHOôs enrollee benefits booklet provides information to the enrollee regarding the grievance 

system, the information can be misleading and is not easily understood. The booklet states that ña 

grievance is a consumerôs request that his/her expression of dissatisfaction with any aspect of care or 

services provided, including, but not limited to, the quality of care or services provided, aspects of 

interpersonal relationships such as rudeness of a provider or employee, failure to respect the Enrolleeôs 

rights (42 CFR 438.400[b]), be formally heard and resolved through the GCBH Grievance Process.ò This 

definition is also included in the BHOôs training materials. Additionally, the section describing the role of 

the Ombuds states the Ombuds is available to assist the enrollee in resolving concerns, and filing a 

grievance or an appeal. It describes the process for resolving concerns as an informal process. 

7. GCBHO needs to correct its definition of a grievance in its benefits booklet and other materials, 

including the section in the booklet that describes grievances as subject to a formal grievance 

process. 

 

Recommendation Requiring CAP 

The BHO has not conducted a formal administrative review of its BHAs, which includes assessing 

compliance with the grievance system, since 2012.  

8. To ensure its BHAs are in compliance with the policies of the grievance system, the BHO needs 

to reinstate its administrative review at all of its contracted BHAs. 

 

Recommendation Requiring CAP 

The BHO does not have a record retention policy and procedure for the proper maintenance of 

grievances. The BHO did state that all grievances at the BHO are stored in a secure site and that only the 

staff who need to know have access to that location.  

9. The BHO needs to develop and implement a record retention policy that describes the proper 

procedures for maintaining grievance records, for the BHO as well as for its BHAs.  

 

Recommendation Requiring CAP 

As stated previously, the BHO has not performed a formal review of its BHAsô grievance system, including 

the proper handling of grievances at the BHAs, since 2012. 

10. The BHO needs to ensure the BHAs have a record retention policy that includes securely 

retaining the records for at least six years, storing the records separately from the clinical records, 

and ensuring that only people who need to know have access to the records. 

 

 

Section 3: Certifications and Program Integrity 
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Recommendation Requiring CAP 

GCBHO did not submit evidence of a documented Code of Ethics/Standards of Conduct, including 

staff/contractor attestation(s), nor did it submit its mechanism to monitor staff/contractor attestation(s) for 

the Code of Ethics/Standards of Conduct. 

11. The BHO needs to develop and put into effect a documented Code of Ethics/Standards of 

Conduct, as well as a mechanism to monitor staff/contractor attestation(s) for the Code of 

Ethics/Standards of Conduct. 

 

Recommendation Requiring CAP 

The BHO did not submit evidence that, per its compliance policy, it annually monitors its 

providers/subcontractors to ensure they have compliance plans and effective compliance programs.   

12. GCBHO needs to monitor annually its providers and subcontractors to ensure they have 

compliance plans and effective compliance programs in place, per the BHOôs compliance policy.  

  

Recommendation Requiring CAP 

GCBHO did not submit evidence that the BHO or its BHAs are performing annual risk assessments.  

13. GCBHO needs to ensure that the BHO and the BHAs are performing annual risk assessments, 

per its compliance policy.  The results should be shared with the BHOôs executive team, 

governing board and appropriate committees. The discussions should include developing action 

plans to regularly monitor risks and vulnerable areas, and seek interventions where appropriate to 

mitigate risks. Additionally, the team should include the results of the annual risk assessment in 

its annual compliance self-evaluation.  

 

Recommendation Requiring CAP 

Although an interview with one BHA indicated it had attended a training on compliance, the BHO did not 

submit evidence of any trainings, who attended the trainings, or if the trainings were effective. 

14. GCBHO needs to develop a method for documenting its annual compliance trainings presented 

to the board of directors, the BHO staff and the BHAsô staff. Documentation should include the 

date of the trainings, who attended the trainings, and evidence of the effectiveness of the 

trainings.   

 

Recommendation Requiring CAP 

GCBHO lacks a record retention policy and procedure that requires the BHO and its BHAs to retain 

records necessary to disclose the extent of services the provider furnishes to beneficiaries, including but 

not limited to records pertaining to credentialing and recredentialing, incident reporting, requests for 

services, authorizations, clinical records, complaints, grievances, appeals, referrals for fraud, waste and 

abuse, and outcomes of fraud, waste and abuse.  

15. GCBHO needs to develop a record retention policy and procedure that requires the BHO and the 

BHAs to retain records necessary to disclose the extent of services the provider furnishes to 

beneficiaries, including but not limited to records pertaining to credentialing and recredentialing, 

incident reporting, requests for services, authorizations, clinical records, complaints, grievances, 

appeals, referrals for fraud, waste and abuse, and outcomes of fraud, waste and abuse.  

 

Recommendation Requiring CAP 

16. GCBHO needs to monitor its BHAs, at least yearly, to ensure the BHAs are complying with the 

record retention policy.  

 

Recommendation Requiring CAP 
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Although suspension of payments is outlined in the provider contracts, the BHO lacks a policy to monitor 

any vendor, provider or subcontractor for suspension of payments in cases of fraud.  

17. GCBHO needs to develop and implement a policy and procedure to monitor the suspension of 

payments in cases of fraud.  

 

Recommendation Requiring CAP 

The BHO lacks a policy to monitor any vendor, provider or subcontractor for civil money penalties and 

assessments.  

18. GCBHO needs to develop and implement a policy and procedure to monitor its vendors, 

providers and subcontractors for civil money penalties and assessments.  

 

 

Performance Improvement Project (PIP) Validation 
 

N/A 

 

Encounter Data Validation (EDV) 
 

N/A 
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Appendix B: Review of Previous-Year Recommendations 

Requiring Corrective Action Plans (CAPs) 
 

As part of the 2016 EQR activities, Qualis Health reviewed the previous two years of recommendations 

BHOs (formerly RSNs) received in areas of compliance with State and Federal regulatory standards, 

performance improvement project validation, and encounter data validation. GCBHOôs recommendations 

and its progress to date implementing the accompanying corrective action plans are presented below. 

 

 

Review Area 2014ï2015 Recommendation BHO Activity Since the Prior 

Year 

Current 

Status 

§438.406(a)ï(b): 

Handling of 

Grievances and 

Appeals  

Although GCBHôs customer 

service representative stated that 

other RSN staff would be available 

to process grievances and appeals 

in her absence, the RSN has no 

written policy to address how the 

RSN will handle grievances and 

appeals in that circumstance.  

 

GCBH should consider developing 

a policy and procedure on how the 

RSN will handle grievances and 

appeals in the absence of the 

customer service representative. 

GCBHO developed a policy and 

has trained the appropriate staff on 

the handling of grievances and 

appeals in the absence of the 

customer service coordinator. 

Resolved 

§438.214 (d): 

Excluded 

Providers 

GCBH has a policy and procedure 

in place that explains how the RSN 

and provider agencies will monitor 

for employees excluded from 

participating in Federal healthcare 

programs but the policy does not 

include provisions for monitoring 

its members on the governing 

board. In reviewing the Office of 

the Inspector General (OIG) 

sample list at the RSN, it was 

revealed that the RSN is not 

monitoring, on a monthly basis, the 

governing board.  

 

GCBH needs to include in its 

policy on excluded providers, 

monitoring the members of the 

Board of Directors. 

 

In 2016, the OIG policy changes 

were vetted through the 

appropriate GCBHO committees, 

and the policy was changed to 

include checks on its governing 

board. 

 

Resolved 



 

 

90 Appendix 

DBHR imposed corrective 

action: Please submit a copy of 

GCBHôs revised policies and 

procedures regarding excluded 

providers that includes monthly 

monitoring of governing board to 

DBHR by close of business March 

21, 2016. 

§438.240 

(a),(b),(d),(e): 

Quality 

Assessment and 

Performance 

Improvement 

Program 

During the external quality review, 

it was noted that the RSN staff 

roles and responsibilities for the 

quality improvement program are 

not clearly defined and do not 

clearly identify who should be 

present to contribute at the various 

committee meetings such as the 

Clinical Directors Committee, the 

Quality Management Oversight 

Committee, the Childrenôs 

Committee and the Management 

Information Systems Committee. 

This has impacted the quality 

management process and the 

development of integrated reports 

used to identify the needs of the 

enrollees. 

 

GCBH needs to address the roles 

and responsibilities of its RSN staff 

related to the quality improvement 

program and clearly define and 

identify who should be present to 

contribute at the various committee 

meetings such as the Clinical 

Directors Committee, the Quality 

Management Oversight 

Committee, the Childrenôs 

Committee and the Management 

Information Systems Committee. 

 

DBHR imposed corrective 

action: Identify the staff (including 

titles), roles and responsibilities for 

your quality improvement program. 

Please also include a list of 

responsible staff for committees 

listed above and submit to DBHR 

by close of business March 21, 

In 2016, GCBHO developed a 

chart listing the various 

committees and identifying the 

GCBHO staff who are involved.  

The chart is included in the 

GCBHO quality management plan. 

 

Resolved 
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2016. 

§438.240 (b),(4): 

Quality 

Assessment and 

Performance 

Improvement 

Program 

Although GCBHôs provider 

agencies are required by GCBHôs 

policy to maintain a quality 

management (QM) process and 

procedure, the RSN does not have 

a process in place to monitor its 

provider agencies to determine if 

the providers are maintaining and 

following a QM process, including 

monitoring and tracking the quality 

and appropriateness of care 

furnished to its enrollees. 

 

GCBH needs to develop a process 

to hold its provider network 

accountable for maintaining and 

following a QM process. 

 

DBHR imposed corrective 

action: Describe GCBHôs process 

for holding its provider network 

accountable for maintaining and 

following a quality management 

process. How will GCBH monitor 

and track the quality and 

appropriateness of care furnished 

to its enrollees? Please submit 

your detailed process to DBHR by 

close of business March 21, 2016. 

Providers have been informed at 

committee meetings that review of 

quality improvement (QI) plans will 

begin sometime following the SUD 

integration. GCBHO developed a 

chart to track the status of 

providers with or without QI plans, 

and to offer assistance to those 

who do not yet have one. GCBHO 

will begin monitoring the agencies 

on the implementation of their 

plans in January 2017. 

 

 

Resolved 

 

 

§438.240 (b),(4): 

Quality 

Assessment and 

Performance 

Improvement 

Program 

Many of GCBHôs policies and 

procedures have not been 

reviewed, revised and updated as 

necessary, or approved for many 

years.  

 

GCBH needs to implement a 

process to review, revise and 

update as necessary and approve 

its policies and procedures at least 

every two years.  

 

DBHR imposed corrective 

action: Please submit a timeline 

for reviewing, revising, and 

updating GCBHôs policies and 

procedures to DBHR by close of 

All of GCBHOôs policies and 

procedures have been reviewed 

and revised to reflect current 

WACs, RCWs, procedures, 

processes and BHO language. All 

of them were scheduled to be 

approved by the committee system 

no later than April 1, 2016. They 

are all scheduled for review on a 

two-year basis. When warranted, 

policies may require change, or 

new policies may be created, on 

an as-needed basis. These 

policies will be managed and 

monitored by the BHOôs quality 

specialist. 

Resolved 
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business Monday March 21, 2016. 

Encounter Data 

Validation (EDV) 

Encounter data did not meet the 

95% standard for compliance. 

 

To ensure encounter data are 

substantiated and in compliance, 

KCRSN needs to 1. Provide 

training on the Service Encounter 

Reporting Instructions: on coding, 

on what is included and excluded 

in each modality and on the 

general encounter reporting 

instructions; 2. Provide training on 

what services can be encountered 

and what services cannot; 3. 

Provide training on who can 

provide services that are 

encountered; 4. Provide training on 

medical necessity to ensure that 

services provided and encountered 

are medically necessary and 

cannot be provided by some other 

means; 5. Provide training on 

standards of documentation; and 

6. Monitor encounters more closely 

to ensure that the encounters 

submitted are accurate and well 

documented. 

DBHR imposed corrective 

action: A corrective action plan 

that addresses the 

recommendations outlined above 

is due to DBHR by close of 

business, Monday March 21, 2016. 

GCBHO has been in the process 

of developing training and 

technical assistance for the 

contracted provider network.  A 

kick-off meeting was held in 

November 2015. Subsequent 

meetings identified focus areas, 

one of which is EDV.  A next 

meeting of the EDV workgroup 

was scheduled to begin work on 

the training and technical 

assistance plan. The EDV training 

and technical assistance will 

encompass the following areas: 

SERI manual to cover general 

reporting, coding of services, and 

inclusions and exclusions of each 

modality; services to be 

encountered; and service provider 

types. Training and technical 

assistance about medical 

necessity will continue to be 

provided through clinical services 

and contract monitors. 

Resolved 
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Appendix C: Follow-up of Previous-Year Information 

Systems Capabilities Assessment (ISCA) 
 

For review year 2015, Qualis Health examined Washington RSNsô information systems and data 

processing and reporting procedures to determine the extent to which they supported the production of 

valid and reliable State performance measures and the capacity to manage care of RSN enrollees. This 

follow-up report presents results of a 2016 review assessing those RSNs/BHOsô activities and progress 

related to 2015 recommendations and opportunities for improvement. 

 

2015 Recommendation/ 

Opportunity for Improvement 

RSN/BHO Activity Since Prior 

Year Review 

Status 

Section A: Information Systems (This section assessed the RSNôs information systems for 

collecting, storing, analyzing and reporting medical, member, practitioner and vendor data.) 

 

Met Criteria N/A N/A 

Section B: Hardware Systems (This section assessed the RSNôs hardware systems and network 

infrastructure.) 

Met Criteria N/A N/A 

Section C: Information Security (This section assessed the security of the RSNôs information 

systems.) 

Met Criteria N/A N/A 

Section D: Medical Services Data (This section assessed the RSNôs ability to capture and report 

accurate medical services data.) 

Met Criteria N/A N/A 

Section E: Enrollment Data (This section assessed the RSNôs ability to capture and report 

accurate Medicaid enrollment data.) 

Met Criteria N/A N/A 

Section F: Practitioner Data (This section assessed the RSNôs ability to capture and report 
accurate practitioner information.) 

Met Criteria N/A N/A  

Section G: Vendor Data (This section assessed the quality and completeness of the vendor data 
captured by the RSN.) 

Met Criteria N/A N/A 

Section H: Meaningful Use of EHR (This section assessed how the RSN and its contracted 
providers use electronic health records. This section was not scored.) 

