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Executive Summary

Executive Summary

Introduction

In 2014, the Washington legislature passed Senate Bill 6312, directing the Washington State Department
of Social and Health Services (DSHS) to integrate purchases for substance use disorder (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 (BHOS).

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)d community mental health agencies,
SUD providers and private nonprofit agenciesd to 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.

This report presents the results of the 2016 external quality review for Salish BHO, a Behavioral Health
Organization serving Washington Medicaid recipients in Kitsap, Clallam and Jefferson counties. Salish

had previously served as Peninsula Reginal Support Network since 1989. Salish BHO maintains
responsibility for the administration and delivery of mental health and SUD treatment services. SBH OO0 s
executive board, composed of nine county commissioners (three from each county) and one tribal
representative, is responsible for making all contracting and funding decisions. The BHO states it strongly
embraces the values of accountability and responsibility in order to ensure compliance with all local, State
and Federal laws governing daily operations. SBHO understands that accountability must be balanced
between the expectations of the individuals served, provider agencies, community, and inter-
governmental efforts between counties, State and Federal agencies, and institutions.

As the Stateds external qguality review organization (E
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 BHOO #ansition plan submitted to the State, as well as each B
status in converting from an RSN to a BHO.

Qual i s Hdeitohat eixtérrsal quality review activities for each BHO consisted of assessing the
BHOG6s over al landpdentiffinyg strerggthscaad opportunities for improvement regarding the
B H G @ompliance with State and Federal requirements on quality, timeliness and access to the
healthcare services the BHO or their contractors furnish to Medicaid recipients. 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
BHO6s performance i mPIP. Additiomally, forgacio BHO Qtials Health interviewed
two mental health agencies and two SUD providers and performed two SUD provider agency

wal kt hroughs. Finally, Quali s -yeheracomntendatiens aseawRSH, t he BHO®G !
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.
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Becausethisyear 6 s external qual areagdinesseaviewe BBHR and Qualis elealthe d a s
determined that recommendations for corrective action plans (CAPs) would not be given for SUD
implementation, encounter data validation, orthechi | dr endés Wr aparound with Intens

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 fulfilment of Federal requirements under 42 CFR 8438.350, describes the results of this
2016 external quality review.

Salish BHO Transition Plan Summary

Qualis Health reviewed and evaluated SBHO6 s status in meeting the timefram
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

Organi zation Detailed Plan Request issued by DSHS in O
describes how it will fully support the integration of the mental health and SUD systems of care. SBHO

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

pl ace to meet the multiple needs of current and future
administrative processes, workforce development, policies and procedures, data integration and

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

The transition plan includes information on implementation management, BHO contracting, service
delivery design, quality management and program integrity, workforce development, recovery and
resiliency, business operations, communications materials, information technology, external network and
post BHO integration. To accomplish the tasks and to ensure timelines were met, SBHO set up a monthly
workflow process, with tasks assigned to the appropriate BHO staff.

Qualis Health reviewed the BHOO6s status in its transit.|
in integrating mental health and SUD treatment services within the BHO structure. SBHO states its

guiding principles include ensuring that meeting consumer needs is its highest priority, helping as many

people as possible receive care and services, keeping administrative costs low to maximize direct service

dollars, and promoting a collaborative relationship with the network providers.

As outlined in the BHOO6s transition plan, the commissi
made the decision to enter into an interlocal agreemen:
20-year history of managing the mental health system in the three counties while minimizing

administrative expenditures. The interlocal agreement continued to designate Kitsap County as the

administrative entity for the new BHO. SBHO noted that this arrangement provided a number of benefits,

as many chemical dependency services were already provided by the county, including Drug Court and

residential and detox services. SBHO continues to operate as a program under Kitsap County é6Human

Services Department.

To minimize disruption of SUD services, SBHO offered contracts to all the existing outpatient SUD
providers in the constituent counties and presented its pre-delegation evaluation tool to the potential
providers to identify possible gaps in the service area. The BHO started meeting with the SUD providers
in March 2015 and continued to meet into 2016. Discussions centered on all aspects of the BHO and the
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steps the SUD providers needed to complete as part of the BHO network. Topics included the grievance
and appeal system, performance improvement projects (PIPs), authorization and utilization guidelines,
enrollee rights and communications, compliance and program integrity, encounter data validation and the
managed care financial structure.

SUD providers were asked to coordinate communication to enrollees regardingthe SUD pr ovi der s 6
transition into the BHO. In December 2015, the BHO began formal communications by sending letters to
providers with instructions for the changeover and provided the first notifications to enrollees already in

treatment. Additional mailings were sent out in February and March outlining the change in the

contracting structure. The SUD providers were also asked to include an informational letter in their intake

packets beginning in January 2016 and to post the letter in conspicuous places.

The BHO established both a Quality Review Team and an advisory board. The advisory board was
established to review program design, make funding recommendations, maintain citizen involvement in
guality assurance and Quality Review Team activities, and reviewt h e B ptd@i@rmm performance.
Additionally, the advisory board advises the executive board and the SBHO administration regarding
policy and procedures. The advisory board is composed of 15 members (five from each county) and two
tribal representatives, with a majority (51%) being consumers or parents or legal guardians of individuals
with a behavioral health disorder. The Quality Review Team comprises volunteers from the advisory
board as well as members from the community and assists the BHO with reviewing providers at least
every other year.

In consideration of the new contract requirements and the review of the SUD provider preparedness
review regarding the changes, the BHO identified a number of new staff responsibilities. These tasks
included the increased level of technical assistance needed for the SBHO chemical dependency
agencies facing new and significantly greater contract requirements; additional oversight and monitoring
required by SBHO staff due to the increase from 4 network contracted mental health providers to 17
mental health and SUD treatment providers; a need for increased chemical dependency knowledge
among BHO staff, and an increase in data management due to the number and type of providers under
the new system. As a result of these additional tasks, the BHO hired the following staff to help meet these
needs: a deputy administrator, a chemical dependency manager, an inpatient and long-term care/care
management position, a QA assistant, an IS manager and data analyst, and a compliance and HIPAA
officer.

SBHO identified some challenges in transitioning the SUD providers into the BHO structure. The BHO
would have preferred that the data dictionary and SERI be published and made effective on tighter
timelines. As stated by DBHR, the two most recent SERI were published May 15, 2016, with an effective
date of July 1, 2016, and November 15, 2016, with an effective date of January 1, 2017. The BHO also
noted that with only two youth SUD providers in the community, its focus with this population would need
to be prevention. Additionally, the BHO was continuing to struggle in identifying effective ways to support
coordination of care with the medical primary care providers.

Qualis Health reviewed all aspects of the implementation of the transition plan. Many of the timelines had

been met and tasks had been completed. Interviews with two SUD treatment BHAs confirmed that the

BHO was meeting its due diligence in providing the appropriate information and training.

SBHO6s transition plan was well pl anned and strategical
integrated system were in place and that the BHO would be successful meeting the timeframes outlined

in the plan.
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Readiness Review Results

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

SBHO®SWYD provider agencies to assess the SUD providersbd
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 indicated
the following:

1 Both providers understood they need to submit monthly to the BHO a current list of the names of
all employees, owners, governing board members and any contracted entities for the excluded
provider checks.

Both providers had policies and procedures on program integrity and a written compliance plan.

One provider stated they were required to attest to a Code of Ethics/Standards of Conduct.

Both providers were 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.

Both providers indicated they knew to call the BHO to report suspected fraud, waste or abuse and

did know who the compliance officer was.

One provider recalled its top three vulnerabilities from its recent risk assessment.

One provider indicated it performed a risk assessment but did not recall the risks identified.

1 Both providers were aware that data must be validated prior to submission of encounters to the
BHO; however, one provider did not know what edit checks were in place.

=A =4 =4 -4 =4

= =4

Interviews with the SUD providers regarding the grievance and appeals system indicated the following:
1 Both providers understood they need to track all grievances and submit their grievance logs to the
BHO quarterly.
1 Both providers indicated the BHO had provided training during monthly meetings.

1 Both providers were aware of the role and responsibilities of the Ombuds.

1 One provider understood that grievance records need to be kept for at least six years and stored
securely and separately from the clinical record.

1 Both providers were aware that they would be notified of appeal decisions.

91 Both providers were aware of how the enrollee would be notified of appeal decisions.

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

1 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:

1 Both providers were aware of how often and by what means they were expected to inform
enrollees about their rights, responsibilities and benefits.
1 Both providers offer enrollee rights in languages other than English.

Both providers indicated no incentive plans are utilized.

1 Both providers stated that their agencies do not use seclusion and restraint; one provider said
they had a policy and procedure but one did not; additionally, one provider was not aware of
whether the BHO had a policy and procedure on seclusion and restraint they could adopt.

91 Both providers were aware that the BHO monitors for client rights through chart audits and

=
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administrative audits.
1 Both providers stated they had received formal training on enrollee rights and responsibilities.

Additionally, Qualis Health performed walkthroughs with two SUDs providers as part of the pre-
assessment reviews. The onsite walkthroughs consisted of assessing the following areas:
1 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

=A =4 =4 4 -4 =4

The following was observed:

1 Both agencies reported they do not use seclusion or restraint, but only one provided a policy and
procedure on seclusion and restraint.

1 Atone agency, ADA-compliant access was not appropriately marked.

I Atone agency, there was no activation button on the front door, nor was there a sign indicating
how to request assistance.

I At one agency, visitors were not required to sign a visitors log as they arrived, nor were they
required to wear a visitor badge.

1 Atone agency, poisonous external chemicals or caustic materials were stored in an unlocked
closet in an enrollee restroom.

At both SUD provider agencies, the following was observed:

1 Enrollee rights were posted where they were visible to clients and written in an easily understood

format.

1 Grievances were stored separate from the clinical record, in a locked cabinet accessible only by
appropriate designated persons.
Smoke detectors and fire extinguishers were operational.
Access to the server room was restricted to authorized personnel.
Doors with access control mechanisms, such as locks and swipe cards systems, were closed.
Reception areas were separate from treatment areas.
Office doors, filing cabinets and desks were closed and locked when unoccupied.
Employees wore identification name tags.
Protected health information (PHI) or ePHI was not accessible to unauthorized individuals.
Unattended computers returned to the logon screen (automatically or by user) or had password-
enabled screensavers when not in use.
1 Server equipment was isolated from sprinklers and other water supplies.

=A =4 =4 -4 -4 4 -8 A

Description of EQR Activities

EQR Federal regulations under 42 CFR 8438.358 specify the mandatory and optional activities that the
EQR must address in a manner consistent with protocols of the Centers for Medicare & Medicaid
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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:
1 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 statusof t he BHOO® s
integration of SUD and mental health agencies and the BHO6 s ¢ a p anteeétihgi rdgylatory n
and contractual standards governing managed care.
1 encounter data validation (EDV) conducted through data analysis and clinical record review
1 validation of three performance improvement projects (PIPs) to determine whether the BHO
met standards for conducting these required studies
1 follow-up on previous-year recommendations,i ncl udi ng tifoematon Systems y ear 6 s
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 t he Bt technolagl 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

(0) Fully Met (pass) Partially Met (pass) O Not Met O A (not applicable)

Compliance Review Results

This review as soverad pedormance, idéhtifi€ststsengths, 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
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summarized below in Table A-1. Please refer to the compliance review section of this report for complete
results.

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

CMS EQR Protocol Results

Section 1.
Enrollee Rights and Protections Partially Met (pass)
Section 2.
Grievance System Partially Met (pass)
Section 3.
Certifications and Program Integrity Partially Met (pass)

Performance Improvement Project (PIP) Validation Results

As a mandatory EQR activity, Qualis Health evaluatedt he BHOGO6s perf or mancetoi mprovem
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 BHO

are 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: Tobacco Use Cessation 4 High confidence in reported
O FU”y Met (paSS) results

Non-Clinical PIP: Improving Identification )4 High confidence in reported

of Intensive-Needs Children and Youth O Fully Met (pass) results

Substance Use Disorder (SUD) PIP: )24 Not enough time has elapsed to
Improving Implementation of the Grievance OnNia assess meaningful change
System among SUD Providers

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 int h e B ¢bracs with DBHR were used
as the standard for validation. Qualis Health obtained and reviewedthe BHO6 s encount er data val
report submitted to DBHR as a contract deliverable for calendar year 2015. The BHO6 s encounter dat s
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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 BHOS s

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

statistical methods for random selection. Table A-3 shows the resultsoft he revi ew of the BHOOG:
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 BHO6s Encounter Data Validation Pr
EDV Standard Description EDV Result
Sampling Sampling was conducted using an appropriate 4
Procedure random selection process and was of adequate O Not Met
size.
Review Tools Review and analysis tools were appropriate for the 4
task and used correctly. O Fully Met (pass)
Methodology and The analytical and scoring methodologies were 4

Analytic Procedures sound and all encounter data elements requiring O Fully Met (pass)

review were examined.

Qualis Health conducted its own validation to assessthe BHO6 s capaci ty tattamir oduce accu
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.

TableA-dsummari zes results of Qualis Healthoés EDV. Pl ease
complete results.

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

EDV Standard Description EDV Result

Electronic Data Full review of encounter data submitted to the State -4

Checks indicates no (or minimal) logic problems or out-of- O Fully Met (pass)
range values.

Onsite Clinical State encounter data are substantiated in audit of b4

Record Review patient charts at individual provider locations. Audited O Not Met

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.
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As part of its external quality review activities for 2016, Qualis Health is conducting the 2016 EQRO
Focused Study: Review of Childrends WISe | mplementati o
Department of Social and Health Services Behavioral Health Administration (BHA).

WISe-specific activities scheduled for Salish BHO consisted of a compliance review of WISe grievances
and appeals. Table A-5 displays the results of this review.

Table A-5: Results of WISe Implementation Review

Activity Description Result
Grievances and Qualis Health conducted a review of grievances 4 )
Appeals Review and appeals for SBHO; however, the BHO O N/A (not applicable)

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.
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Compliance

The2016comp |l i ance revi ew askdmpleascs with FetleraeMedddidDrdanaged care

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

of the BHOGO6s transition from an RSN to TEhedpplitabl¢y¢ i ntegr af
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 843 8, DBHRG6s c¢ ont rs,ahe WashingtorhAdmimstratii i@dle (WAC), and other
State regulations where applicable. Qual i s Heal t h e v apafamana onkach ¢lesnent BHO 6
of the protocol by
1 performing desk audits on documentation submitted by the BHO, includingt he BHOG6s transiti
plan and timelines for converting from an RSN to a BHO
1 conducting telephone interviews with two of the BHO's contracted mental health agencies and
two of its substance use disorder (SUD) treatment providers
1 conducting onsite walkthroughs of two SUD treatment providers
1 reviewing up to ten each of grievances, appeals and notices of actions, State fair hearing cases,
and cases of suspected fraud, waste and abuse
1 conducting onsite interviews with BHO staff on standards related to enrollee rights, the grievance
system, and certifications and program integrity; and performance improvement projects
1 performing encounter data validation

This review assesses S B H © dverall performance, identifies strengths, notes opportunities for
improvement and presents recommendations for corrective action plans (CAPSs) 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.

QualisHe al t h us e s -paiMMKdring system ia 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 other6 s
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

~ ~

(0) Fully Met (pass) Partially Met (pass) O Not Met O N (not applicable)

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

CMS EQR Protocol Results ‘
Section 1. _

Enrollee Rights and Protections Partially Met (pass)

Section 2. _

Grievance System Partially Met (pass)

Section 3.