Met Criteria N/A N/A 
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Appendix D: Acronyms 
 

ADA Americans with Disabilities Act 

BC/DR Business Continuity and Disaster Recovery  

BHA Behavioral Health Agency 

BHO Behavioral Health Organization 

CAP Corrective Action Plan 

CFR Code of Federal Regulations  

CIS Consumer Information Systems 

CMS Centers for Medicare & Medicaid Services 

CPT Current Procedural Terminology  

DBHR   Division of Behavioral Health and Recovery 

DSHS Department of Social and Health Services 

EDI Electronic Data Interchange 

EDV   Encounter Data Validation 

EHR Electronic Health Record 

EQR  External Quality Review 

EQRO External Quality Review Organization 

HCA Health Care Authority 

HCPCS  Healthcare Common Procedural Coding System 

ISCA Information System Capability Assessment 

LEIE List of Excluded Individuals and Entities 

MCO Managed Care Organization  

MFCU Medicaid Fraud Control Unit 

MMIS Medicaid Management Information System  

NOA Notice of Action 

PAHP Prepaid Ambulatory Health Plans 

PCP Primary Care Provider 

PHI Protected Health Information 

PIHP Prepaid Inpatient Health Plan 

PIP   Performance Improvement Project   

QA/PI Quality Assurance and Performance Improvement 

QAPI  Quality Assessment and Performance Improvement 

QRT Quality Review Team 

RTF Residential Treatment Facility 

RSN Regional Support Network 

SAMHSA Substance Abuse and Mental Health Services Administration 

SUD Substance Use Disorder 

WAC Washington Administrative Code 

WISe Wraparound with Intensive Services 
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Appendix E: Regulatory and Contractual Standards 
 

The following is a list of the regulatory standards cited in the Code of Federal Regulations (CFR) that 

BHOs are required to meet, as well as the applicable elements of the BHOsô contract with DBHR. The 

standards are followed by the corresponding scoring criteria Qualis Healthôs review team used to assess 

the BHOsô on their compliance with these standards. The results of that assessment are reflected in the 

compliance chapter of this report. 

 

Enrollee Rights and Protections 
§438.100 Enrollee rights. (a) 

(a) General rule. The State must ensure thatð  

(1) Each MCO and PIHP has written policies regarding the enrollee rights specified in this section; and  

(2) Each MCO, PIHP, PAHP, and PCCM complies with any applicable Federal and State laws that pertain 

to enrollee rights, and ensures that its staff and affiliated providers take those rights into account when 

furnishing services to enrollees. 

 

State Regulation/BHO Agreement Sources 

BHO Program Agreement Sections: 2, 3.3, 3.8, 5.9, 8.7, 10.4 and 11 

WAC 388-877-0600, 388-877-0680, 388-877-0500, 388-865-0246 

 

EQR Scoring Criteria 

¶ The BHO has written policies regarding the enrollee rights that address all State and Federal 

requirements. 

¶ The BHO has a process in place to ensure that it complies with other Federal and State laws 

such as the HIPAA, Civil Rights Act, Age Discrimination Act and Americans with Disabilities Act. 

¶ The BHO has trained its staff and the staff of contracted provider(s) at least yearly on the above 

policies and procedures and can supply documentation on the trainings.  

¶ The BHO monitors that staff and contractors abide by State and Federal rights requirements, 

including implementation and application of enrollee rights, and that those rights are taken into 

account when furnishing rights to enrollees.  

¶ The BHO informs enrollees of their rights yearly and at the time of enrollment.  

¶ The BHO monitors that enrollees receive their rights at least yearly and at the time of enrollment. 

 

§438.100 Enrollee rights. (b) Specific rights; §438.10 Information requirements (a)ï(d) 

b) Specific rightsð  

(1) Basic requirement. The State must ensure that each managed care enrollee is guaranteed the rights 

as specified in paragraphs (b) (2) and (b) (3) of this section.  

(2) An enrollee of an MCO, PIHP, PAHP, or PCCM has the following rights: The right toð  

(i) Receive information in accordance with § 438.10.  

§ 438.10 Information requirements.  

(a) Terminology. As used in this section, the following terms have the indicated meanings:  

Enrollee means a Medicaid beneficiary who is currently enrolled in an MCO, PIHP, PAHP, or PCCM in a 

given managed care program.  

Potential enrollee means a Medicaid beneficiary who is subject to mandatory enrollment or may 

voluntarily elect to enroll in a given managed care program, but is not yet an enrollee of a specific MCO, 

PIHP, PAHP, or PCCM. 

(b) Basic rules.  

file://///endor/cfr/text/42/438.10
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(1) Each State, enrollment broker, MCO, PIHP, PAHP, and PCCM must provide all enrollment notices, 

informational materials, and instructional materials relating to enrollees and potential enrollees in a 

manner and format that may be easily understood.  

(2) The State must have in place a mechanism to help enrollees and potential enrollees understand the 

State's managed care program.  

(3) Each MCO and PIHP must have in place a mechanism to help enrollees and potential enrollees 

understand the requirements and benefits of the plan.  

(c) Language. The State must do the following:  

(1) Establish a methodology for identifying the prevalent non-English languages spoken by enrollees and 

potential enrollees throughout the State. ñPrevalentò means a non-English language spoken by a 

significant number or percentage of potential enrollees and enrollees in the State.  

(2) Make available written information in each prevalent non-English language.  

(3) Require each MCO, PIHP, PAHP, and PCCM to make its written information available in the prevalent 

non-English languages in its particular service area.  

(4) Make oral interpretation services available and require each MCO, PIHP, PAHP, and PCCM to make 

those services available free of charge to each potential enrollee and enrollee. This applies to all non-

English languages, not just those that the State identifies as prevalent.  

(5) Notify enrollees and potential enrollees, and require each MCO, PIHP, PAHP, and PCCM to notify its 

enrolleesð  

(i) That oral interpretation is available for any language and written information is available in prevalent 

languages; and  

(ii) How to access those services.  

(d) Format.  

(1) Written material mustð  

(i) Use easily understood language and format; and  

(ii) Be available in alternative formats and in an appropriate manner that takes into consideration the 

special needs of those who, for example, are visually limited or have limited reading proficiency.  

(2) All enrollees and potential enrollees must be informed that information is available in alternative 

formats and how to access those formats. 

 

State Regulation/BHO Agreement Source(s) 

BHO Program Agreement Sections: 2, 7, 3, 10.4, 10.9, 11 and 12 

WAC 388-877-0680, 388-877-0600, 388-865-0246 

 

EQR Scoring Criteria 

¶ The BHO has policies and procedures to ensure that all enrollees receive written information 

about their rights in accordance with CFR §438.10. 

¶ The BHO ensures that all enrollees receive written information about their rights: 

o in a manner and format that is easily understood 

o in all prevalent non-English languages 

¶ The BHO has implemented a process to assist enrollees with understanding the requirements 

and benefits of the services available to them. 

¶ The BHO provides staff and providers with information on where to refer enrollees who are 

having difficulty understanding materials. 

¶ The BHO has a mechanism in place to identify prevalent non-English languages within its service 

region. 

¶ The BHO ensures that enrollees are informed of the availability of information regarding their 

rights in alternative formats, and how to access those formats. 
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¶ The BHO notifies enrollees that oral interpretation for any non-English language is available to 

enrollees free of charge and provides information on how to access that service. 

¶ The BHO monitors requests for translation and written information in alternative formats. 

 

§438.100 Enrollee rights. (b) Specific rights; §438.10 (f)  

f) General information for all enrollees of MCOs, PIHPs, PAHPs, and PCCMs. Information must be 

furnished to MCO, PIHP, PAHP, and PCCM enrollees as follows:  

(1) The State must notify all enrollees of their disenrollment rights, at a minimum, annually. For States that 

choose to restrict disenrollment for periods of 90 days or more, States must send the notice no less than 

60 days before the start of each enrollment period.  

(2) The State, its contracted representative, or the MCO, PIHP, PAHP, or PCCM must notify all enrollees 

of their right to request and obtain the information listed in paragraph (f)(6) of this section and, if 

applicable, paragraphs (g) and (h) of this section, at least once a year.  

(3) The State, its contracted representative, or the MCO, PIHP, PAHP, or PCCM must furnish to each of 

its enrollees the information specified in paragraph (f) (6) of this section and, if applicable, paragraphs (g) 

and (h) of this section, within a reasonable time after the MCO, PIHP, PAHP, or PCCM receives, from the 

State or its contracted representative, notice of the beneficiaryôs enrollment.  

(4) The State, its contracted representative, or the MCO, PIHP, PAHP, or PCCM must give each enrollee 

written notice of any change (that the State defines as ñsignificantò) in the information specified in 

paragraphs (f) (6) of this section and, if applicable, paragraphs (g) and (h) of this section, at least 30 days 

before the intended effective date of the change.  

(5) The MCO, PIHP, and, when appropriate, the PAHP or PCCM, must make a good faith effort to give 

written notice of termination of a contracted provider, within 15 days after receipt or issuance of the 

termination notice, to each enrollee who received his or her primary care from, or was seen on a regular 

basis by, the terminated provider.  

(6) The State, its contracted representative, or the MCO, PIHP, PAHP, or PCCM must provide the 

following information to all enrollees:  

(i) Names, locations, telephone numbers of, and non-English languages spoken by current contracted 

providers in the enrolleeôs service area, including identification of providers that are not accepting new 

patients. For MCOs, PIHPs, and PAHPs this includes, at a minimum, information on primary care 

physicians, specialists, and hospitals.  

(ii) Any restrictions on the enrolleeôs freedom of choice among network providers.  

(iii) Enrollee rights and protections, as specified in § 438.100.  

(iv) Information on grievance and fair hearing procedures, and for MCO and PIHP enrollees, the 

information specified in § 438.10(g) (1), and for PAHP enrollees, the information specified in § 438.10(h) 

(1).  

(v) The amount, duration, and scope of benefits available under the contract in sufficient detail to ensure 

that enrollees understand the benefits to which they are entitled.  

(vi) Procedures for obtaining benefits, including authorization requirements.  

(vii) The extent to which, and how, enrollees may obtain benefits, including family planning services, from 

out-of-network providers.  

Emergency services 

(viii) The extent to which, and how, after-hours and emergency coverage are provided, including:  

(A) What constitutes emergency medical condition, emergency services, and post stabilization services, 

with reference to the definitions in § 438.114(a).  

(B) The fact that prior authorization is not required for emergency services.  

(C) The process and procedures for obtaining emergency services, including use of the 911-telephone 

system or its local equivalent.  
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(D) The locations of any emergency settings and other locations at which providers and hospitals furnish 

emergency services and poststabilization services covered under the contract.  

(E) The fact that, subject to the provisions of this section, the enrollee has a right to use any hospital or 

other setting for emergency care.  

(ix) The poststabilization care services rules set forth at § 422.113(c) of this chapter.  

Other services 

(x) Policy on referrals for specialty care and for other benefits not furnished by the enrolleeôs primary care 

provider.  

(xi) Cost sharing, if any.  

(xii) How and where to access any benefits that are available under the State plan but are not covered 

under the contract, including any cost sharing, and how transportation is provided. For a counseling or 

referral service that the MCO, PIHP, PAHP, or PCCM does not cover because of moral or religious 

objections, the MCO, PIHP, PAHP, or PCCM need not furnish information on how and where to obtain 

the service. The State must provide information on how and where to obtain the service.  

 

State Regulation/BHO Agreement Source(s) 

BHO Program Agreement Sections: 2, 5, 6.6, 10.4, 10.9, 11, 12, 14.2, 15, 16.3 

WAC 388-877-0300, 388-877-0680, 388-877-0600 

 

EQR Scoring Criteria 

¶ The BHO has a policy and procedure that notifies enrollees at least once a calendar year of their 

right to request and obtain names, locations and telephone numbers for all non-English-

language-speaking network providers currently in the enrolleesô service area, including 

information on specialists. 

¶ The BHO notifies enrollees at least once a calendar year of their right to request and obtain 

names, locations and telephone numbers for all non-English-language-speaking network 

providers currently in the enrolleesô service area, including information on specialists. 

¶ The BHO monitors the notification to enrollees at least once a calendar year of their right to 

request and obtain names, locations and telephone numbers for all non-English-language-

speaking network providers currently in the enrolleesô service area, including information on 

specialists. 

¶ The BHO has a policy and procedure regarding notifying enrollees of any restriction regarding the 

enrolleesô freedom of choice among BHAs. 

¶ The BHO notifies enrollees of any restriction regarding the enrolleesô freedom of choice among 

BHAs. 

¶ The BHO monitors the notification to enrollees regarding any restrictions regarding the enrolleesô 

freedom of choice among BHAs. 

¶ The BHO has a policy and procedure regarding how it furnishes new enrollee information listed in 

paragraph (f)(6) within a reasonable time after notice of the recipientôs enrollment; the BHO gives 

each enrollee written notice of any change that the State defines as ñsignificantò in this 

information at least 30 days before the intended effective date of the change. 

¶ The BHO furnishes to each new enrollee the information listed in paragraph (f)(6) within a 

reasonable time after notice of the recipientôs enrollment; the RSN gives each enrollee written 

notice of any change that the State defines as ñsignificantò in this information at least 30 days 

before the intended effective date of the change. 

¶ The BHO monitors the furnishing of new enrollee information listed in paragraph (f)(6) within a 

reasonable time after notice of the recipientôs enrollment; the BHO gives each enrollee written 

notice of any change that the State defines as ñsignificantò in this information at least 30 days 
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before the intended effective date of the change. 

¶ The BHO provides names, locations and telephone numbers for non-English-language-speaking, 

current contracted providers in the enrolleesô service area. 

¶ The BHO provides information on providers that includes restriction on moral, religious grounds. 

¶ The BHO provides information on the amount, duration and scope of benefits available under the 

contract in sufficient detail to ensure that enrollees understand the benefits to which they are 

entitled. 

¶ The BHO provides information on procedures for obtaining benefits, including authorization 

requirements. 

¶ The BHO provides information on how enrollees may obtain benefits from out-of-network 

providers and the extent to which out-of-network services are covered benefits. 

¶ The BHO provides information that defines ñcrisis servicesò and ñpost-hospitalization follow-up 

services.ò 

¶ The BHO has a policy and procedure regarding emergency services and post-stabilization care 

services.  

¶ The BHO monitors emergency services and post-stabilization care services. 

¶ The BHO ensures there are processes and procedures for obtaining crisis services, including 

access to a 24-hour crisis number and use of the 911 system. 

¶ The BHO provides policies and procedures on specialty care and other benefits not furnished by 

the provider. 

¶ The BHO provides information on how to access any services that are available under the State 

plan but not covered under the contract. 

 

§438.100 Enrollee rights. (b) Specific rights; §438.10 General information requirements. (g)(1),(3) 

(g) Specific information requirements for enrollees of MCOs and PIHPs. In addition to the requirements in 

§ 438.10(f), the State, its contracted representative, or the MCO and PIHP must provide the following 

information to their enrollees:  

(1) Grievance, appeal, and fair hearing procedures and timeframes, as provided in §§ 438.400 through 

438.424, in a State-developed or State-approved description, that must include the following:  

(i) For State fair hearingð  

(A) The right to hearing;  

(B) The method for obtaining a hearing; and  

(C) The rules that govern representation at the hearing.  