Certifications and Program Integrity Partially Met (pass)

Summary of Opportunities for Improvement and Recommendations
Requiring Corrective Action Plans (CAPs), by Section

Section 1: Enrollee Rights and Protections

Opportunities for Improvement
SBHO submitted policies stating the policies had been approved by the SBHO executive board; however,
the policies lacked an authorizing signature and date. Meeting minutes do not indicate that policies were
reviewed and approved at the executive board meetings. Additionally, the policies became effective prior
to the BHO transition, when the organization was functioning as an RSN.
1 SBHO should add to its policies an authorizing signature, printed name, position of the individual
approving the policy and the date approved. The BHO should also revise the policy effective
dates to reflect the organizationds establishment

The language in the Advance Directives for Psychiatric Care brochure and the member handbook refers
to mental health advance directives as psychiatric advance directives.

a
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T This wording should be updated to align with the
directive.

Section 2: Grievance System

Opportunity for Improvement
SBHO submitted its Grievance Oversight and Recordkeeping policy outlining its record retention policy
and procedure, including the retention of records related to grievances and appeals, but it lacked a
reference requiring its BHAs to follow the same policy.
1 S B H Or@rd retention policy should include language stating that contracted providers are
required by the BHOG6 s ajoodf complaints,grievaecesaandrappdats fou me n t
six years after resolution of the process.

Section 3: Certifications and Program Integrity

Opportunities for Improvement
The BHO indicated it provides annual compliance training for its staff members and its BHAs; however,
the BHO indicated this training is not considered a requirement by policy.
1 SBHO should update its policies and procedures to indicate it requires its staff and BHA staff to
attend annual compliance training.

Per the BHO organizational chart, SBHO has selected a compliance officer who reports directly to the
BHO administrator. The organizational chart does not indicate that the compliance officer has direct
access to the governing board.
1 The BHO should update its organizational chart to include a dotted line, drawn from the
compliance officer to the governing board, to indicate that the compliance officer has direct
access and accountability to the governing board.

Recommendations Requiring CAP
SBHO stated it is monitoring encounter data through its Annual Data Encounter Integrity reviews to
ensure that encounter data submitted to the BHO are documented in the clinical file and appropriate
codes are used. However, the results of the encounter data validation performed by Qualis Health
revealed opportunities for the BHO to correct errors prior to certifying data submitted to the State. These
opportunities are described in detail in the EDV chapter of this report.

1 SBHO needs to improve the accuracy in data checks to ensure that encounters are accurate,

complete and truthful prior to submitting data to the State.

SBHO lacks a policy and procedure ensuring its written policies and procedures and standards of conduct
are updated on an annual basis.
1 The BHO needs to develop and implement a policy and procedure to ensure it reviews and
updates its written policies, procedures and standards of conduct on an annual basis.

The SBHO employee training checklist includes scheduling for conduct and ethics training within the first
30 days of employment. However, the BHO did not submit evidence that it has documented attestations
for the Code of Ethics/Standards of Conduct from its staff, providers, vendors and subcontractors.
1 SBHO needs to maintain evidence of documented attestations for the Code of Ethics/Standards
of Conduct from its staff, providers, vendors and subcontractors.
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SBHO performed a risk assessment, whichtoptdreent i fi ed | ow
vulnerabilities, however, were not identified. The BHO compliance officer did not provide the B H O disk
assessment results to the Compliance Committee; it presented the risk findings only to the BHO
administrator.
1 The BHO needs to reevaluate how it assesses BHO risk and ensure its risk-rating categories
include high, medium and low. SBHO needs to identify in its risk assessmenttheor gani zati onés
top three vulnerabilities.
1 SBHO needs to present its risk assessment results to the Compliance Committee as well as to
other leadership staff in order to plan for how the BHO will mitigate its risks.

The BHO submitted Compliance Committee meeting minutes, which indicated the Compliance Committee
is not meeting on a quarterly basis.
1 SBHO needs to ensure its Compliance Committee is meeting on at least a quarterly basis.

SBHO indicated it does not require the governing board or its Compliance Committee to attend its annual
compliance training.

1 The BHO needs to require annual compliance training for its governing board and its Compliance
Committee.

SBHO indicated it provides training for its staff and BHAs for fraud, waste and abuse; however, it lacked
documentation of attestations for these trainings.

1 SBHO needs to maintain written documentation of who attends the annual compliance training.
The written documentation should, at minimum, include name and signature of attendees, date of
training, title of the training provided, and reference to the subjects that were covered in the
training.

SBHO lacks a record retention policy and procedure that requires the BHO and its BHASs 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, referrals for fraud, waste and abuse, and outcomes of fraud, waste and
abuse.

I SBHO needs to develop 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, referrals for fraud, waste
and abuse, and outcomes of fraud, waste and abuse.

SBHO lacks a method to monitor its BHAs for retaining 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,
referrals for fraud, waste and abuse, and outcomes of fraud, waste and abuse.
1 SBHO needs to update its administrative monitoring tool to include oversight of its BHAs and
other delegated entities for retaining records for at least six years.

SBHO6s policies and procedures on fraud, waste and abu:
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 entity, the nature of
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the suspected fraud, waste, abuse or neglect, the approximate dollar amount involved, and the legal and
administrative disposition of the case.

|l

SBHO needs to update its policies and procedures on fraud, waste and abuse to specify that 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.

The BHO does not have a policy and procedure in place to monitor the basis for civil money penalties and
assessments.

|l

SBHO needs to create a policy and procedure to monitor the basis for civil money penalties and
assessments.

The BHO does not monitor its vendors, providers and subcontractors for civil money penalties and
assessments.

il

SBHO needs to add monitoring for civil money penalties and assessments to its administrative
monitoring tool and perform regular monitoring of its vendors, providers and subcontractors.

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

Enrollee Rights and Protections

Enrollee Rights 438.100 (a) Partially Met (pass)
Information Requirements 438.100 (b) 6
438.10 (a)-l- (d) FU”y Met (paSS)
Information Requirementsd Specific 438.100 (b) 4
438.10 (f) 0] Fully Met (pass)
Information Requirementsd General 438.100 (b) 6
Respect and Dignity 438.100 (b)(2)(ii) 6 Fully Met ( |
ully Met (pass
Alternative Treatment Options 438.100 (b)(2)(iii) (\j Fully Met ( )
ully Met (pass
Advance Directives 438.100 (b)(iv) Partially Met ( )
artially Met (pass
Seclusion and Restraint 438.100 (b)(iv) 6 I ( |
Fully Met (pass
Federal and State Laws 438.100(d)

0 Fully Met (pass)

Overall Result for Section 1.

Partially Met (pass)
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Scoring Criteria

1 The BHO has written policies regarding the enrollee rights that address all State and Federal
requirements.

1 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.

1 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.

1 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.

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

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

Reviewer Determination

Partially Met (pass)

Strengths
I SBHO has written policies regarding enrollee rights that meet all updated State and Federal
reqguirements. The BHO6s provider contracts also regq

State and Federal laws.
1 Enrollee rights are postedonthe BHO6s website in an easily viewabl e

I SBHO sends out a member handbook to enrollees upon each authorization for services, including
initial and continuing services. SBHO staff are trained on the contents and intent of the member
handbook as part of their employee onboarding orientation.

1 SBHO provided a two-day training on enrollee rights, HIPAA, and compliance for BHA and BHO
staff.

1 SBHO monitors BHAs for compliance in ensuring enrollees have been informed of their rights
through annual administrative and clinical reviews.