(ii) The right to file grievances and appeals.  

(iii) The requirements and timeframes for filing a grievance or appeal.  

(iv) The availability of assistance in the filing process.  

(v) The toll-free numbers that the enrollee can use to file a grievance or an appeal by phone.  

(vi) The fact that, when requested by the enrolleeð  

(A) Benefits will continue if the enrollee files an appeal or a request for State fair hearing within the 

timeframes specified for filing; and  

(B) The enrollee may be required to pay the cost of services furnished while the appeal is pending, if the 

final decision is adverse to the enrollee.  

(vii) Any appeal rights that the State chooses to make available to providers to challenge the failure of the 

organization to cover a service.  

(3) Additional information that is available upon request, including the following:  

(i) Information on the structure and operation of the MCO or PIHP.  

(ii) Physician incentive plans as set forth in § 438.6(h) of this chapter. 
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State Regulation/BHO Agreement Sources 

BHO Program Agreement Sections: 2, 5, 6.7, 7, 10.4, 10.5, 11, 14.4  

WAC 388-877-0680, 388-877-0660, 388-877-0670, 388-877-0675 

 

EQR Scoring Criteria 

¶ The BHO has a policy and procedure regarding the information it provides to enrollees on the 

grievance, appeal and fair hearing procedures and timeframes.  

¶ The BHO provides information to enrollees on the grievance, appeal and fair hearing procedures 

and timeframes. 

¶ The BHO provides a report to DBHR regarding its monitoring and results of grievances, appeals 

and fair hearing requests as required by contract timeframes.  

¶ The BHO provides information on the grievance system, meeting the requirements of the WAC 

and CFR. 

¶ The BHO has a process in place to provide oversight to any function delegated pertaining to 

grievances, appeals and fair hearing requests. 

¶ The BHO has a policy and procedure that ensure there is no operation of physician incentive 

plans. 

¶ The BHO has a mechanism in place to ensure there is no operation of physician incentive plans 

and/or does not delegate services to any plan that operates incentive plans. 

¶ The BHO provides to enrollees, upon request, information on its structure and operation. 

¶ The BHO provides to enrollees, upon request, information regarding any provider or delegated 

provider incentive plans. 

 

§438.100 Enrollee rights. (b) Specific rights. (2)(ii) 

(b) Specific rightsð  

(1) Basic requirement. The State must ensure that each managed care enrollee is guaranteed the rights 

as specified in paragraphs (b) (2) and (b) (3) of this section.  

(2) An enrollee of an MCO, PIHP, PAHP, or PCCM has the following rights: The right toð  

 (ii) Be treated with respect and with due consideration for his or her dignity and privacy.  

 

State Regulation/BHO Agreement Source(s) 

BHO Program Agreement Sections: 2, 3.4, 6.10, 7, 10.4, 10.9, 11, 14.5  

WAC 388-877-0680, 388-877-0600, 388-877-0500 

 

EQR Scoring Criteria 

¶ The BHO has a policy and procedure regarding enrollee rights pertaining to the right to be treated 

with respect, dignity and consideration of privacy.  

¶ The BHO monitors to determine that enrollees are being treated with respect, dignity and 

consideration of privacy.  

¶ The BHO has a statement of enrollee rights pertaining to the right to be treated with respect, 

dignity and consideration of privacy.  

¶ The BHO ensures that staff treat enrollees with respect, dignity and consideration of their privacy. 

¶ The BHO monitors enrollee complaints and grievances on issues related to respect, dignity and 

privacy. 

¶ The BHO has a process to monitor any delegated entity, including provider agencies and 

facilities, regarding treatment of enrollees with respect, dignity and consideration of their privacy. 

¶ The BHO protects all personal information, records and data from unauthorized disclosure in 

accordance with 42 CFR §431.300 through §431.307 and RCWs 70.02, 71.05 and 71.34 and, for 
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individuals receiving substance use disorder treatment services, in accordance with 42 CFR part 

2 and RCW 70.96A.  

¶ The BHO has a process in place to ensure that all components of its provider network and 

system understand and comply with confidentiality requirements for publicly funded behavioral 

health services. Pursuant to 42 CFR §431.301 and §431.302, personal information concerning 

applicants and recipients may be disclosed for purposes directly connected with the 

administration of this agreement. 

 

§438.100 Enrollee rights. (b) Specific rights. (2)(iii) 

(b) Specific rightsð  

(1) Basic requirement. The State must ensure that each managed care enrollee is guaranteed the rights 

as specified in paragraphs (b) (2) and (b) (3) of this section.  

(2) An enrollee of an MCO, PIHP, PAHP, or PCCM has the following rights: The right toð  

(iii) Receive information on available treatment options and alternatives, presented in a manner 

appropriate to the enrollee's condition and ability to understand. (The information requirements for 

services that are not covered under the contract because of moral or religious objections are set forth in § 

438.10(f) (6) (xii).) 

 

State Regulation/BHO Agreement Source(s) 

BHO Program Agreement Sections: 2, 5.11, 11, 12  

WAC 388-877-0680, 388-877-0600 

 

EQR Scoring Criteria 

¶ The BHO has written policies and procedures regarding enrolleesô right to receive information on 

available treatment options and alternatives, presented in a manner appropriate to each 

enrollee's condition and ability to understand. 

¶ The BHO ensures that providers share information on available treatment options and 

alternatives with enrollees in a manner appropriate to each enrolleeôs condition and ability to 

understand. 

¶ The BHO has a mechanism in place to monitor compliance with this provision. 

 

§438.100 Enrollee Rights. (b)(iv) 

(b) Specific rightsð (b)(iv) 

(iv) Participate in decisions regarding his or her health care, including the right to refuse treatment.  

§ 417.436 Advance Directives. 

(d) Advance directives.  

(1) An HMO or CMP must maintain written policies and procedures concerning advance directives, as 

defined in § 489.100 of this chapter, with respect to all adult individuals receiving medical care by or 

through the HMO or CMP and are required to:  

(i) Provide written information to those individuals concerningð  

(A) Their rights under the law of the State in which the organization furnishes services (whether statutory 

or recognized by the courts of the State) to make decisions concerning such medical care, including the 

right to accept or refuse medical or surgical treatment and the right to formulate, at the individual's option, 

advance directives. Providers are permitted to contract with other entities to furnish this information but 

are still legally responsible for ensuring that the requirements of this section are met. Such information 

must reflect changes in State law as soon as possible, but no later than 90 days after the effective date of 

the State law; and  

file://///endor/cfr/text/42/438.10%23f_6_xii
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(B) The HMO's or CMP's written policies respecting the implementation of those rights, including a clear 

and precise statement of limitation if the HMO or CMP cannot implement an advance directive as a matter 

of conscience. At a minimum, this statement should:  

(1) Clarify any differences between institution-wide conscience objections and those that may be raised 

by individual physicians;  

(2) Identify the state legal authority permitting such objection; and  

(3) Describe the range of medical conditions or procedures affected by the conscience objection.  

(ii) Provide the information specified in paragraphs (d) (1) (i) of this section to each enrollee at the time of 

initial enrollment. If an enrollee is incapacitated at the time of initial enrollment and is unable to receive 

information (due to the incapacitating condition or a mental disorder) or articulate whether or not he or 

she has executed an advance directive, the HMO or CMP may give advance directive information to the 

enrollee's family or surrogate in the same manner that it issues other materials about policies and 

procedures to the family of the incapacitated enrollee or to a surrogate or other concerned persons in 

accordance with State law. The HMO or CMP is not relieved of its obligation to provide this information to 

the enrollee once he or she is no longer incapacitated or unable to receive such information. Follow-up 

procedures must be in place to ensure that the information is given to the individual directly at the 

appropriate time.  

(iii) Document in the individual's medical record whether or not the individual has executed an advance 

directive;  

(iv) Not condition the provision of care or otherwise discriminate against an individual based on whether 

or not the individual has executed an advance directive;  

(v) Ensure compliance with requirements of State law (whether statutory or recognized by the courts of 

the State) regarding advance directives;  

(vi) Provide for education of staff concerning its policies and procedures on advance directives; and  

(vii) Provide for community education regarding advance directives that may include material required in 

paragraph (d) (1) (i) (A) of this section, either directly or in concert with other providers or entities. 

Separate community education materials may be developed and used, at the discretion of the HMO or 

CMP. The same written materials are not required for all settings, but the material should define what 

constitutes an advance directive, emphasizing that an advance directive is designed to enhance an 

incapacitated individual's control over medical treatment, and describe applicable State law concerning 

advance directives. An HMO or CMP must be able to document its community education efforts.  

(2) The HMO or CMPð(i) Is not required to provide care that conflicts with an advance directive.  

(ii) Is not required to implement an advance directive if, as a matter of conscience, the HMO or CMP 

cannot implement an advance directive and State law allows any health care provider or any agent of 

such provider to conscientiously object.  

(3) The HMO or CMP must inform individuals that complaints concerning non-compliance with the 

advance directive requirements may be filed with the State survey and certification agency.  

 

State Regulation/BHO Agreement Source(s) 

BHO Program Agreement Sections: 2, 10.4,11 and 12.1 

WAC 388-877-0600, 388-877-0680, 388-877A-0135, 388-877-0620, 388-877-0500 

 

EQR Scoring Criteria 



 

 

103 Appendix 

¶ The BHO provides community education regarding advance directives. 

 

§438.100 Enrollee Rights. (b)(v) 

(b) Specific rightsð(b)(v) 

Be free from any form of restraint or seclusion used as a means of coercion, discipline, convenience or 

retaliation, as specified in other Federal regulations on the use of restraints and seclusion.  

 

State Regulation/BHO Agreement Source(s) 

BHO Program Agreement Sections: 2, 11   

WAC 388-877-0680 

 

EQR Scoring Criteria 

¶ The BHO has a written policy and procedure regarding enrolleesô right to be free from any form of 

restraint or seclusion used as a means of coercion, discipline, convenience or retaliation, as 

specified in other Federal regulations on the use of restraints and seclusion. 

¶ The BHO has a written policy and procedure regarding enrollee participation in decisions 

regarding his or her healthcare, including the right to refuse treatment. 

¶ The BHO ensures contractors comply with its policies and procedures regarding enrolleesô 

participation in healthcare decisions and the right to be free from any form of restraint or 

seclusion. 

¶ The BHO monitors for enrolleesô right to be free from any form of restraint or seclusion used as a 

means of coercion, discipline, convenience or retaliation, as specified in other Federal regulations 

on the use of restraints and seclusion. 

¶ The BHO monitors for enrollee participation in decisions regarding his or her healthcare, including 

the right to refuse treatment. 

 

§438.100 Enrollee Rights. (d) 

(d) Compliance with other Federal and State laws. The State must ensure that each MCO, PIHP, PAHP, 

and PCCM complies with any other applicable Federal and State laws (such as: title VI of the Civil Rights 

Act of 1964 as implemented by regulations at 45 CFR part 80; the Age Discrimination Act of 1975 as 

implemented by regulations at 45 CFR part 91; the Rehabilitation Act of 1973; and titles II and III of the 

Americans with Disabilities Act; and other laws regarding privacy and confidentiality).  

 

State Regulation/BHO Agreement Source(s) 

BHO Program Agreement Sections: 2, 3, 5, 6, 7, 10, 11, 14, 15 

WAC 388-877-0680, 388-877-0600 

 

EQR Scoring Criteria 

¶ The BHO has, in its policies and procedures and contracts with providers, language that states 

¶ The BHO has a documented policy and procedure regarding medical advance directives and 

mental health advance directives. 

¶ The BHO monitors its provider agencies to ensure the clinical records include verification that 

enrollees have been informed of medical advance directives and mental health advance 

directives. 

¶ The BHO has a documented training for enrollees and staff regarding medical advance directives 

and mental health advance directives. 

¶ The BHO has a process for informing enrollees and/or their families or surrogates of where to file 

complaints concerning non-compliance with directives. 
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compliance with any other applicable Federal and State laws (such as title VI of the Civil Rights 

Act of 1964 as implemented by regulations at 45 CFR part 80; the Age Discrimination Act of 1975 

as implemented by regulations at 45 CFR part 91; the Rehabilitation Act of 1973; and titles II and 

III of the Americans with Disabilities Act; and other laws regarding privacy and confidentiality). 

The BHO complies with applicable provisions of the Health Insurance Portability and 

Accountability Act (HIPAA) of 1996, codified in 42 USC §1320(d) et.seq. and 45 CFR parts 160, 

162 and 164. 

¶ The BHO has documented monitoring tools and results to ensure compliance with all Federal and 

State laws on enrollee rights. 

¶ The BHO takes appropriate action if a breach of confidential information occurs. 

 

Grievance System 
§438.228 Grievance systems. (a),(b) 

a) The grievance system. Each MCO and PIHP must have a system in place for enrollees that includes a 

grievance process, an appeal process, and access to the State's fair hearing system.  

(b) Filing requirementsð  

(1) Authority to file.  

(i) An enrollee may file a grievance and an MCO or PIHP-level appeal, and may request a State fair 

hearing.  

(ii) A provider, acting on behalf of the enrollee and with the enrollee's written consent, may file an appeal. 

A provider may file a grievance or request a State fair hearing on behalf of an enrollee, if the State 

permits the provider to act as the enrollee's authorized representative in doing so.  

(2) Timing. The State specifies a reasonable timeframe that may be no less than 20 days and not to 

exceed 90 days from the date on the MCO's or PIHP's notice of action. Within that timeframeð  

(i) The enrollee or the provider may file an appeal; and  

(ii) In a State that does not require exhaustion of MCO and PIHP level appeals, the enrollee may request 

a State fair hearing.  

(3) Procedures.  

(i) The enrollee may file a grievance either orally or in writing and, as determined by the State, either with 

the State or with the MCO or the PIHP.  

(ii) The enrollee or the provider may file an appeal either orally or in writing, and unless he or she 

requests expedited resolution, must follow an oral filing with a written, signed, appeal.  

 

State Regulation/BHO Agreement Source(s) 

BHO Program Agreement Sections: 2, 5.13, 5.14, 6.9, 7, 8.7, 9.6, 10.4, 10.9, 11.6, 11.9, 15.5  

WAC 388-877-0660, 388-865-0262, 388-877-0100, 388-877-0200, 388-877-0680, 388-877-0600, 388-

877-0654, 388-877-0655, 388-877-0665, 388-877-0675 

 

EQR Scoring Criteria 

¶ The BHO demonstrates it has a system in place for enrollees that include a grievance process, 

an appeal process and access to the State's fair hearing system. 

¶ The BHO provides training to staff and any delegated entity regarding the grievance system, 

including training for the grievance process, the appeal process and enrolleesô access to the 

State's fair hearing system. 