1 SBHO requires all BHAs to post enrollee rights in each of the DSHS-prevalent languages.

Opportunity for Improvement
SBHO submitted policies stating the policies had been approved by the SBHO executive board; however,
the policies lacked an authorizing signature and date. Meeting minutes do not indicate that policies were
reviewed and approved at the executive board meetings. Additionally, the policies became effective prior
to the BHO transition, when the organization was functioning as an RSN.
1 SBHO should add to its policies an authorizing signature, printed name, position of the individual
approving the policy and the date approved. The BHO should also revise the policy effective
dates to refl ec establithmenbas §8H@.i zat i ond s
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Scoring Criteria
1 The BHO has policies and procedures to ensure that all enrollees receive written information
about their rights in accordance with CFR §438.10.
1 The BHO ensures that all enrollees receive written information about their rights:
0 in a manner and format that is easily understood
o in all prevalent non-English languages
1 The BHO has implemented a process to assist enrollees with understanding the requirements
and benefits of the services available to them.
1 The BHO provides staff and providers with information on where to refer enrollees who are having
difficulty understanding materials.
1 The BHO has a mechanism in place to identify prevalent non-English languages within its service
region.
1 The BHO ensures that enrollees are informed of the availability of information regarding their
rights in alternative formats, and how to access those formats.
1 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.
1 The BHO monitors requests for translation and written information in alternative formats.

Reviewer Determination

4

0] Fully Met (pass)

Strengths
I SBHO includes in its enrollee rights policy that the Ombuds service shall be familiar with client
rights and be availabletoexplain r i ghts to Medicaid enrollees. The |
manager/compliance officer is also available to assist in the explanation of benefits and services
to enrollees.

1 SBHO staff and BHA staff have been trained to refer enrollees who are having difficulty
understanding materials to the BHO resource manager/compliance officer or the Ombuds. The
BHO holds a contract with the Language Line for live translation to aid in the process.

1 SBHO uses the demographic data obtained at intake to identify prevalent languages within its
service region.

1 SBHO ensures enrollees are provided with information in alternative non-English formats by
including in its provider contracts the requirement that they provide information through audio or
video recordings in the enrolleeé s p r i ma r yhavé aniterpratey eead the materials in the
e nr o | prireaey@asguage, or provide materials in an alternative format that is acceptable to
the enrollee. If one of these methods is used, it must be documentedintheenr ol | eeds cl i nic
record.

1T SBHOG6s provider cont r acnusthaveaa éffective mechanigmioo vi der st af f
communicate with enrollees with sensory impairments.
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1 SBHO monitors requests for translation services and information provided in alternative formats
through its annual administrative and clinical reviews.

Scoring Criteria

1 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 provider s crea, incdudinglinformationoh h e ¢
specialists.

1 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
currentlyintheenroll ees d service area, including infor

1 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 pr ovi ders currently in the enroll ees
specialists.

I The BHO has a policy and procedure regarding notifying enrollees of any restriction regarding the
enr ol | ee s dchdice amnp®iHAs.o

I The BHO notifies enrolleesof any restriction r egafcHocaanongh e
BHAs.

f The BHO monitors the notification to enroll eg

freedom of choice among BHAs.

I The BHO has a policy and procedure regarding how it furnishes new enrollee information listed in
paragraph (f)(6) within a reasonable time af
each enrollee written notice of any change t/|
at least 30 days before the intended effective date of the change.

I The BHO furnishes to each new enrollee the information listed in paragraph (f)(6) within a
reasonabl e time after notice of the recipient
notceofany change that the State defines as HfAsi
before the intended effective date of the change.

1 The BHO monitors the furnishing of new enrollee information listed in paragraph (f)(6) within a
reasonable time afternot i ce of the recipientds enrol |l men
notice of any change that the State defines
before the intended effective date of the change.

1 The BHO provides names, locations and telephone numbers for non-English-language-speaking,
current contracted providers in the enroll ee:

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

1 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.

1 The BHO provides information on procedures for obtaining benefits, including authorization
requirements.

1 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.

1T TheBHOprovides informatiormi tkatd deshital@apo olfow-up s i
services. o
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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

0] Fully Met (pass)

Strengths

1

SBHO includes in its enrollee rights and in its cultural competency policyt h e e n righttd ee 6 s
recto

request a directory of agency providers availableinthe BHO6s net wor k. The di
languages spoken by and the specialties of the network providers.

SBHO allows enrollees freedom of choice when choosingacontracte d pr ovi der wit hi

service region.

SBHOG6 s eanamlbook informs enrollees about the process for obtaining out-of-area
coverage, including the responsibility of the enrollee to contact his/her BHA for authorization of
any out-of-area coverage.

SBHOG6s websit e -lowaisianumbsrs for iitsap2Clallam and Jefferson counties.
The website also informs enrollees of which agency will be answering calls during business and
after-business hours and on the weekends. The member handbook also directs enrollees on
whom to contact in the event of a crisis.

SBHOO6s website and member handbook inform enrol

covered services and the authorization process.

Scoring Criteria

l

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.

n

tr

ees
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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

0] Fully Met (pass)

Strengths

il

SBHO has a policy designed to allow enrollees and/or advocates/representatives the opportunity
to have grievances heard in a uniform manner and resolved in a timely fashion. This policy
outlines the rights, responsibilities and requirements of SBHO, enrollees, contracted providers
and other involved parties at all levels of the grievance, appeal and fair hearing system.

SBHO ensures, through its annual administrative review, that all enrollees receive the Complaint,
Grievance, and Fair Hearing brochure at the time of intake with a contracted provider and when a

grievance has been filed. This brochure is also

SBHO does not participate in physician incentive plans. The BHO also monitors its BHAs through
administrative reviews to ensure they do not participate in physician incentive plans.

Scoring Criteria

l

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 8431.300 through 8431.307 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 8431.301 and 8431.302, personal information concerning applicants
and recipients may be disclosed for purposes directly connected with the administration of this
agreement.

av a
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Reviewer Determination

4

0] Fully Met (pass)

Strengths

il

SBHO includes in its member handbookt he enr ol |l eeds right to be
consideration of privacy. The handbook also includes information and contact numbers regarding
customer satisfaction.

SBHOG6s mimmlboekinforms enrollees that SBHO participates in and cooperates with a
variety of community efforts to promote effective, equitable, understandable and respectful quality
care and services that are responsive to diverse cultural health beliefs and practices, preferred
languages, health literacy and other communication needs.

SBHO provides staff with training pertaining to the right of enrollees to be treated with respect,
dignity, and consideration of privacy during employee onboarding and during internal team
meetings.

SBHO provides ongoing technical assistance to its BHAs, as the BHO believes customer service
is a high priority.

SBHO has a process in place to ensure its staff and BHA staff protect all protected health
information (PHI) and ePHI from unauthorized disclosure. SBHO staff are trained by the

compliance officer on HIPAA and privacy practices as part of their new employee orientation.

The BHO conducted HIPAA training in March 2016 for all of its BHAs.

t

Scoring Criteria

1

1

The BHO has written policies and procedures regarding e n r o | righe te ee@ive 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 appropriatetoeache nr ol | eeds condi ti on ang

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

Reviewer Determination

4

0] Fully Met (pass)

Strengths

il

SBHO6s member handb o oktheirighftorecens infermationlon avadlable
treat ment options and alternatives pr e scenditioe d
and ability to understand. The handbook also outlines core services and specialized services.
The handbook is available on the BHOG6s websi

reate

n

t e.
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1 SBHO monitorsi t s Réimblgarice with this policy through annual provider directory requests,
annual administrative reviews, grievance tracking reports and clinical reviews.

Scoring Criteria

1 The BHO has a documented policy and procedure regarding medical advance directives and
mental health advance directives.

1 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.

1 The BHO has a documented training for enrollees and staff regarding medical advance directives
and mental health advance directives.