¶ The BHO staff is knowledgeable about the BHOôs grievance system, including the grievance 

process, appeal process and access to the Stateôs fair hearing system. 

¶ The BHO has a mechanism in place for tracking the training of staff and delegated entities. 

¶ The BHO has implemented a process for an enrollee to file a grievance or appeal. 
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¶ The BHO has procedures in place to monitor the grievance system. 

¶ The BHO tracks the grievance system process, including delegation of grievances. 

¶ The BHO has a process in place to provide notice of action and notice of timeliness. 

¶ The BHO monitors the enrollee notification (notice of action). 

¶ The BHO tracks the enrollee notification process, including delegation of notice of action. 

¶ The BHO has documented policies and procedures regarding the grievance system, including 

policies and procedures on the following: 

o informing enrollees or their representative(s) of their rights regarding grievances and 

appeals 

o the procedure for an enrollee to file a grievance or appeal, including whether the filing 

may be oral or in writing 

o who may file a grievance or appeal on an enrolleeôs behalf 

o the timing for an enrollee to file an appeal or request a State fair hearing 

 

§438.404 Notice of action.  

(a) Language and format requirements. The notice must be in writing and must meet the language and 

format requirements of § 438.10(c) and (d) to ensure ease of understanding.  

§ 438.10 (c)(d) Information requirements 

(c) Language. The State must do the following:  

(1) Establish a methodology for identifying the prevalent non-English languages spoken by enrollees and 

potential enrollees throughout the State. ñPrevalentò means a non-English language spoken by a 

significant number or percentage of potential enrollees and enrollees in the State.  

(2) Make available written information in each prevalent non-English language.  

(3) Require each MCO, PIHP, PAHP, and PCCM to make its written information available in the prevalent 

non-English languages in its particular service area.  

(4) Make oral interpretation services available and require each MCO, PIHP, PAHP, and PCCM to make 

those services available free of charge to each potential enrollee and enrollee. This applies to all non-

English languages, not just those that the State identifies as prevalent.  

(5) Notify enrollees and potential enrollees, and require each MCO, PIHP, PAHP, and PCCM to notify its 

enrolleesð  

(i) That oral interpretation is available for any language and written information is available in prevalent 

languages; and  

(ii) How to access those services.  

(d) Format.  

(1) Written material mustð  

(i) Use easily understood language and format; and  

(ii) Be available in alternative formats and in an appropriate manner that takes into consideration the 

special needs of those who, for example, are visually limited or have limited reading proficiency.  

(2) All enrollees and potential enrollees must be informed that information is available in alternative 

formats and how to access those formats.  

 

State Regulation/BHO Agreement Source(s) 

BHO Program Agreement Sections: 2, 6.9, 7 

WAC 388-877-0600, 388-877-0665, 388-877-0680   

 

EQR Scoring Criteria 

¶ The BHO has a methodology for identifying the prevalent non-English languages spoken by 

enrollees and potential enrollees throughout its service region. 
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¶ The BHO makes the written notice of action available in the prevalent non-English language 

spoken by enrollees. 

¶ The BHO makes oral interpretation of the notice of action available to all non-English-speaking 

enrollees at no charge to the enrollee. 

¶ The BHO has a process to notify enrollees and potential enrollees that oral interpretation is 

available for any language and written information is available in prevalent languages, and to 

provide information on how to access those services.  

¶ The BHO makes written material available in an easily understood language and format. 

¶ The BHO ensures that all enrollees and potential enrollees are informed that information is 

available in alternative formats and are provided with information on how to access those formats. 

¶ The BHO makes available alternative formats for individuals who are blind. 

 

§438.404 Notice of action. (b) Content of notice. 

b) Content of notice. The notice must explain the following:  

(1) The action the MCO or PIHP or its contractor has taken or intends to take.  

(2) The reasons for the action.  

(3) The enrollee's or the provider's right to file an MCO or PIHP appeal.  

(4) If the State does not require the enrollee to exhaust the MCO or PIHP level appeal procedures, the 

enrollee's right to request a State fair hearing.  

(5) The procedures for exercising the rights specified in this paragraph.  

(6) The circumstances under which expedited resolution is available and how to request it.  

(7) The enrollee's right to have benefits continues pending resolution of the appeal, how to request that 

benefits be continued, and the circumstances under which the enrollee may be required to pay the costs 

of these services. 

 

State Regulation/BHO Agreement Source(s) 

BHO Program Agreement Sections: 2, 6.9, 7, 8.7, 10.4, 15.5   

WAC 388-877-9660, 388-877-0655, 388-877-0665 

 
EQR Scoring Criteria 

¶ The BHO has a policy and procedure and a NOA template that addresses the following elements: 

o The notice from the BHO or its contractor explains the action it has taken or intends to take. 

o The notice from the BHO or its contractor explains the reasons for the action. 

o The notice from the BHO or its contractor explains the enrollee's or the provider's right to file a 

BHO appeal. 

o The notice from the BHO or its contractor explains the enrolleeôs right to request a State fair 

hearing. 

o The notice from the BHO or its contractor explains the procedures for exercising the right to file 

an appeal or request a State fair hearing. 

o The notice from the BHO or its contractor explains the circumstances under which expedited 

resolution is available and how to request it. 

o The notice from the BHO or its contractor explains the enrollee's right to have benefits continue 

pending resolution of the appeal, how to request that benefits be continued, and the 

circumstances under which the enrollee may be required to pay the costs of these services. 

§438.404 Notice of action. (c) Timing of notice. 

(c) Timing of notice. The MCO or PIHP must mail the notice within the following timeframes:  

(1) For termination, suspension, or reduction of previously authorized Medicaid-covered services, within 

the timeframes specified in §§ 431.211, 431.213, and 431.214 of this chapter.  



 

 

107 Appendix 

(2) For denial of payment, at the time of any action affecting the claim.  

(3) For standard service authorization decisions that deny or limit services, within the timeframe specified 

in § 438.210(d) (1).  

(4) If the MCO or PIHP extends the timeframe in accordance with § 438.210(d)(1), it mustð  

(i) Give the enrollee written notice of the reason for the decision to extend the timeframe and inform the 

enrollee of the right to file a grievance if he or she disagrees with that decision; and  

(ii) Issue and carry out its determination as expeditiously as the enrollee's health condition requires and 

no later than the date the extension expires.  

(5) For service authorization decisions not reached within the timeframes specified in § 438.210(d) (which 

constitutes a denial and is thus an adverse action), on the date that the timeframes expire.  

(6) For expedited service authorization decisions, within the timeframes specified in § 438.210(d).  

§ 431.211 Advance notice.  

The State or local agency must mail a notice at least 10 days before the date of action, except as 

permitted under §§ 431.213 and 431.214 of this subpart. 

§ 431.213 Exceptions from advance notice.  

The agency may mail a notice not later than the date of action ifð  

(a) The agency has factual information confirming the death of a beneficiary;  

(b) The agency receives a clear written statement signed by a beneficiary thatð  

(1) He no longer wishes services; or  

(2) Gives information that requires termination or reduction of services and indicates that he understands 

that this must be the result of supplying that information;  

(c) The beneficiary has been admitted to an institution where he is ineligible under the plan for further 

services;  

(d) The beneficiary's whereabouts are unknown and the post office returns agency mail directed to him 

indicating no forwarding address (See § 431.231 (d) of this subpart for procedure if the beneficiary's 

whereabouts become known);  

(e) The agency establishes the fact that the beneficiary has been accepted for Medicaid services by 

another local jurisdiction, State, territory, or commonwealth;  

(f) A change in the level of medical care is prescribed by the beneficiary's physician;  

(g) The notice involves an adverse determination made with regard to the preadmission screening 

requirements of section 1919(e)(7) of the Act; or  

(h) The date of action will occur in less than 10 days, in accordance with § 483.12(a) (5) (ii), which 

provides exceptions to the 30 daysô notice requirements of § 483.12(a)(5)(i).  

§ 431.214 Notice in cases of probable fraud.  

The agency may shorten the period of advance notice to 5 days before the date of action ifð  

(a) The agency has facts indicating that action should be taken because of probable fraud by the 

beneficiary; and  

(b) The facts have been verified, if possible, through secondary sources. 

 
State Regulation/BHO Agreement Source(s) 

BHO Program Agreement Sections:2, 6.9, 7 

WAC 388-877-0660, 388-877-0655, 388-877-0665, 388-877-0680 

 

EQR Scoring Criteria 

¶ The BHO has written policies and procedures defining the timing for mailing notices for the 

following: 

o  termination, suspension or reduction of previously authorized Medicaid-covered 

services 
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o denial of payment, at the time of action affecting the claim 

o standard decisions that deny or limit requested services 

¶ The BHO has a documented policy and procedure defining exceptions to advance notice 

requirements. 

¶ The BHO ensures the notice of action is mailed at least 10 days before the date of action, unless 

an exception is permitted. 

¶ The BHO has a policy and procedure for expedited authorization decisions. 

¶ The BHO has a policy and procedure in place for shortening the period of advance notice to five 

days before the date of action if (a) the agency has facts indicating that action should be taken 

because of probable fraud by the beneficiary and (b) the facts have been verified, if possible, 

through secondary sources. 

 

§438.406 Handling of grievances and appeals. 

a) General requirements. In handling grievances and appeals, each MCO and each PIHP must meet the 

following requirements:  

(1) Give enrollees any reasonable assistance in completing forms and taking other procedural steps. This 

includes, but is not limited to, providing interpreter services and toll-free numbers that have adequate 

TTY/TTD and interpreter capability.  

(2) Acknowledge receipt of each grievance and appeal.  

(3) Ensure that the individuals who make decisions on grievances and appeals are individualsð  

(i) Who were not involved in any previous level of review or decision-making; and  

(ii) Who, if deciding any of the following, are health care professionals who have the appropriate clinical 

expertise, as determined by the State, in treating the enrollee's condition or disease. 

(A) An appeal of a denial that is based on lack of medical necessity.  

(B) A grievance regarding denial of expedited resolution of an appeal.  

(C) A grievance or appeal that involves clinical issues.  

(b) Special requirements for appeals. The process for appeals must:  

(1) Provide that oral inquiries seeking to appeal an action are treated as appeals (to establish the earliest 

possible filing date for the appeal) and must be confirmed in writing, unless the enrollee or the provider 

requests expedited resolution.  

(2) Provide the enrollee a reasonable opportunity to present evidence, and allegations of fact or law, in 

person as well as in writing. (The MCO or PIHP must inform the enrollee of the limited time available for 

this in the case of expedited resolution.)  

(3) Provide the enrollee and his or her representative opportunity, before and during the appeals process, 

to examine the enrollee's case file, including medical records, and any other documents and records 

considered during the appeals process.  

(4) Include, as parties to the appealð  

(i) The enrollee and his or her representative; or  

(ii) The legal representative of a deceased enrollee's estate.  

 

State Regulation/BHO Agreement Source(s) 

BHO Program Agreement Sections: 2, 5.13, 5.14, 7, 9.6, 10,11.6, 11.9,15.5  

WAC 388-877-0654, 388-877-0655, 388-877-0660, 388-877-0670, 388-877-0680 

 

EQR Scoring Criteria 

¶ The BHO is able to describe how it assists enrollees in completing forms and taking other 

procedural steps to file a grievance or appeal. 

¶ The BHO acknowledges the receipt of grievances and appeals received orally and in writing, in 
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compliance with State and Federal guidelines. 

¶ The BHO ensures that individuals who make decisions on grievances and appeals: 

o have not been involved  in any previous level of review or decision-making 

o have appropriate clinical expertise in treating the enrolleeôs condition 

¶ The BHO is able to describe an example where there was a denial and another individual 

reviewed the appeal. 

¶ The BHO provides enrollees with a reasonable opportunity to present evidence, and allegations 

of fact or law, in person as well as in writing when submitting an appeal. 

¶ The BHO provides enrollees with the opportunity to examine their case file, including medical 

records and any other documents and records considered during the appeal process. 

 

§438.408 Resolution and notification: Grievances and appeals. 

a) Basic rule. The MCO or PIHP must dispose of each grievance and resolve each appeal, and provide 

notice, as expeditiously as the enrollee's health condition requires, within State-established timeframes 

that may not exceed the timeframes specified in this section.  

(b) Specific timeframesð  

(1) Standard disposition of grievances. For standard disposition of a grievance and notice to the affected 

parties, the timeframe is established by the State but may not exceed 90 days from the day the MCO or 

PIHP receives the grievance.  

(2) Standard resolution of appeals. For standard resolution of an appeal and notice to the affected parties, 

the State must establish a timeframe that is no longer than 45 days from the day the MCO or PIHP 

receives the appeal. This timeframe may be extended under paragraph (c) of this section.  

(3) Expedited resolution of appeals. For expedited resolution of an appeal and notice to affected parties, 

the State must establish a timeframe that is no longer than 3 working days after the MCO or PIHP 

receives the appeal. This timeframe may be extended under paragraph (c) of this section.  

(c) Extension of timeframesð  

(1) The MCO or PIHP may extend the timeframes from paragraph (b) of this section by up to 14 calendar 

days ifð  

(i) The enrollee requests the extension; or  

(ii) The MCO or PIHP shows (to the satisfaction of the State agency, upon its request) that there is need 

for additional information and how the delay is in the enrollee's interest.  

(2) Requirements following extension. If the MCO or PIHP extends the timeframes, it mustðfor any 

extension not requested by the enrollee, give the enrollee written notice of the reason for the delay.  

 

State Regulation/BHO Agreement Source(s) 

BHO Program Agreement Sections: 2, 5.13, 5.14, 6.9, 7, 9.6, 10.4, 10.9, 11.6 11.9, 15.5  

WAC 388-877-0654, 388-877-0655, 388-877-0660,  388-877-0670, 388-877-0680 

 

EQR Scoring Criteria 

¶ The BHO has a process in place to monitor the disposition of grievances and resolution of 

appeals to ensure compliance with timeliness requirements 

¶ The BHO has a process in place to acknowledge receipt of a grievance in 5 calendar days. 

¶ The BHO has a process in place to respond to a NOA within 14 calendar days. 

¶ The BHO ensures the standard disposition of a grievance and notice to the affected parties does 

not exceed 90 calendar days from the day the BHO receives the grievance. 

¶ The BHO ensures the resolution of an appeal and notice to the affected parties does not exceed 

45 calendar days from the day the BHO receives the appeal. 
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¶ The BHO is able to describe the expedited resolution of appeals process and timelines. For 

expedited resolution of an appeal and notice to affected parties, the State has established a 

timeframe that is no longer than two calendar days after the BHO receives the appeal. 

¶ The BHO has a process in place to monitor the disposition of resolution of appeals to ensure 

compliance with timeliness requirements. 

 

§438.408 Resolution and notification: Grievances and appeals. 

d) Format of noticeð  

(1) Grievances. The State must establish the method MCOs and PIHPs will use to notify an enrollee of 

the disposition of a grievance.  

(2) Appeals.  

(i) For all appeals, the MCO or PIHP must provide written notice of disposition.  

(ii) For notice of an expedited resolution, the MCO or PIHP must also make reasonable efforts to provide 

oral notice.  

(e) Content of notice of appeal resolution. The written notice of the resolution must include the following:  

(1) The results of the resolution process and the date it was completed.  

(2) For appeals not resolved wholly in favor of the enrolleesð  

(i) The right to request a State fair hearing, and how to do so;  

(ii) The right to request to receive benefits while the hearing is pending, and how to make the request; 

and  

(iii) That the enrollee may be held liable for the cost of those benefits if the hearing decision upholds the 

MCO's or PIHP's action.  

 

State Regulation/BHO Agreement Source(s) 

BHO Program Agreement Sections: 2, 5.13, 5.14, 6.9, 7, 9.6, 10.4, 10.9, 11.6, 11.9  

WAC 388-877-0670, 388-877-0660, 388-877-0655, 388-877-0665 

 

EQR Scoring Criteria 

¶ The format used by the BHO for the written disposition of grievances and resolution of appeals 

meets criteria established by the State. 

¶ The BHO makes reasonable efforts to provide oral notice to enrollees for an expedited resolution 

of an appeal. 

¶ The BHOôs written notice of appeal resolution meets all content criteria established by the State. 

 

§438.408 Resolution and notification. Grievances and appeals. 

(f) Requirements for State fair hearingsð  

(1) Availability. The State must permit the enrollee to request a State fair hearing within a reasonable time 

period specified by the State, but not less than 20 or in excess of 90 days from whichever of the following 

dates appliesð  

(i) If the State requires exhaustion of the MCO or PIHP level appeal procedures, from the date of the 

MCO's or PIHP's notice of resolution; or  

(ii) If the State does not require exhaustion of the MCO or PIHP level appeal procedures and the enrollee 

appeals directly to the State for a fair hearing, from the date on the MCO's or PIHP's notice of action.  

(2) Parties. The parties to the State fair hear include the MCO or PIHP as well as the enrollee and his or 

her representative or the representative of a deceased enrollee's estate.  

 

State Regulation/BHO Agreement Source(s) 

BHO Program Agreement Sections: 2, 5.14, 7 
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WAC 388-877-0600, 388-877-0675, 388-877-0680 

 

EQR Scoring Criteria 

¶ The BHO has a policy and procedure related to fair hearings and a process to monitor 

compliance with standards. 

 

§438.410 Expedited resolution of appeals.  

a) General rule. Each MCO and PIHP must establish and maintain an expedited review process for 

appeals, when the MCO or PIHP determines (for a request from the enrollee) or the provider indicates (in 

making the request on the enrollee's behalf or supporting the enrollee's request) that taking the time for a 

standard resolution could seriously jeopardize the enrollee's life or health or ability to attain, maintain, or 

regain maximum function.  

(b) Punitive action. The MCO or PIHP must ensure that punitive action is neither taken against a provider 

who requests an expedited resolution or supports an enrollee's appeal.  

(c) Action following denial of a request for expedited resolution. If the MCO or PIHP denies a request for 

expedited resolution of an appeal, it mustð  

(1) Transfer the appeal to the timeframe for standard resolution in accordance with § 438.408(b)(2);  

(2) Make reasonable efforts to give the enrollee prompt oral notice of the denial, and follow up within two 

calendar days with a written notice.  

 

State Regulation/BHO Agreement Source(s) 

BHO Program Agreement Sections: 2.40, 7  

WAC 388-877-0660, 388-877-0670, 388-877-0680 

 
EQR Scoring Criteria 

¶ The BHO has established and maintains an expedited review process for appeals. 

¶ The BHO has a policy and procedure in place that ensures no punitive action is taken against a 

provider who requests an expedited resolution or supports an enrollee's appeal. 

¶ Following the denial of a request for an expedited resolution, the BHO transfers the appeal to the 

standard timeframe, makes reasonable efforts to give the enrollee prompt oral notice of the 

denial, and follows up within two calendar days with a written notice. 

 

§438.414 Information about the grievance system to providers and subcontractors. 

The MCO or PIHP must provide the information specified at § 438.10(g)(1) about the grievance system to 

all providers and subcontractors at the time they enter into a contract. 

§ 438.10(g)(1) 

(g) Specific information requirements for enrollees of MCOs and PIHPs. In addition to the requirements in 

§ 438.10(f),the State, its contracted representative, or the MCO and PIHP must provide the following 

information to their enrollees: (1) Grievance, appeal, and fair hearing procedures and timeframes, as 

provided in §§ 438.400 through 438.424, in a State-developed or State-approved description, that must 

include the following: (i) For State fair hearingð  

(A) The right to hearing; 

(B) The method for obtaining a hearing; 

and 

(C) The rules that govern representation at the hearing. 

(ii) The right to file grievances and appeals. 

(iii) The requirements and timeframes for filing a grievance or appeal. 

(iv) The availability of assistance in the filing process. 
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(v) The toll-free numbers that the enrollee can use to file a grievance or an appeal by phone. 

(vi) The fact that, when requested by the enrolleeð 

(A) Benefits will continue if the enrollee files an appeal or a request for State fair hearing within the 

timeframes specified for filing; and 

(B) The enrollee may be required to pay the cost of services furnished while the appeal is pending, if the 

final decision is adverse to the enrollee. 

(vii) Any appeal rights that the State chooses to make available to providers to challenge the failure of the 

organization to cover a service. 

 

State Regulation/BHO Agreement Source(s) 

BHO Program Agreement Sections: 2, 5.13, 5.14, 6.9, 7, 9.6, 10.4, 10, 11.6, 11.9, 16.5   

WAC 388-877-0600, 388-877-0675, 388-877-0680 

 

EQR Scoring Criteria 

¶ The BHO provides information about the grievance system, including appeal procedures and 

timeframes, to all providers and subcontractors at the time they enter into a contract. 

¶ The BHO provides enrollees with information about grievance, appeal and fair hearing 

procedures and timeframes, including: 

o the right to a State fair hearing, the method for requesting a hearing and the rules 

governing representation at a hearing 

o the right to file grievances and appeals 

o the requirements and timeframes for filing a grievance or appeal 

o the availability of assistance in the filing process 

o the toll-free number(s) an enrollee can use to file a grievance or appeal by phone 

o continuation of benefits upon filing an appeal or requesting a State fair hearing 

The BHO has a process in place to monitor contracted providers and subcontractors on the 

grievance system for compliance with standards and takes corrective action to address identified 

deficiencies. 

 
§438.416 Recordkeeping and reporting requirements. 

The State must require MCOs and PIHPs to maintain records of grievances and appeals and must review 

the information as part of the State quality strategy. 

 

State Regulation/BHO Agreement Source(s) 

BHO Program Agreement Sections: 2, 7, 9 

WAC 388-877-0660, 388-877-0680 

 
EQR Scoring Criteria 

¶ The BHO and the delegated entity have a records retention policy and procedure that includes 

retention of records related to grievances and appeals. 

¶ The BHO maintains records of grievances and appeals, including their resolution, and reviews the 

information as part of its quality strategy. 

¶ The BHO ensures that the delegated entities have a records retention policy for grievances, 

including their resolution, and that the records are kept separately from clinical records.  

¶ The BHO ensures that grievances are stored on EMR systems and/or paper records and that 

access is limited to need to know only. 
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§438.420 Continuation of benefits while the MCO or PIHP appeal and the State fair hearing are 

pending. 

a) Terminology. As used in this section, ñtimelyò filing means filing on or before the later of the following:  

(1) Within ten days of the MCO or PIHP mailing the notice of action.  

(2) The intended effective date of the MCO's or PIHP's proposed action.  

(b) Continuation of benefits. The MCO or PIHP must continue the enrollee's benefits ifð  

(1) The enrollee or the provider files the appeal timely;  

(2) The appeal involves the termination, suspension, or reduction of a previously authorized course of 

treatment;  

(3) The services were ordered by an authorized provider;  

(4) The original period covered by the original authorization has not expired; and  

(5) The enrollee requests extension of benefits.  

(c) Duration of continued or reinstated benefits. If, at the enrollee's request, the MCO or PIHP continues 

or reinstates the enrollee's benefits while the appeal is pending, the benefits must be continued until one 

of following occurs:  

(1) The enrollee withdraws the appeal.  

(2) Ten days pass after the MCO or PIHP mails the notice, providing the resolution of the appeal against 

the enrollee, unless the enrollee, within the 10-day timeframe, has requested a State fair hearing with 

continuation of benefits until a State fair hearing decision is reached.  

(3) A State fair hearing Office issues a hearing decision adverse to the enrollee.  

(4) The time period or service limits of a previously authorized service has been met.  

(d) Enrollee responsibility for services furnished while the appeal is pending. If the final resolution of the 

appeal is adverse to the enrollee, that is, upholds the MCO's or PIHP's action, the MCO or PIHP may 

recover the cost of the services furnished to the enrollee while the appeal is pending, to the extent that 

they were furnished solely because of the requirements of this section, and in accordance with the policy 

set forth in § 431.230(b) of this chapter. 

 

State Regulation/BHO Agreement Source(s) 

BHO Program Agreement Sections: 2, 5.14, 6, 7, 9.6, 10.4 

WAC 388-877-0660, 388-877-0670, 388-877-0680 

 
EQR Scoring Criteria 

¶ The BHO has a documented policy and procedure regarding the continuation and/or 

reinstatement of an enrolleeôs benefits upon filing an appeal. 

¶ The BHO notifies enrollees of the process to continue benefits while an appeal or State fair 

hearing is pending. 

¶ The BHO notifies enrollees of their financial responsibility for services received while an appeal is 

pending in the event the final resolution of the appeal is adverse to the enrollee. 

¶ The BHO has a process in place to monitor all appeals and requests for State fair hearings. 

 

§438.424 Effectuation of reversed appeal resolutions. 

a) Services not furnished while the appeal is pending. If the MCO or PIHP, or the State fair hearing officer 

reverses a decision to deny, limit, or delay services that were not furnished while the appeal was pending, 

the MCO or PIHP must authorize or provide the disputed services promptly, and as expeditiously as the 

enrollee's health condition requires.  

(b) Services furnished while the appeal is pending. If the MCO or PIHP, or the State fair hearing officer 

reverses a decision to deny authorization of services, and the enrollee received the disputed services 

while the appeal was pending, the MCO or the PIHP or the State must pay for those services, in 



 

 

114 Appendix 

accordance with State policy and regulations. 

 
State Regulation/BHO Agreement Source(s) 

BHO Program Agreement Sections: 2, 7, 8.7, 10.4, 15.5  

WAC 388-877-0660, 388-877-0670, 388-877-0680 

 
EQR Scoring Criteria 

¶ The BHO has a process in place to authorize and expeditiously provide previously denied 

services if the decision is reversed by a State fair hearing officer. 

¶ The BHO has a process in place to provide payment for previously denied services that were 

received by the enrollee while an appeal was pending. 

 

Certifications and Program Integrity  
§438.600 Statutory basis. 

This subpart is based on sections 1902(a)(4), 1902(a)(19), 1903(m), and 1932(d)(1) of the Act. 

(b) Section 1902(a)(19) requires that the State plan provide the safeguards necessary to ensure that 

eligibility is determined and services are provided in a manner consistent with simplicity of administration 

and the best interests of the recipients. 

(d) Section 1932(d)(1) prohibits MCOs and PCCMs from knowingly having certain types of relationships 

with individuals excluded under Federal regulations from participating in specified activities, or with 

affiliates of those individuals. 
 

State Regulation/BHO Agreement Source(s) 

BHO Program Agreement Sections: 2, 8, 10.8, and 10.9   

 

EQR Scoring Criteria 

¶ The BHO has a policy and procedure in place to notify the State when it becomes aware 

of any change in eligibility of any provider, vendor or subcontractor. 

¶ The BHO has a mechanism in place to report its monitoring of excluded providers to the 

State. 

 

§438.602 Basic rule. 

§ 438.602 Basic rule. 

As a condition for receiving payment under the Medicaid managed care program, an MCO, PCCM, PIHP, 

or PAHP must comply with the applicable certification, program integrity and prohibited affiliation 

requirements of this subpart. 

§ 438.604 Data that must be certified. 

(a) Data certifications. When State payments to an MCO or PIHP are based on data submitted by the 

MCO or PIHP, the State must require certification of the data as provided in § 438.606. The data that 

must be certified include, but are not limited to, enrollment information, encounter data, and other 

information required by the State and contained in contracts, proposals, and related documents. 

(b) Additional certifications. Certification is required, as provided in § 438.606, for all documents specified 

by the State. 

 

State Regulation/BHO Agreement Source(s) 

BHO Program Agreement Sections: 2, 8, 9.7, 10.10,10. 11, and 13.1 
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EQR Scoring Criteria 

¶ The BHO has policies and procedures in place to ensure data submitted to the State are 

certified. 

¶ The BHO has documented mechanisms in place to comply with the applicable 

certification, program integrity and prohibited affiliation requirements of this subpart.  

¶ The BHO has mechanisms in place to ensure data submitted as part of § 438.606 

(including, but not limited to enrollment information, encounter data and other information 

required by the State and contained in contracts, proposals and related documents) are 

certified. 

¶ The BHO performs data integrity checks on certified data submitted to the State. 

¶ The BHO monitors data submitted by its subcontractors, providers and vendors. 

 

§438.606 Source, content, and timing of certification. 

(a) Source of certification. For the data specified in § 438.604, the data the MCO or PIHP submits to the 

State must be certified by one of the following: 

(1) The MCOôs or PIHPôs Chief Executive Officer. 

(2) The MCOôs or PIHPôs Chief Financial Officer. 

(3) An individual who has delegated authority to sign for, and who reports directly to, the MCOôs or PIHPôs 

Chief Executive Officer or Chief Financial Officer. 

(b) Content of certification. The certification must attest, based on best knowledge, information, and 

belief, as follows: 

(1) To the accuracy, completeness and truthfulness of the data. 

(2) To the accuracy, completeness and truthfulness of the documents specified by the State. 

(c) Timing of certification. The MCO or PIHP must submit the certification concurrently with the certified 

data. 