1 The BHO has a process for informing enrollees and/or their families or surrogates of where to file
complaints concerning non-compliance with directives.

1 The BHO provides community education regarding advance directives.

Reviewer Determination

Partially Met (pass)

Strengths
1 SBHO monitors its BHAs for compliance regarding mental health and medical advance directives
through annual administrative reviews, annual provider standard and crisis chart reviews, and
biennial provider Quality Review Team onsite reviews.

1 SBHO provided training to BHO and BHA staff on advance directives during the monthly quality
management meetings.

1 The Ombuds has assisted in providing community training and education on advance directives
and also assists enrollees in completing advance directives.

T SBHOO&6s website pr ovi aeedirectives, mcludiagtthe 8tna toend sa dment al hea
advance directive brochure.

Opportunity for Improvement
The language in the Advance Directives for Psychiatric Care brochure and the member handbook refers
to mental health advance directives as psychiatric advance directives.
T This wording should be updated to align with the St
directive.

Scoring Criteria
1 The BHO has a written policy and procedurer e gar di ng e n rbe frek feom sy formiofy |
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.
1 The BHO has a written policy and procedure regarding enrollee participation in decisions
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regarding his or her healthcare, including the right to refuse treatment.

The BHO ensures contractors comply with its policies and procedures regardingenro | | e e s 6
participation in healthcare decisions and the right to be free from any form of restraint or seclusion.
The BHO monitors f berfreedrant amy forme @& mesiraint or geblusiontused 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

(0) Fully Met (pass)

Strengths

il

SBHO hasawellwr i tt en policy regarding the enroll eeds
and restraint. dividualphave a gkt tode fred florm secluFion and restraint,
including chemical restraint. The use of seclusion or restraint can only occur when there is

imminent danger to self or others and less restrictive measures have been determined to be

ineffective to protect an individual or others from harm. Seclusion and restraint should only occur

in a licensed Evaluation and Treatment facility following guidelines set forth in 388-865 WAC.0

The policy on seclusion and restraint also states, hatPprovider network agencies contracted with
SBHO shall maintain policies regarding seclusion and restraint to assure that procedures are
utilized only to the extent necessary to ensure the safety to patients and others. The use of
seclusion and restraint should be the last resort in dealing with the psychiatric population. There
must be imminent danger to self or others and all other least restrictive measures have been
determined to be ineffect i ve t o protect the individual. o

Outlined in the policy on seclusion and restraint are 12 standards that must be followed if
seclusion and restraint becomes necessary in an evaluation and treatment (E&T) facility,
including that fthe dignity, privacy, and safety of individuals who are restrained or secluded
should be preserved to the greatest extent possible, at all times, during the use of these
interventions.o

SBHO monitors B H A sofnpliance with this policy through annual SBHO Provider and
Subcontractor Administrative Reviews, annual provider chart reviews, an annual chart and facility
review of its E&T, biennial Quality Review Team onsite review, and quarterly Provider
Performance Reports.

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 1l and
Il 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
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(HIPAA) of 1996, codified in 42 USC §1320(d) et.seq. and 45 CFR parts 160, 162 and 164.

1 The BHO has documented monitoring tools and results to ensure compliance with and all Federal
and State laws on enrollee rights.

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

Reviewer Determination

(0) Fully Met (pass)

Meets Criteria

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

Grievance System

Grievance Systems 438.228 (a),(b) (‘j Fully Met (pass)
Notice of Action 438.404 (a) C’) Fully Met (pass)
Content of Notice 438.404 (b) (‘3 Fully Met (pass)
Timing of Notice 438.404 (c) (‘3 Fully Met (pass)
Handling of Grievances and Appeals 438.406

(0) Fully Met (pass)

Resolution and Notificationd Timeframes  438.408 (a)i (c) 6 ' ( |
Fully Met (pass

Resolution and Notificationd Format of 438.408 (d) 4
Notice (0) Fully Met (pass)
State Fair Hearings 438.408 (f) 6 Fully Met ( )
ully Met (pass
Expedited Resolution of Appeals 438.410 6 I ( )
Fully Met (pass
Grievances and Appealsd Information 438.414 6
Requirements Fully Met (pass)
Recordkeeping and Reporting 438.416

Partially Met (pass)

Continuation of Benefits 438.420 b4
(0) Fully Met (pass)

Effectuation of Reversed Appeal 438.424 6
Resolutions Fully Met (pass)

Overall Result for Section 2. )
Partially Met (pass)
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Scoring Criteria

1 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.

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

including training for the grievance process,theap peal pr oc e s s acaesgioteenr o |
State's fair hearing system.

1 The BHO staff is knowledgeable aboutthe BHO6s gri evance system, i
process, appeal process and accesstothe State6s f air 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 naotification 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 wo may file a grievance or appeal on an ¢

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

=4 =4 =4 4 -4 8 -8 -9

Reviewer Determination

(0) Fully Met (pass)

Strengths
T SBHOG6s resource manager/ compliance officer provides
consultations with BHAs regarding grievances. The BHO also provides its BHAs with information
on the grievance process during monthly BHO utilization management (UM) meetings. In October
2015, SBHO also provided SUD treatment providers with a training on grievances and fair
hearings.

1 SBHO keeps a grievance tracking log for all grievances filed with the BHO. The Ombuds also
notifies SBHO of any grievances received.

1T SBHOO&6s resour ce man a greceivexamomHlyipacketfrem its ilegatee r
authorization entity containing all notices of action (NOAS) sent during each monthly period.

1 SBHO monitors enrollee NOAs through annual administrative reviews, trainings offered by the
BHO, grievance tracking reports, review of all service denial and NOA letters, and through
analyzing trends and data obtained from the annual Mental Health Statistical Improvement
Project (MHSIP).
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1 S B H O@Gasnplaint, Grievance and Fair Hearing brochure informs enrollees and/or their
del egated advocates of the enrolleebds right to file
enrollees that assistance with the grievance process will be provided if needed and that if the
enrollee or their advocate is not already receiving assistance from the Ombuds, Ombuds services
will be offered.
1 The Complaint, Grievance and Fair Hearing brochure is provided to enrollees at the time of intake
with a BHA, upon request, or when an enrollee files a grievance. SBHO6s website also po
printable Complaint, Grievance and Fair Hearing brochure.
Scoring Criteria
1 The BHO has a methodology for identifying the prevalent non-English languages spoken by
enrollees and potential enrollees throughout its service region.
1 The BHO makes the written notice of action available in the prevalent non-English language
spoken by enrollees.
I The BHO makes oral interpretation of the notice of action available to all non-English-speaking
enrollees at no charge to the enrollee.
1 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.
1 The BHO makes written material available in an easily understood language and format.
I 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.
1 The BHO makes available alternative formats for individuals who are blind.
Reviewer Determination
O Fully Met (pass)
Strengths
T SBHOOG s Notick of Acyion Requirements states the BHO will provide all NOAs and other
materials in English, Spanish, and all other prevalent non-English languages spoken in the BHOOG s
service area. The materialswouldbe transl ated into an individual s |
requested, to meet the language requirements per CFR 438.10.
1 SBHO makes interpretation of the notice of action available at no cost to all non-English-speaking
enrollees. NOAs for enrollees who are blind are related verbally, telephonically or in person.
T SBHOG6s member handbook i nf or BHAs dferand provieleelanguage at SBHO

assistance services, including bilingual staff and interpreter services, at no cost to all enrollees
with limited English proficiency at all points of contact, in a timely manner during all hours of
operation. Additionally, SBHO provides easy-to-understand print and multimedia materials and
signage in the languages commonly used by the populations in the service area.

Scoring Criteria




Compliance

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

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

0 The notice from the BHO or its contractor explains the reasons for the action.

0 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 ex|
hearing.

o The natice from the BHO or its contractor explains the procedures for exercising the right to file an
appeal or request a State fair hearing.

0 The notice from the BHO or its contractor explains the circumstances under which expedited
resolution is available and how to request it.

0 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

4

0] Fully Met (pass)

Strengths
T SBHOO6s NOA all of therreqaredrelements including the action taken, the reasons for the
action, an explanation ofthee nr o lrigrgteflesanappeal , an expl anati o

right to request a State fair hearing, and circumstances under which expedited resolution is
available and how to request it.

1 The NOAalsoexplainst he enr ol |l eebs right to have servi
appeal, how to request that services be continued, and the circumstances under which the
enrollee may be required to pay the costs of these services.

Scoring Criteria

1 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

1 The BHO has a documented policy and procedure defining exceptions to advance notice
requirements.

I The BHO ensures the notice of action is mailed at least 10 days before the date of action, unless
an exception is permitted.

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

1 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

n of

ces

c

(o]



Compliance

4

0] Fully Met (pass)

Strengths
1 S B H ONoasice of Action Requirements policy outlines the timing for mailing NOAs for utilization
management decisions regarding denial of payment; cases of probable fraud; and denials,
termination, suspension, or reduction of previously authorized Medicaid-covered services. This
policy also outlines the exceptions to advance notice requirements

1 S B H OAushorization for Outpatient Services Based on Medical Necessity policy outlines how
expedited authorizations can occur in cases in which following the standard timeframe could
seriously jeopardize the e n r o | life.gheafihsor ability to attain, maintain or regain maximum
function. The policy states an expedited decision must be made as expeditiously astheenr ol | ee 6 s
condition requires but not exceeding three working days from the receipt of the request for
service.

Scoring Criteria

I The BHO is able to describe how it assists enrollees in completing forms and taking other
procedural steps to file a grievance or appeal.

1 The BHO acknowledges the receipt of grievances and appeals received orally and in writing, in
compliance with State and Federal guidelines.

1 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 tres

1 The BHO is able to describe an example where there was a denial and another individual
reviewed the appeal.

1 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.

1 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

4

0] Fully Met (pass)

Strengths
1 The BHO informs enrollees that if they need assistance completing and filing a grievance or an
appeal form, they may contact SBHO and work with the resource manager/compliance officer or,
if they prefer, with the Ombuds. If the enrollee requests that someone at the BHA assist with the
grievance system process, SBHO would act as a liaison.

1 The BHO has an optional grievance form that may assist an enrollee in defining the issues of the
grievance, as well as the requested resolution.

1 SBHO ensures the enrollee or their designated advocate filing the grievance or appeal is given an
opportunity to examine their clinical record before and during the grievance or appeal process.



Compliance

1 SBHO ensures that all grievance resolutions it offers honor individual voice, choice and rights of
or on behalf of the enrollee filing the grievance. The BHO ensures that at all stages of the
process, emphasis is placedontheenr ol | e e 6 solutimmquest ed

Scoring Criteria

1 The BHO has a process in place to monitor the disposition of grievances and resolution of appeals
to ensure compliance with timeliness requirements

1 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.

1 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.

1 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.

I 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.

==

Reviewer Determination

0] Fully Met (pass)

Strengths
1 Although SBHO has not yet received any appeals, it has an appeals process policy in place
outlining the timeframes for resolution of appeals and resolution of expedited appeals.

1 SBHO has a grievance process in place that typically allows for resolution within 30 days and not
to exceed 90 days. The BHO will attempt to resolve the grievance quickly and to the enrolleeé s
satisfaction.

1 SBHO acknowledges receipt of a grievance in writing within five working days. The written
acknowledgement includes informing the enrollee that previously authorized services will
continueorberei nst ated during the gri eveguestécqpyobtbeess at t
written acknowledgement is also provided to the involved BHA and to the Ombuds.

Scoring Criteria
1 The format used by the BHO for the written disposition of grievances and resolution of appeals
meets criteria established by the State.
1 The BHO makes reasonable efforts to provide oral notice to enrollees for an expedited resolution
of an appeal.
T The BHOG6s writt enesolationtmeetseall aoritentarigpiceeatablished by the State.

Reviewer Determination

0] Fully Met (pass)




Compliance

Meets Criteria

Scoring Criteria
1 The BHO has a policy and procedure related to fair hearings and a process to monitor compliance
with standards.

Reviewer Determination

(0) Fully Met (pass)

Strength
1 SBHO has had only one fair hearing within the last ten years. The BHO has a policy and
procedure regarding fair hearings and internally reviews all materials for compliance.

Scoring Criteria
1 The BHO has established and maintains an expedited review process for appeals.
I 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.
I 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.

Reviewer Determination
4

0] Fully Met (pass)

Strength
1 SBHO has not received any requests for expedited appeals. If an expedited appeal were
requested by an enrollee or the enrollee's authorized representative, SBHO would ensure that no
punitive action or retaliation was taken against enrollees or providers involved in the appeal.

Scoring Criteria
1 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.
1 The BHO provides enrollees with information about grievance, appeal and fair hearing procedures
and timeframes, including:
o theright to a State fair hearing, the method for requesting a hearing and the rules
governing representation at a hearing
the right to file grievances and appeals
the requirements and timeframes for filing a grievance or appeal
the availability of assistance in the filing process
the toll-free number(s) an enrollee can use to file a grievance or appeal by phone
continuation of benefits upon filing an appeal or requesting a State fair hearing
1 The BHO has a process in place to monitor contracted providers and subcontractors on the

O O O O O




Compliance

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

Reviewer Determination

(0) Fully Met (pass)

Strength
1 SBHO requires its BHAs to have their own policies and procedures on the grievance system and
monitors for compliance of these policies through annual provider and subcontractor
administrative reviews, trainings provided by the BHO, and review of grievance tracking reports,
including the review of unresolved enrollee grievances, appeals and/or fair hearings.

Scoring Criteria

1 The BHO and the delegated entity have a records retention policy and procedure that includes
retention of records related to grievances and appeals.

1 The BHO maintains records of grievances and appeals, including their resolution, and reviews the
information as part of its quality strategy.

1 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.

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

Reviewer Determination

Partially Met (pass)

Strengths
1 SBHOG6 s p @Grievamce Oversight and Recordkeeping requires the BHO to retain
documentation of complaints, grievances and appeals for six years after resolution of the
process. This policy also requires such records to be kept separately from the clinical records and
be accessible only by appropriate designated personnel.

1 SBHO, its BHAs and the Ombuds are required to record and report all grievances on the
quarterly agency complaint form and submit the formtoSBHOG6 s Qual ity | mprovement
(QUIC) quarterly for review.

1 SBHO has established procedures for oversight and centralized processing and recording of
grievances. The BHO compiles various reports, including the quarterly agency grievance forms,
the monthly Ombuds activity sheets, the quarterly grievance appeals forms, and the monthly
SBHO denial and appeal tracking reports, and analyzes them to explore trends and identify areas
needing improvement.

Opportunity for Improvement

SBHO submitted its Grievance Oversight and Recordkeeping policy outlining its record retention policy
and procedure, including the retention of records related to grievances and appeals, but it lacked a
reference requiring its BHASs to follow the same policy.



Compliance

1 S B H Or@cord retention policy should include language stating that contracted providers are
required by the BHO®G s atoodf complaints,grievaecesaandrappdats ou me n t
six years after resolution of the process.

Scoring Criteria

1 The BHO has a documented policy and procedure regarding the continuation and/or reinstatement
of an enroll eeds benefits upon filing an app:¢

1 The BHO notifies enrollees of the process to continue benefits while an appeal or State fair
hearing is pending.

1 The BHO noatifies 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.

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

Reviewer Determination

4

0] Fully Met (pass)

Strengths
1 SBHO has never received an appeal related to grievances; however, in such a case the BHO
would follow its policy fiNotice of Action Requirements,ooutlining the enrollee's right to have
benefits continue pending resolution of the appeal. Additionally, the Complaint, Grievance and
Fair Hearing brochure informs enrollees that their services may continue through their
authorization period. It also provides information on contacting SBHO if the enrollee feels their
services have been affected as a result of filing an appeal.