 

State Regulation/BHO Agreement Source(s) 

BHO Program Agreement Sections: 2, 8, 9.7, 10.10, 10.11 

 

EQR Scoring Criteria 

¶ The BHO has mechanisms in place to ensure the data the BHO submits to the State are 

certified by one of the following: 

(1) the BHOôs chief executive officer 

(2) the BHOôs chief financial officer 

(3) an individual who has delegated authority to sign for, and who reports directly to, the 

BHOôs chief executive officer or chief financial officer  

¶ The BHO has mechanisms in place to ensure the content certification attestation 

indicates, based on best knowledge, information and belief, as follows: 

(1)  the accuracy, completeness and truthfulness of the data 

(2)  the accuracy, completeness and truthfulness of the documents specified by the State 

¶ The BHO has mechanisms in place to ensure the BHO submits the certification concurrently with 

the certified data. 

 

§438.608 Program integrity requirements. (a),(b) 

(a) General requirement. The MCO or PIHP must have administrative and management arrangements or 

procedures, including a mandatory compliance plan, that are designed to guard against fraud and abuse. 

(b) Specific requirements. The arrangements or procedures must include the following: 
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(1) Written policies, procedures, and standards of conduct that articulate these subparts. 

 

State Regulation/BHO Agreement Source(s) 

BHO Program Agreement Sections:2, 3, 8, 9.6 and 10 

 

EQR Scoring Criteria 

¶ The BHO has documented policies and procedures for maintaining administrative and 

management arrangements or procedures, including a mandatory compliance plan, that are 

designed to guard against fraud and abuse. 

¶ The BHO ensures that its written policies, procedures and standards of conduct that articulate 

these subparts are updated on an annual basis. 

¶ The BHO has written a compliance plan that addresses the seven essential elements of an 

effective compliance program. 

¶ The BHO has process in place to continually review the compliance program for effectiveness of 

all elements. 

¶ The BHO has a mechanism in place to ensure for monitoring and corrective action regarding the 

compliance program. 

¶ The BHO performs a yearly risk assessment of its organization for various fraud and 

abuse/program integrity processes that includes a listing of its top three vulnerable areas and 

outlines action plans for mitigating such risks for fraud and abuse. 

¶ The BHO has ensured annual compliance training and requires it for all BHO staff, the board of 

directors and its delegated entities. 

¶ The BHO has a documented Code of Ethics/Standards of Conduct, including staff/contractor 

attestation(s). 

¶ The BHO has a mechanism in place to monitor staff/contractor attestation(s) for the Code of 

Ethics/Standards of Conduct. 

¶ The BHO has documented policies and procedures related to the detection and prevention of 

fraud and abuse. 

¶ The BHO has a documented conflict of interest policy and procedure. 

¶ The BHO has a mechanism in place to monitor for conflict of interest. 

¶ The BHO has a policy and procedure related to whistleblower protections, which includes no 

retaliation. 

¶ The BHO has documented attestations for the Code of Ethics/Standards of Conduct for its 

providers, vendors and subcontractors. 

¶ The BHO has confidential mechanisms in place for anyone, including enrollees, to report 

fraud/abuse/waste. 

 

§438.608 Specific requirements.  

The arrangements or procedures must include the following: (b) 

(1) Written policies, procedures, and standards of conduct that articulate the organization's commitment 

to comply with all applicable Federal and State standards.  

(2) The designation of a compliance officer and a compliance committee that are accountable to senior 

management.  

(3) Effective training and education for the compliance officer and the organization's employees.  

(4) Effective lines of communication between the compliance officer and the organization's employees.  

(5) Enforcement of standards through well-publicized disciplinary guidelines.  

(6) Provision for internal monitoring and auditing.  
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(7) Provision for prompt response to detected offenses, and for development of corrective action 

initiatives relating to the MCO's or PIHP's contract. 

 

State Regulation/BHO Agreement Source(s) 

BHO Program Agreement Sections: 2, 3, 8, 9.6, and 10 

 

EQR Scoring Criteria 

¶ The BHO has written policies, procedures and standards of conduct that articulate the 

organization's commitment to comply with all applicable Federal and State standards. 

¶ The BHO has appropriately selected a designated compliance officer and a compliance 

committee that are accountable to the governing body/senior management. 

¶ The BHO provides and demonstrates effective training and education for enrollees, employees, 

providers, vendors and any subcontractor of Federal and State statutes and regulations related to 

Medicaid program integrity on fraud/abuse/waste to ensure that all of its officers, directors, 

managers, providers and employees know and understand the provisions of the BHOôs fraud and 

abuse compliance plan. 

¶ The BHO has effective lines of communication between the compliance officer and the 

organization's employees. 

¶ The BHO has documented disciplinary guidelines and can demonstrate they are well publicized. 

¶ The BHO has provisions for internal monitoring, auditing and performing of risk assessments, 

including documentation that monitoring, auditing and risk assessments were performed in 

accordance with the compliance plan. 

¶ The BHO can demonstrate when potential risks are identified; the BHO takes action to mitigate 

the risk. 

¶ The BHO has provisions for prompt responses to detected risks and offenses, and for 

development of corrective action initiatives relating to the BHO contract. 

¶ The BHO has contract language requiring providers, vendors and subcontractors to have an 

effective compliance program. 

¶ The BHO monitors its providers/subcontractors to ensure they have an effective compliance 

program. 

¶ The BHO has an effective mechanism in place requiring corrective action to ensure providers, 

vendors and subcontractors have an effective compliance program in place. 

¶ The BHO has documented compliance committee meeting minutes and/or other meeting minutes 

that reflect compliance oversight. 

¶ The BHO ensures the compliance committee meets on at least a quarterly basis, if not more 

frequently. 

¶ The BHO has documented attestations for fraud/abuse/waste training for its providers, vendors 

and subcontractors. 

 

§431.107 Required provider agreement.  

(a) Basis and purpose. This section sets forth State plan requirements, based on sections 1902(a)(4), 

1902(a)(27), 1902(a)(57), and 1902(a)(58) of the Act, that relate to the keeping of records and the 

furnishing of information by all providers of services (including individual practitioners and groups of 

practitioners). 

(b) Agreements. A State plan must provide for an agreement between the Medicaid agency and each 

provider or organization furnishing services under the plan in which the provider or organization agrees 

to: 

(1) Keep any records necessary to disclose the extent of services the provider furnishes to beneficiaries; 
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(2) On request, furnish to the Medicaid agency, the Secretary, or the State Medicaid fraud control unit (if 

such a unit has been approved by the Secretary under § 455.300 of this chapter), any information 

maintained under paragraph (b)(1) of this section and any information regarding payments claimed by the 

provider for furnishing services under the plan. 

 

State Regulation/BHO Agreement Source(s) 

BHO Program Agreement Sections: 2, 3, 5.8, 7, 8, 9, 10, 11.3.5, 11.4.2.8, 11.6.5, 12.1.4, 14.5   

 

EQR Scoring Criteria 

¶ The BHO has documented policies and procedures to ensure the retention of records 

and the furnishing of information by all providers of services, including individual 

practitioners and groups of practitioners. 

¶ The BHO monitors its providers, subcontractors and vendors for record retention 

necessary to disclose the extent of services the provider furnishes to beneficiaries, 

including but not limited to credentialing and recredentialing, incident reporting, requests 

for services, authorizations, clinical records, complaints, grievances, appeals, referrals for 

fraud, waste and abuse, and outcomes of fraud, waste and abuse. 

¶ The BHO demonstrates that it monitors its delegated entities for record retention at least 

annually. 

 

§455.100 Purpose.  

This subpart implements sections 1124, 1126, 1902(a)(38), 1903(i)(2), and 1903(n) of the Social Security 

Act. It sets forth State plan requirements regardingð 

(a) Disclosure by providers and fiscal agents of ownership and control information; and 

(b) Disclosure of information on a provider's owners and other persons convicted of criminal offenses 

against Medicare, Medicaid, or the title XX services program. 

 

The subpart also specifies conditions under which the Administrator will deny Federal financial 

participation for services furnished by providers or fiscal agents who fail to comply with the disclosure 

requirements 

 

§455.101   Definitions. 

Agent means any person who has been delegated the authority to obligate or act on behalf of a provider. 

 

Disclosing entity means a Medicaid provider (other than an individual practitioner or group of 

practitioners), or a fiscal agent. 

 

Other disclosing entity means any other Medicaid disclosing entity and any entity that does not participate 

in Medicaid, but is required to disclose certain ownership and control information because of participation 

in any of the programs established under title V, XVIII, or XX of the Act. This includes: 

(c) Any entity (other than an individual practitioner or group of practitioners) that furnishes, or arranges for 

the furnishing of, health-related services for which it claims payment under any plan or program 

established under title V or title XX of the Act. 

 

Fiscal agent means a contractor that processes or pays vendor claims on behalf of the Medicaid agency. 
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Group of practitioners means two or more health care practitioners who practice their profession at a 

common location (whether or not they share common facilities, common supporting staff, or common 

equipment) 

 

Indirect ownership interest means an ownership interest in an entity that has an ownership interest in the 

disclosing entity. This term includes an ownership interest in any entity that has an indirect ownership 

interest in the disclosing entity. 

 

Managed care entity (MCE) means managed care organizations (MCOs), PIHPs, PAHPs, PCCMs, and 

HIOs. 

 

Managing employee means a general manager, business manager, administrator, director, or other 

individual who exercises operational or managerial control over, or who directly or indirectly conducts the 

day-to-day operation of an institution, organization, or agency. 

 

Ownership interest means the possession of equity in the capital, the stock, or the profits of the disclosing 

entity. 

 

Person with an ownership or control interest means a person or corporation thatð 

(a) Has an ownership interest totaling 5 percent or more in a disclosing entity; 

(b) Has an indirect ownership interest equal to 5 percent or more in a disclosing entity; 

(c) Has a combination of direct and indirect ownership interests equal to 5 percent or more in a disclosing 

entity; 

(d) Owns an interest of 5 percent or more in any mortgage, deed of trust, note, or other obligation secured 

by the disclosing entity if that interest equals at least 5 percent of the value of the property or assets of 

the disclosing entity; 

(e) Is an officer or director of a disclosing entity that is organized as a corporation; or 

(f) Is a partner in a disclosing entity that is organized as a partnership. 

 

Prepaid inpatient health plan (PIHP) has the meaning specified in §438.2. 

 

Significant business transaction means any business transaction or series of transactions that, during any 

one fiscal year, exceed the lesser of $25,000 and 5 percent of a provider's total operating expenses. 

 

Subcontractor meansð 

(a) An individual, agency, or organization to which a disclosing entity has contracted or delegated some of 

its management functions or responsibilities of providing medical care to its patients; or 

(b) An individual, agency, or organization with which a fiscal agent has entered into a contract, 

agreement, purchase order, or lease (or leases of real property) to obtain space, supplies, equipment, or 

services provided under the Medicaid agreement. 

 

Supplier means an individual, agency, or organization from which a provider purchases goods and 

services used in carrying out its responsibilities under Medicaid (e.g., a commercial laundry, a 

manufacturer of hospital beds, or a pharmaceutical firm). 

 

Termination meansð 

(1) For að 

(i) Medicaid or CHIP provider, a State Medicaid program or CHIP has taken an action to revoke the 

provider's billing privileges, and the provider has exhausted all applicable appeal rights or the timeline for 
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appeal has expired; and (3) The requirement for termination applies in cases where providers, suppliers, 

or eligible professionals were terminated or had their billing privileges revoked for cause which may 

include, but is not limited toð 

(i) Fraud; 

(ii) Integrity; or 

(iii) Quality. 

 

Wholly owned supplier means a supplier whose total ownership interest is held by a provider or by a 

person, persons, or other entity with an ownership or control interest in a provider. 

 

§455.106   Disclosure by providers: Information on persons convicted of crimes. 

(a) Information that must be disclosed. Before the Medicaid agency enters into or renews a provider 

agreement, or at any time upon written request by the Medicaid agency, the provider must disclose to the 

Medicaid agency the identity of any person who: 

(1) Has ownership or control interest in the provider, or is an agent or managing employee of the provider; 

and 

(2) Has been convicted of a criminal offense related to that person's involvement in any program under 

Medicare, Medicaid, or the title XX services program since the inception of those programs. 

(b) Notification to Inspector General. (1) The Medicaid agency must notify the Inspector General of the 

Department of any disclosures made under paragraph (a) of this section within 20 working days from the 

date it receives the information. 

(2) The agency must also promptly notify the Inspector General of the Department of any action it takes 

on the provider's application for participation in the program. 

(c) Denial or termination of provider participation. (1) The Medicaid agency may refuse to enter into or 

renew an agreement with a provider if any person who has an ownership or control interest in the 

provider, or who is an agent or managing employee of the provider, has been convicted of a criminal 

offense related to that person's involvement in any program established under Medicare, Medicaid or the 

title XX Services Program. 

(2) The Medicaid agency may refuse to enter into or may terminate a provider agreement if it determines 

that the provider did not fully and accurately make any disclosure required under paragraph (a) of this 

section. 

 

§ 438.610 Prohibited affiliations with individuals debarred by Federal agencies. 

(a) General requirement. An MCO, PCCM, PIHP, or PAHP may not knowingly have a relationship of the 

type described in paragraph (b) of this section with the following: 

(1) An individual who is debarred, suspended, or otherwise excluded from participating in procurement 

activities under the Federal Acquisition Regulation or from participating in nonprocurement activities 

under regulations issued under Executive Order No. 12549 or under guidelines implementing Executive 

Order No. 12549. 

(2) An individual who is an affiliate, as defined in the Federal Acquisition Regulation, of a person 

described in paragraph (a)(1) of this section. 

(b) Specific requirements. The relationships described in this paragraph are as follows: 

(1) A director, officer, or partner of the MCO, PCCM, PIHP, or PAHP. 

(2) A person with beneficial ownership of five percent or more of the MCOôs, PCCMôs, PIHPôs, or PAHPôs 

equity. 

(3) A person with an employment, consulting or other arrangement with the MCO, PCCM, PIHP, or PAHP 

for the provision of items and services that are significant and material to the MCOôs, PCCMôs, PIHPôs, or 

PAHPôs obligations under its contract with the State. 
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(c) Effect of Noncompliance. If a State finds that an MCO, PCCM, PIHP, or PAHP is not in compliance 

with paragraphs (a) and (b) of this section, the State: 

(1) Must notify the Secretary of the noncompliance. 

(2) May continue an existing agreement with the MCO, PCCM, PIHP, or PAHP unless the Secretary 

directs otherwise. 

(3) May not renew or otherwise extend the duration of an existing agreement with the MCO, PCCM, 

PIHP, or PAHP unless the Secretary provides to the State and to Congress a written statement 

describing compelling reasons that exist for renewing or extending the agreement. 

(d) Consultation with the Inspector General. Any action by the Secretary described in paragraphs (c)(2) or 

(c)(3) of this section is taken in consultation with the Inspector General. 

 

§ 1001.1001 Exclusion of entities owned or controlled by a sanctioned person. 

(a) Circumstance for exclusion. 