1 Al NOAs inform enrollees that services will not be disrupted during the appeal process when:
o the enrollee files the appeal within 10 days of the NOA mail date
o the enrollee appeal involves the reduction, suspension or termination of previously
authorized Medicaid-covered behavioral health services
o the current period covered by the authorization has not expired, and the NOA was mailed
to the enrollee within the required timeframes
o the enrollee has requested an extension of the appeal process

9 Enrolleesarei nf or med that if the appeal decision is not
to pay for the services received during the appeal or hearing.

Scoring Criteria
1 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.
1 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

(0) Fully Met (pass)




Compliance

Meets Criteria

Table B-4: Summary of Compliance Review for Certifications and Program Integrity
Protocol Section CFR Result ‘

Certifications and Program Integrity

Provider Eligibility 438.600 >

0] Fully Met
Data Certification 438.602 partially M
artially Met
Source, Content and Timing of 438.606 (\j
Certification Fully Met
Program Integrity Requirements 438.608 (a),(b) bartially M
artially Met
Compliance Programs 438.608 (b) partially M
artially Met
Record Retention 431.107 é
Not Met
Excluded Entities 455.100 é Eullv M
ully Met
Disclosure of Ownership 455.102 (3 I
Fully Met
Cooperation with Fraud Control Units 455.21 I
Partially Met
Suspension of Payments 455.23 6 Eullv M
ully Met
Civil Money Penalties and Assessments 1003.102 6
Not Met

Overall Result for Section 3.
Partially Met

Scoring Criteria
1 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.
1 The BHO has a mechanism in place to report its monitoring of excluded providers to the
State.

Reviewer Determination

O Fully Met

Strength
1 S B H OPregram Integrity Plan requires SBHO contractors and subcontractors to report any
suspected cases of an excluded provider to the SBHO compliance officer and the Medicaid Fraud




Compliance

Control Unit (MFCU) when appropriate. The plan also states that all reports of potential violations
of laws, regulations, policies or questionable conduct, from any source, shall be logged and
reviewed by the SBHO compliance officer to determine the next steps to be taken.

Scoring Criteria

1 The BHO has policies and procedures in place to ensure data submitted to the State
are certified.

1 The BHO has documented mechanisms in place to comply with the applicable
certification, program integrity and prohibited affiliation requirements of this subpart.

1 The BHO has mechanisms in place to ensure data submitted as part of § 438.606
(including, but not limited to enroliment information, encounter data and other
information required by the State and contained in contracts, proposals and related
documents) are certified.

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

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

Reviewer Determination

Partially Met
Strength
1 S B H Oanagement Attestation of Accuracy of Dataopolicy ensures the BHO is monitoring
data accuracy through edit checks using valuesoutined i n SBHO6s 8BH@6dgi ctionar
administrator certifies the accur ampliamcé withthee BHOO6 s d
policy is monitored through ueslategaty revewsH@dss Annual Da

reviews ensure that encounter data submitted to SBHO are documented in the clinical file and
appropriate codes are used. If a BHA performs below expected standards, a corrective action
plan is required for SBHO approval.

Recommendation Requiring CAP
SBHO stated it is monitoring encounter data through its Annual Data Encounter Integrity reviews to
ensure that encounter data submitted to the BHO are documented in the clinical file and appropriate
codes are used. However, the results of the encounter data validation performed by Qualis Health
revealed opportunities for the BHO to correct errors prior to certifying data submitted to the State. These
opportunities are described in detail in the EDV chapter of this report.

1 SBHO needs to improve the accuracy in data checks to ensure that encounters are accurate,

complete and truthful prior to submitting data to the State.

Scoring Criteria
1 The BHO has mechanisms in place to ensure the data the BHO submits to the State are
certified by one of the following:
(1)th e B Hcbiéf executive officer
(2)th e B Hchiér nancial officer
(3) an individual who has delegated authority to sign for, and who reports directly to, the
B H O &hsef executive officer or chief financial officer




Compliance

|l

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

(0) Fully Met

Strengths

|l

SBHO has tasked its administrator with certifying and attesting to the accuracy, completeness
and truthfulness ofthe BHO6s encounter dat a.

Data are certified via email at the time of batch transmission and with a signed hard copy mailed
to DSHS at the end of the month.

Scoring Criteria

il

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




Compliance

providers, vendors and subcontractors.
1 The BHO has confidential mechanisms in place for anyone, including enrollees, to report
fraud/abuse/waste.

Reviewer Determination

Partially Met

Strengths
1 SBHO has various documented policies and procedures regarding program integrity, including a
well-designed presentation of these policies in the BHO policy manual. The policies are designed
for maintaining administrative and management arrangements or procedures, including a
mandatory compliance plan that is designed to guard against fraud and abuse and contains the
seven essential elements of an effective compliance program.

1 SBHO includes instructions on its website and in its enrollee handbook for how to confidentially
report fraud, waste and abuse.

1 The B IRPOdgan Integrity Plan indicates there shall be no retaliation against a reporting
agency or individual as a result of good faith reporting. SBHO ensures protections against
retaliation for individuals who report suspected violations, as outlined in the SBHO Protections
Against Retaliationdpolicy.

T SBHOG6s compliance officer mahemepating)teackiag ahdagging |
of all suspected cases of fraud and abuse.

1 The BIOde» Conductd p ocabdressgs how to avoid real and apparent conflicts of
interest.

Recommendations Requiring CAP
SBHO lacks a policy and procedure ensuring its written policies and procedures and standards of conduct
are updated on an annual basis.
1 The BHO needs to develop and implement a policy and procedure to ensure it reviews and
updates its written policies, procedures and standards of conduct on an annual basis.

The SBHO employee training checklist includes scheduling for conduct and ethics training within the first
30 days of employment. However, the BHO did not submit evidence that it has documented attestations
for the Code of Ethics/Standards of Conduct from its staff, providers, vendors and subcontractors.
1 SBHO needs to maintain evidence of documented attestations for the Code of Ethics/Standards
of Conduct from its staff, providers, vendors and subcontractors.

Scoring Criteria
1 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.

tracki



Compliance

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 B H O draud 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.

Reviewer Determination

Partially Met
Strengths

1 SBHO has a compliance officer who has attended formal compliance training and participates in
the Compliance Officer Work Group for the BHOs.

1 The BHO demonstrated it has provisions for prompt responses to detected risks and offenses.

1 As outlined in SBHOO Program Integrity Plan, the BHO has a process for developing corrective
action initiatives with regard to detected risks and offenses.

T SBHO®HAsi ndi c at ed cdamplianceBoHic2ibhas demonstrated, through training and

ongoing communication, that there are open lines of communication between the compliance
officer and the staff at the delegated entities.

Opportunities for Improvement




Compliance

The BHO indicated it provides annual compliance training for its staff members and its BHAs; however,
the BHO indicated this training is not considered a requirement by policy.
1 SBHO should update its policies and procedures to indicate it requires its staff and BHA staff to
attend annual compliance training.

Per the BHO organizational chart, SBHO has selected a compliance officer who reports directly to the
BHO administrator. The organizational chart does not indicate that the compliance officer has direct
access to the governing board.
1 The BHO should update its organizational chart to include a dotted line, drawn from the
compliance officer to the governing board, to indicate that the compliance officer has direct
access and accountability to the governing board.