(1) The OIG may exclude an entity if: 

(i) A person with a relationship with such entityð 

(A) Has been convicted of a criminal offense as described in sections 1128(a) and 1128(b) (1), (2) or (3) 

of the Act; 

(B) Has had civil money penalties or assessments imposed under section 1128A of the Act; or 

(C) Has been excluded from participation in Medicare or any of the State health care programs, and 

(ii) Such a personð 

(A) (1) Has a direct or indirect ownership interest (or any combination thereof) of 5 percent or more in the 

entity; 

(2) Is the owner of a whole or part interest in any mortgage, deed of trust, note or other obligation secured 

(in whole or in part) by the entity or any of the property assets thereof, in which whole or part interest is 

equal to or exceeds 5 percent of the total property and assets of the entity; 

(3) Is an officer or director of the entity, if the entity is organized as a corporation; 

(4) Is partner in the entity, if the entity is organized as a partnership; 

(5) Is an agent of the entity; or 

(6) Is a managing employee, that is, an individual (including a general manager, business manager, 

administrator or director) who exercises operational or managerial control over the entity or part thereof, 

or directly or indirectly conducts the day-to-day operations of the entity or part thereof, or 

(B) Was formerly described in paragraph (a)(1)(ii)(A) of this section, but is no longer so described 

because of a transfer of ownership or control interest to an immediate family member or a member of the 

person's household as defined in paragraph (a)(2) of this section, in anticipation of or following a 

conviction, assessment of a CMP, or imposition of an exclusion. 

(2) For purposes of this section, the term: 

Agent means any person who has express or implied authority to obligate or act on behalf of an entity. 

Immediate family member means a person's husband or wife; natural or adoptive parent; child or sibling; 

stepparent, stepchild, stepbrother or stepsister; father-, mother-, daughter-, son-, brother- or sister-in-law; 

grandparent or grandchild; or spouse of a grandparent or grandchild. 

Indirect ownership interest includes an ownership interest through any other entities that ultimately have 

an ownership interest in the entity in issue. (For example, an individual has a 10 percent ownership 

interest in the entity at issue if he or she has a 20 percent ownership interest in a corporation that wholly 

owns a subsidiary that is a 50 percent owner of the entity in issue.) 

Member of household means, with respect to a person, any individual with whom they are sharing a 

common abode as part of a single family unit, including domestic employees and others who live together 

as a family unit. A roomer or boarder is not considered a member of household. 

Ownership interest means an interest in: 

(i) The capital, the stock or the profits of the entity, or 



 

 

122 Appendix 

(ii) Any mortgage, deed, trust or note, or other obligation secured in whole or in part by the property or 

assets of the entity. 

(b) Length of exclusion. 

(1) Except as provided in § 1001.3002(c), exclusions under this section will be for the same period as that 

of the individual whose relationship with the entity is the basis for this exclusion, if the individual has been 

or is being excluded. 

(2) If the individual was not excluded, the length of the entity's exclusion will be determined by considering 

the factors that would have been considered if the individual had been excluded. 

(3) An entity excluded under this section may apply for reinstatement at any time in accordance with the 

procedures set forth in § 1001.3001(a)(2). 

 

State Regulation/BHO Agreement Source(s) 

BHO Program Agreement Sections: 2, 3, 8, 10, 17 

 

EQR Scoring Criteria 

¶ The BHO has a policy and procedure in place addressing CFRs 455.100, 455.101, 455.106, 

438.610 and 1001.1001. 

¶ The BHO monitors its providers and subcontractors for compliance with the required disclosure of 

information on a provider's owners and other persons convicted of criminal offenses against 

Medicare, Medicaid or the title XX services program. 

¶ The BHO has a mechanism in place to monitor for exclusion of entities owned or controlled by a 

sanctioned person. 

¶ The BHO has a mechanism in place to monitor for annual criminal background checks. 

¶ The BHO has a mechanism in place to monitor the disclosure by providers or any delegated 

entity of information on persons convicted of crimes. 

¶ The BHO has a mechanism in place to ensure that one of the two formats for tracking excluded 

individuals and entities is used on a monthly basis and a formal monthly log is kept for monitoring 

and reporting purposes. 

¶ The BHO has a mechanism in place to deny or terminate provider participation if full disclosure 

isnôt made or conviction occurs. 

 

§455.102 Determination of ownership or control percentages. 

(a) Indirect ownership interest. The amount of indirect ownership interest is determined by multiplying the 

percentages of ownership in each entity. For example, if A owns 10 percent of the stock in a corporation 

which owns 80 percent of the stock of the disclosing entity, A's interest equates to an 8 percent indirect 

ownership interest in the disclosing entity and must be reported. Conversely, if B owns 80 percent of the 

stock of a corporation which owns 5 percent of the stock of the disclosing entity, B's interest equates to a 

4 percent indirect ownership interest in the disclosing entity and need not be reported. 

(b) Person with an ownership or control interest. In order to determine percentage of ownership, 

mortgage, deed of trust, note, or other obligation, the percentage of interest owned in the obligation is 

multiplied by the percentage of the disclosing entity's assets used to secure the obligation. For example, if 

A owns 10 percent of a note secured by 60 percent of the provider's assets, A's interest in the provider's 

assets equates to 6 percent and must be reported. Conversely, if B owns 40 percent of a note secured by 

10 percent of the provider's assets, B's interest in the provider's assets equates to 4 percent and need not 

be reported. 

 

§455.104   Disclosure by Medicaid providers and fiscal agents: Information on ownership and 

control. 
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(a) Who must provide disclosures. The Medicaid agency must obtain disclosures from disclosing entities, 

fiscal agents, and managed care entities. 

(b) What disclosures must be provided. The Medicaid agency must require that disclosing entities, fiscal 

agents, and managed care entities provide the following disclosures: 

(1)(i) The name and address of any person (individual or corporation) with an ownership or control 

interest in the disclosing entity, fiscal agent, or managed care entity. The address for corporate entities 

must include as applicable primary business address, every business location, and P.O. Box address. 

(ii) Date of birth and Social Security Number (in the case of an individual). 

(iii) Other tax identification number (in the case of a corporation) with an ownership or control interest in 

the disclosing entity (or fiscal agent or managed care entity) or in any subcontractor in which the 

disclosing entity (or fiscal agent or managed care entity) has a 5 percent or more interest. 

(2) Whether the person (individual or corporation) with an ownership or control interest in the disclosing 

entity (or fiscal agent or managed care entity) is related to another person with ownership or control 

interest in the disclosing entity as a spouse, parent, child, or sibling; or whether the person (individual or 

corporation) with an ownership or control interest in any subcontractor in which the disclosing entity (or 

fiscal agent or managed care entity) has a 5 percent or more interest is related to another person with 

ownership or control interest in the disclosing entity as a spouse, parent, child, or sibling. 

(3) The name of any other disclosing entity (or fiscal agent or managed care entity) in which an owner of 

the disclosing entity (or fiscal agent or managed care entity) has an ownership or control interest. 

(4) The name, address, date of birth, and Social Security Number of any managing employee of the 

disclosing entity (or fiscal agent or managed care entity). 

(c) When the disclosures must be providedð(1) Disclosures from providers or disclosing entities. 

Disclosure from any provider or disclosing entity is due at any of the following times: 

(i) Upon the provider or disclosing entity submitting the provider application. 

(ii) Upon the provider or disclosing entity executing the provider agreement. 

(iii) Upon request of the Medicaid agency during the re-validation of enrollment process under §455.414. 

(iv) Within 35 days after any change in ownership of the disclosing entity. 

(2) Disclosures from fiscal agents. Disclosures from fiscal agents are due at any of the following times: 

(i) Upon the fiscal agent submitting the proposal in accordance with the State's procurement process. 

(ii) Upon the fiscal agent executing the contract with the State. 

(iii) Upon renewal or extension of the contract. 

(iv) Within 35 days after any change in ownership of the fiscal agent. 

(3) Disclosures from managed care entities. Disclosures from managed care entities (BHOs, PIHPs, 

PAHPs, and HIOs), except PCCMs are due at any of the following times: 

(i) Upon the managed care entity submitting the proposal in accordance with the State's procurement 

process. 

(ii) Upon the managed care entity executing the contract with the State. 

(iii) Upon renewal or extension of the contract. 

(iv) Within 35 days after any change in ownership of the managed care entity. 

(4) Disclosures from PCCMs. PCCMs will comply with disclosure requirements under paragraph (c)(1) of 

this section. 

(d) To whom must the disclosures be provided. All disclosures must be provided to the Medicaid agency. 

(e) Consequences for failure to provide required disclosures. Federal financial participation (FFP) is not 

available in payments made to a disclosing entity that fails to disclose ownership or control information as 

required by this section. 

 

State Regulation/BHO Agreement Source(s) 

BHO Program Agreement Sections: 2 and 8 
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EQR Scoring Criteria 

¶ The BHO has a mechanism in place to monitor disclosure by Medicaid providers and fiscal 

agents of information on ownership and control. 

 

§455.21 Cooperation with State Medicaid fraud control units. 

In a State with a Medicaid fraud control unit established and certified under subpart C of this part, 

(a) The agency mustð 

(1) Refer all cases of suspected provider fraud to the unit; 

(2) If the unit determines that it may be useful in carrying out the unit's responsibilities, promptly comply 

with a request from the unit forð 

(i) Access to, and free copies of, any records or information kept by the agency or its contractors; 

(ii) Computerized data stored by the agency or its contractors. These data must be supplied without 

charge and in the form requested by the unit; and 

(iii) Access to any information kept by providers to which the agency is authorized access by section 

1902(a)(27) of the Act and § 431.107 of this subchapter. In using this information, the unit must protect 

the privacy rights of beneficiaries; and 

(3) On referral from the unit, initiate any available administrative or judicial action to recover improper 

payments to a provider. 

(b) The agency need not comply with specific requirements under this subpart that are the same as the 

responsibilities placed on the unit under subpart D of this part. 

 

State Regulation/BHO Agreement Source(s) 

BHO Program Agreement Sections: 2, 4.1, 8 and 14.5 

EQR Scoring Criteria 

¶ The BHO has a policy and procedure in place to ensure all suspected fraud, waste and/or abuse 

is reported to the State Medicaid fraud control units. 

¶ The BHO refers all cases of suspected provider fraud to MFCU. 

¶ The BHO refers suspected cases of fraud for services not rendered, up-coding, duplicate 

encounters/claims, excessive services, medically unnecessary services that are not justified, 

kickbacks, omission or misrepresentation, unbundling, documentation fraud. 

¶ The BHO, upon referral to MFCU, initiates any available administrative or judicial action to 

recover improper payments to a provider or any delegated entity. 

¶ The BHO monitors suspension of payments by DSHS to the BHO when there is a pending 

investigation of a credible allegation of fraud against the contractor, per Section 1903 (i)(2)(C) of 

the Social Security Act. 

¶ The BHO follows the contract requirement that within one business day, it reports to DSHS all 

information sent to the MFCU about potential fraud and abuse, including the source of the 

complaint, the involved BHA, the nature of the suspected fraud, waste, abuse or neglect, the 

approximate dollar amount involved, and the legal and administrative disposition of the case. 

 

§455.23 Suspension of payments in cases of fraud. 

(a) Basis for suspension. 

(1) The State Medicaid agency must suspend all Medicaid payments to a provider after the agency 

determines there is a credible allegation of fraud for which an investigation is pending under the Medicaid 

program against an individual or entity unless the agency has good cause to not suspend payments or to 

suspend payment only in part. 
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(2) The State Medicaid agency may suspend payments without first notifying the provider of its intention 

to suspend such payments. 

(3) A provider may request, and must be granted, administrative review where State law so requires. 

(b) Notice of suspension. 

(1) The State agency must send notice of its suspension of program payments within the following 

timeframes: 

(i) Five days of taking such action unless requested in writing by a law enforcement agency to temporarily 

withhold such notice. 

(ii) Thirty days if requested by law enforcement in writing to delay sending such notice, which request for 

delay may be renewed in writing up to twice and in no event may exceed 90 days. 

(2) The notice must include or address all of the following: 

(i) State that payments are being suspended in accordance with this provision. 

(ii) Set forth the general allegations as to the nature of the suspension action, but need not disclose any 

specific information concerning an ongoing investigation. 

(iii) State that the suspension is for a temporary period, as stated in paragraph (c) of this section, and cite 

the circumstances under which the suspension will be terminated. 

(iv) Specify, when applicable, to which type or types of Medicaid claims or business units of a provider 

suspension is effective. 

(v) Inform the provider of the right to submit written evidence for consideration by State Medicaid Agency. 

(vi) Set forth the applicable State administrative appeals process and corresponding citations to State 

law. 

(c) Duration of suspension. 

(1) All suspension of payment actions under this section will be temporary and will not continue after 

either of the following: 

(i) The agency or the prosecuting authorities determine that there is insufficient evidence of fraud by the 

provider. 

(ii) Legal proceedings related to the provider's alleged fraud are completed. 

(2) A State must document in writing the termination of a suspension including, where applicable and 

appropriate, any appeal rights available to a provider. 

(d) Referrals to the Medicaid fraud control unit. 

(1) Whenever a State Medicaid agency investigation leads to the initiation of a payment suspension in 

whole or part, the State Medicaid Agency must make a fraud referral to either of the following: 

(i) To a Medicaid fraud control unit established and certified under part 1007 of this title; or 

(ii) In States with no certified Medicaid fraud control unit, to an appropriate law enforcement agency. 

(2) The fraud referral made under paragraph (d)(1) of this section must meet all of the following 

requirements: 

(i) Be made in writing and provided to the Medicaid fraud control unit not later than the next business day 

after the suspension is enacted. 

(ii) Conform to fraud referral performance standards issued by the Secretary. 

(3) (i) If the Medicaid fraud control unit or other law enforcement agency accepts the fraud referral for 

investigation, the payment suspension may be continued until such time as the investigation and any 

associated enforcement proceedings are completed. 

(ii) On a quarterly basis, the State must request a certification from the Medicaid fraud control unit or other 

law enforcement agency that any matter accepted on the basis of a referral continues to be under 

investigation thus warranting continuation of the suspension. 

(4) If the Medicaid fraud control unit or other law enforcement agency declines to accept the fraud referral 

for investigation the payment suspension must be discontinued unless the State Medicaid agency has 

alternative Federal or State authority by which it may impose a suspension or makes a fraud referral to 
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another law enforcement agency. In that situation, the provisions of paragraph (d)(3) of this section apply 

equally to that referral as well. 

(5) A State's decision to exercise the good cause exceptions in paragraphs (e) or (f) of this section not to 

suspend payments or to suspend payments only in part does not relieve the State of the obligation to 

refer any credible allegation of fraud as provided in paragraph (d)(1) of this section. 

(e) Good cause not to suspend payments. A State may find that good cause exists not to suspend 

payments, or not to continue a payment suspension previously imposed, to an individual or entity against 

which there is an investigation of a credible allegation of fraud if any of the following are applicable: 

(1) Law enforcement officials have specifically requested that a payment suspension not be imposed 

because such a payment suspension may compromise or jeopardize an investigation. 

(2) Other available remedies implemented by the State more effectively or quickly protect Medicaid funds. 

(3) The State determines, based upon the submission of written evidence by the individual or entity that is 

the subject of the payment suspension, that the suspension should be removed. 

(4) Beneficiary access to items or services would be jeopardized by a payment suspension because of 

either of the following: 

(i) An individual or entity is the sole community physician or the sole source of essential specialized 

services in a community. 

(ii) The individual or entity serves a large number of beneficiaries within a HRSA-designated medically 

underserved area. 

(5) Law enforcement declines to certify that a matter continues to be under investigation per the 

requirements of paragraph (d)(3) of this section. 

(6) The State determines that payment suspension is not in the best interests of the Medicaid program. 

(f) Good cause to suspend payment only in part. A State may find that good cause exists to suspend 

payments in part, or to convert a payment suspension previously imposed in whole to one only in part, to 

an individual or entity against which there is an investigation of a credible allegation of fraud if any of the 

following are applicable: 

(1) Beneficiary access to items or services would be jeopardized by a payment suspension in whole or 

part because of either of the following: 

(i) An individual or entity is the sole community physician or the sole source of essential specialized 

services in a community. 

(ii) The individual or entity serves a large number of beneficiaries within a HRSA-designated medically 

underserved area. 

(2) The State determines, based upon the submission of written evidence by the individual or entity that is 

the subject of a whole payment suspension, that such suspension should be imposed only in part. 

(3)(i) The credible allegation focuses solely and definitively on only a specific type of claim or arises from 

only a specific business unit of a provider; and 

(ii) The State determines and documents in writing that a payment suspension in part would effectively 

ensure that potentially fraudulent claims were not continuing to be paid. 

(4) Law enforcement declines to certify that a matter continues to be under investigation per the 

requirements of paragraph (d)(3) of this section. 

(5) The State determines that payment suspension only in part is in the best interests of the Medicaid 

program. 

(g) Documentation and record retention. State Medicaid agencies must meet the following requirements: 

(1) Maintain for a minimum of 5 years from the date of issuance all materials documenting the life cycle of 

a payment suspension that was imposed in whole or part, including the following: 

(i) All notices of suspension of payment in whole or part. 

(ii) All fraud referrals to the Medicaid fraud control unit or other law enforcement agency. 

(iii) All quarterly certifications of continuing investigation status by law enforcement. 

(iv) All notices documenting the termination of a suspension. 
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(2)(i) Maintain for a minimum of 5 years from the date of issuance all materials documenting each 

instance where a payment suspension was not imposed, imposed only in part, or discontinued for good 

cause. 

(ii) This type of documentation must include, at a minimum, detailed information on the basis for the 

existence of the good cause not to suspend payments, to suspend payments only in part, or to 

discontinue a payment suspension and, where applicable, must specify how long the State anticipates 

such good cause will exist. 

(3) Annually report to the Secretary summary information on each of following: 

(i) Suspension of payment, including the nature of the suspected fraud, the basis for suspension, and the 

outcome of the suspension. 

(ii) Situation in which the State determined good cause existed to not suspend payments, to suspend 

payments only in part, or to discontinue a payment suspension as described in this section, including 

describing the nature of the suspected fraud and the nature of the good cause. 

 

State Regulation/BHO Agreement Source(s) 

BHO Program Agreement Sections: 2 and 8 

 

EQR Scoring Criteria 

¶ The BHO has a policy and procedure in place to monitor suspension of payments in cases of 

fraud. 

¶ The BHO monitors its vendors, subcontractors and providers for suspension of payments in 

cases of fraud. 

 

§1003.102 Basis for civil money penalties and assessments. 

(a) The OIG may impose a penalty and assessment against any person whom it determines in 

accordance with this part has knowingly presented, or caused to be presented, a claim which is forð 

(1) An item or service that the person knew, or should have known, was not provided as claimed, 

including a claim that is part of a pattern or practice of claims based on codes that the person knows or 

should know will result in greater payment to the person than the code applicable to the item or service 

actually provided; 

(2) An item or service for which the person knew, or should have known, that the claim was false or 

fraudulent, including a claim for any item or service furnished by an excluded individual employed by or 

otherwise under contract with that person; 

(3) An item or service furnished during a period in which the person was excluded from participation in the 

Federal health care program to which the claim was made; 

(4) A physician's services (or an item or service) for which the person knew, or should have known, that 

the individual who furnished (or supervised the furnishing of) the serviceð 

(i) Was not licensed as a physician; 

(ii) Was licensed as a physician, but such license had been obtained through a misrepresentation of 

material fact (including cheating on an examination required for licensing); or 

(iii) Represented to the patient at the time the service was furnished that the physician was certified in a 

medical specialty board when he or she was not so certified; 

(5) A payment that such person knows, or should know, may not be made under § 411.353 of this title; or 

(6) An item or service that a person knows or should know is medically unnecessary, and which is part of 

a pattern of such claims. 

(b) The OIG may impose a penalty, and where authorized, an assessment against any person (including 

an insurance company in the case of paragraphs (b)(5) and (b)(6) of this section) whom it determines in 

accordance with this partð 
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(1) Has knowingly presented or caused to be presented a request for payment in violation of the terms 

ofð 

(i) An agreement to accept payments on the basis of an assignment under section 1842(b)(3)(B)(ii) of the 

Act; 

(ii) An agreement with a State agency or other requirement of a State Medicaid plan not to charge a 

person for an item or service in excess of the amount permitted to be charged; 

(iii) An agreement to be a participating physician or supplier under section 1842(h)(1); or 

(iv) An agreement in accordance with section 1866(a)(1)(G) of the Act not to charge any person for 

inpatient hospital services for which payment had been denied or reduced under section 1886(f)(2) of the 

Act. 

(4) Has knowingly given or caused to be given to any person, in the case of inpatient hospital services 

subject to the provisions of section 1886 of the Act, information that he or she knew, or should have 

known, was false or misleading and that could reasonably have been expected to influence the decision 

when to discharge such person or another person from the hospital. 

(5) Fails to report information concerningð 

(i) A payment made under an insurance policy, self-insurance or otherwise, for the benefit of a physician, 

dentist or other health care practitioner in settlement of, or in satisfaction in whole or in part of, a medical 

malpractice claim or action or a judgment against such a physician, dentist or other practitioner in 

accordance with section 421 of Public Law 99-660 (42 U.S.C. 11131) and as required by regulations at 

45 CFR part 60; or 

(ii) An adverse action required to be reported to the Healthcare Integrity and Protection Data Bank as 

established by section 221 of Public Law 104-191 and set forth in section 1128E of the Act. 

(6) Improperly discloses uses or permits access to information reported in accordance with part B of title 

IV of Pub. L. 99-660, in violation of section 427 of Pub. L. 99-660 (42 U.S.C. 11137) or regulations at 45 

CFR part 60. (The disclosure of information reported in accordance with part B of title IV in response to a 

subpoena or a discovery request is considered to be an improper disclosure in violation of section 427 of 

Pub. L. 99-660. However, disclosure or release by an entity of original documents or underlying records 

from which the reported information is obtained or derived is not considered to be an improper disclosure 

in violation of section 427 of Pub. L. 99-660.) 

(7) Has made use of the words, letters, symbols or emblems as defined in paragraph (b)(7)(i) of this 

section in such a manner that such person knew or should have known would convey, or in a manner 

which reasonably could be interpreted or construed as conveying, the false impression that an 

advertisement, solicitation or other item was authorized, approved or endorsed by the Department or 

CMS, or that such person or organization has some connection with or authorization from the Department 

or CMS. Civil money penaltiesð 

(i) May be imposed, regardless of the use of a disclaimer of affiliation with the United States Government, 

the Department or its programs, for misuse ofð 

(A) The words ñDepartment of Health and Human Services,ò ñHealth and Human Services,ò ñCenters for 

Medicare & Medicaid Services,ò ñMedicare,ò or ñMedicaid,ò or any other combination or variation of such 

words; 

(B) The letters ñDHHS,ò ñHHS,ò or ñCMS,ò or any other combination or variation of such letters; or 

(C) A symbol or emblem of the Department or CMS (including the design of, or a reasonable facsimile of 

the design of, the Medicare card, the check used for payment of benefits under title II, or envelopes or 

other stationery used by the Department or CMS) or any other combination or variation of such symbols 

or emblems; and 

(ii) Will not be imposed against any agency or instrumentality of a State, or political subdivision of the 

State, that makes use of any symbol or emblem, or any words or letters which specifically identifies that 

agency or instrumentality of the State or political subdivision. 
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(8) Is a contracting organization that CMS determines has committed an act or failed to comply with the 

requirements set forth in § 417.500(a) or § 434.67(a) of this title or failed to comply with the requirement 

set forth in § 434.80(c) of this title. 

(9) Has not refunded on a timely basis, as defined in § 1003.101 of this part, amounts collected as the 

result of billing an individual, third party payer or other entity for a designated health service that was 

provided in accordance with a prohibited referral as described in § 411.353 of this title. 

(10) Is a physician or entity that enters intoð 

(i) A cross referral arrangement, for example, whereby the physician owners of entity ñXò refer to entity 

ñY,ò and the physician owners of entity ñYò refer to entity ñXò in violation of Ä 411.353 of this title, or 

(ii) Any other arrangement or scheme that the physician or entity knows, or should know, has a principal 

purpose of circumventing the prohibitions of § 411.353 of this title. 

(11) Has violated section 1128B of the Act by unlawfully offering, paying, soliciting or receiving 

remuneration in return for the referral of business paid for by Medicare, Medicaid or other Federal health 

care programs. 

(12) Who is not an organization, agency or other entity, and who is excluded from participating in 

Medicare or a State health care program in accordance with sections 1128 or 1128A of the Act, and 

whoð 

(i) Knows or should know of the action constituting the basis for the exclusion, and retains a direct or 

indirect ownership or control interest of five percent or more in an entity that participates in Medicare or a 

State health care program; or 

(ii) Is an officer or managing employee (as defined in section 1126(b) of the Act) of such entity. 

(13) Offers or transfers remuneration (as defined in § 1003.101 of this part) to any individual eligible for 

benefits under Medicare or a State health care program, that such person knows or should know is likely 

to influence such individual to order or to receive from a particular provider, practitioner or supplier any 

item or service for which payment may be made, in whole or in part, under Medicare or a State health 

care program. 

(14) Is a physician and who executes a document falsely by certifying that a Medicare beneficiary 

requires home health services when the physician knows that the beneficiary does not meet the eligibility 

requirements set forth in sections 1814(a)(2)(C) or 1835(a)(2)(A) of the Act. 

(15) Has knowingly and willfully presented, or caused to be presented, a bill or request for payment for 

items and services furnished to a hospital patient for which payment may be made under the Medicare or 

another Federal health care program, if that bill or request is inconsistent with an arrangement under 

section 1866(a)(1)(H) of the Act, or violates the requirements for such an arrangement. 

(16) Is involved in the possession or use in the United States, receipt from outside the United States, or 

transfer within the United States, of select agents and toxins in violation of part 73 of this chapter as 

determined by the HHS Secretary, in accordance with sections 351A(b) and (c) of the Public Health 

Service Act. 

(17) Is an endorsed sponsor under the Medicare prescription drug discount card program who knowingly 

misrepresented or falsified information in outreach material or comparable material provided to a program 

enrollee or other person. 

(18) Is an endorsed sponsor under the Medicare prescription drug discount card program who knowingly 

charged a program enrollee in violation of the terms of the endorsement contract. 

(19) Is an endorsed sponsor under the Medicare prescription drug discount card program who knowingly 

used transitional assistance funds of any program enrollee in any manner that is inconsistent with the 

purpose of the transitional assistance program. 

(c)(1) The Office of the Inspector General (OIG) may impose a penalty for violations of section 1867 of the 

Act or § 489.24 of this title againstð 

(i) Any participating hospital with an emergency department thatð 

(A) Knowingly violates the statute on or after August 1, 1986 or; 
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(B) Negligently violates the statute on or after May 1, 1991; and 

(ii) Any responsible physician whoð 

(A) Knowingly violates the statute on or after August 1, 1986; 

(B) Negligently violates the statute on or after May 1, 1991; 

(C) Signs a certification under section 1867(c)(1)(A) of the Act if the physician knew or should have 

known that the benefits of transfer to another facility did not outweigh the risks of such a transfer; or 

(D) Misrepresents an individual's condition or other information, including a hospital's obligations under 

this section. 

(2) For purposes of this section, a responsible physician or hospital ñknowinglyò violates section 1867 of 

the Act if the responsible physician or hospital recklessly disregards, or deliberately ignores a material 

fact. 

(d)(1) In any case in which it is determined that more than one person was responsible for presenting or 

causing to be presented a claim as described in paragraph (a) of this section, each such person may be 

held liable for the penalty prescribed by this part, and an assessment may be imposed against any one 

such person or jointly and severally against two or more such persons, but the aggregate amount of the 

assessments collected may not exceed the amount that could be assessed if only one person was 

responsible. 

(2) In any case in which it is determined that more than one person was responsible for presenting or 

causing to be presented a request for payment or for giving false or misleading information as described 

in paragraph (b) of this section, each such person may be held liable for the penalty prescribed by this 

part. 

(3) In any case in which it is determined that more than one person was responsible for failing to report 

information that is required to be reported on a medical malpractice payment, or for improperly disclosing, 

using, or permitting access to information, as described in paragraphs (b)(5) and (b)(6) of this section, 

each such person may be held liable for the penalty prescribed by this part. 

(4) In any case in which it is determined that more than one responsible physician violated the provisions 

of section 1867 of the Act or of § 489.24 of this title, a penalty may be imposed against each responsible 

physician. 

(5) Under this section, a principal is liable for penalties and assessments for the actions of his or her 

agent acting within the scope of the agency. 

(e) For purposes of this section, the term ñknowinglyò is defined consistent with the definition set forth in 

the Civil False Claims Act (31 U.S.C. 3729(b)), that is, a person, with respect to information, has actual 

knowledge of information, acts in deliberate ignorance of the truth or falsity of the information, or acts in 

reckless disregard of the truth or falsity of the information, and that no proof of specific intent to defraud is 

required. 
 

State Regulation/BHO Agreement Source(s) 

BHO Program Agreement Sections: 2, 8, 10.9 and 14 

 
EQR Scoring Criteria 

¶ The BHO has a policy and procedure in place to monitor the basis for civil money penalties and 

assessments. 

¶ The BHO is monitoring its vendors, providers and subcontractors for civil money penalties and 

assessments. 

 

 

 