Recommendations Requiring CAP
SBHO performed a risk assessment, which identified low and mediumr i s ks ; ttdpehreB HOO s
vulnerabilities, however, were not identified. The BHO compliance officer did not provide the B H O disk
assessment results to the Compliance Committee; it presented the risk findings only to the BHO
administrator.
1 The BHO needs to reevaluate how it assesses BHO risk and ensure its risk-rating categories
include high, medium and low. SBHO needs to identify in its risk assessmenttheor gani zati onés
top three vulnerabilities.
1 SBHO needs to present its risk assessment results to the Compliance Committee as well as to
other leadership staff in order to plan for how the BHO will mitigate its risks.

The BHO submitted Compliance Committee meeting minutes, which indicated the Compliance Committee
is not meeting on a quarterly basis.
1 SBHO needs to ensure its Compliance Committee is meeting on at least a quarterly basis.

SBHO indicated it does not require the governing board or its Compliance Committee to attend its annual
compliance training.

1 The BHO needs to require annual compliance training for its governing board and its Compliance
Committee.

SBHO indicated it provides training for its staff and BHAs for fraud, waste and abuse; however, it lacked
documentation of attestations for these trainings.

I SBHO needs to maintain written documentation of who attends the annual compliance training.
The written documentation should, at minimum, include name and signature of attendees, date of
training, title of the training provided, and reference to the subjects that were covered in the
training.

Scoring Criteria
1 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.
1 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




Compliance

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

4

0 Not Met

Recommendations Requiring CAP

SBHO 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, referrals for fraud, waste and abuse, and outcomes of fraud, waste and

abuse.

1

SBHO needs to develop 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, referrals for fraud, waste
and abuse, and outcomes of fraud, waste and abuse.

SBHO lacks a method to monitor its BHAs for retaining 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,
referrals for fraud, waste and abuse, and outcomes of fraud, waste and abuse.

1

SBHO needs to update its administrative monitoring tool to include oversight of its BHAs and
other delegated entities for retaining records for at least six years.

Scoring Criteria

1

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

i snét made or conviction occur s.

Reviewer Determination




Compliance

O Fully Met

Strengths
T SBHOG6s pol i cy iaioates therBB@ and its BHAs will not willingly contract with or
retain any contractor or subcontractor who has been listed by a State or Federal agency as
debarred, excluded or otherwise ineligible for Federal or State program participation or whose
license has been revoked or suspended. If either of these situations applies or if they become
applicable, they are to be reported to the SBHO compliance officer as soon as possible.

T SBHO®s p o Irocedure imalinates gxcluded provider verification is conducted at the time of
hire or appointment, and every month thereafter. This verification is conducted through the Health
and Human Services Office of the Inspector General (HHS OIG) website. The BHO is monitoring
its BHAs for excluded provider verification on a monthly basis and storing its documentation in a
formal log.

Scoring Criteria
1 The BHO has a mechanism in place to monitor disclosure by Medicaid providers and fiscal agents
of information on ownership and control.

Reviewer Determination

0] Fully Met

Strength
T SBHOG6s pol i cy imioates thatits BHAS and seibcontractors must disclose whether a
person (individual or corporation) has an ownership or controlling interest in the organization or
has a relative with ownership or 5 percent or more interest. It also indicates that BHAs are
required to maintain a list of employees and subcontractors with an ownership or control interest.

Scoring Criteria

I 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.

1 The BHO refers all cases of suspected provider fraud to MFCU.

1 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.

1 The BHO, upon referral to MFCU, initiates any available administrative or judicial action to recover
improper payments to a provider or any delegated entity.

1 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.

1 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
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approximate dollar amount involved, and the legal and administrative disposition of the case.

Reviewer Determination

Partially Met

Strength
1 SB H O &Fsaud and Abuse Compliance Reporting Standardsopolicy outlines the criteria the BHO
and its subcontractors must follow, including protecting themselves against fraud, waste and
abuse, complying with all Federal and State reporting requirements, and complying with the
MFCU regarding any investigations.

Recommendation Requiring CAP

SBHO6s policies and procedures on fraud, waste and abu:
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 entity, the nature of

the suspected fraud, waste, abuse or neglect, the approximate dollar amount involved, and the legal and

administrative disposition of the case.

1 SBHO needs to update its policies and procedures on fraud, waste and abuse to specify that 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.

Scoring Criteria
1 The BHO has a policy and procedure in place to monitor suspension of payments in cases of
fraud.
1 The BHO monitors its vendors, subcontractors and providers for suspension of payments in cases
of fraud.

Reviewer Determination

4

0] Fully Met

Strengths
1 S B H OPRragram Integrity Plan indicates that in cases of fraud, the BHO will suspend payment,
would consider terminating the provider contract, and may seek repayment of funds.

1 SBHO conducts annual fiscal audits to ensure its subcontractors are suspending payments in
cases of fraud.

Scoring Criteria
1 The BHO has a policy and procedure in place to monitor the basis for civil money penalties and
assessments.
1 The BHO is monitoring its vendors, providers and subcontractors for civil money penalties and
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assessments.

Recommendations Requiring CAP
The BHO does not have a policy and procedure in place to monitor the basis for civil money penalties and
assessments.
1 SBHO needs to create a policy and procedure to monitor the basis for civil money penalties and
assessments.

The BHO does not monitor its vendors, providers and subcontractors for civil money penalties and
assessments.
1 SBHO needs to add monitoring for civil money penalties and assessments to its administrative
monitoring tool and perform regular monitoring of its vendors, providers and subcontractors.
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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

1 measurement of performance using objective quality indicators

1 implementation of systems interventions to achieve improvement in quality

91 evaluation of the effectiveness of the interventions

1 planning and initiation of activities for increasing or sustaining improvement

As a mandatory EQR activity, Qualis Health evaluatesthe BHOs 6 Pl Ps t o deter mi ne whet h
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
1 the study topic was appropriately selected

91 the study question is clear, simple and answerable
1 the study population is appropriate and clearly defined
91 the study indicator is clearly defined and is adequate to answer the study question
1 th e P kamplisg methods are appropriate and valid
91 the procedures the BHO used to collect the data to be analyzed for the PIP measurement(s) are
valid
1 theBHOb6s pl an f or a pratihgyPiirasults isaccdraté nt e r
1 theBHOb6s strategy f or aredimprovemen(s) is appreptiate s u st
1 itis likely that the results of the PIP are accurateandt hat i mprovement i s fAreal o
I 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.

Qualis Health assessed the BHOs6PIPs 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 ass,ofighasr tai aslcloyi BMebtf OMB M6 fi0tevaluatienc h of t he
components that are applicable to the performance improvement project being evaluated. Components

may be fANot Applicableo if the performance i mprovement
Components determined to be i Noarenatpnplidéddnahe finalGcormg. e not r
Scoring is based on the answers BHOs provide in the completion of a response form, which address

guestions listed under each evaluation component, following a review of written documentation and in-

person interviews. Opportunities for improvement, technical assistance and recommendations requiring a

corrective action plan (CAP) are provided in each standard.
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The table below presents the scoring key for the PIP standards.

Table C-1: Performance Improvement Project Validation Scoring

Scoring Icon Key

0] Fully Met (pass) Partially Met (pass) O Not Met OnN/a (not applicable)

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 The study design and data collection and analysis

Results 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 The PIP has not advanced to at least the first re-

assess meaningful change measurement of the study indicator.

Tobacco Use Cessation

It is estimated that in the United States, each year 440,000 individuals die from tobacco-related illnesses
such as cancer, stroke, heart disease and chronic obstructive pulmonary disease. Of those 440,000
individuals, approximately 200,000 are people with mental illness and/or substance use disorders (Morris,
et al, 2009; National Institutes of Health [NHI], 2006). According to the National Association of State
Mental Health Program Directors (NASMHPD) and the Medical Directors Council (2006), individuals
served by the public mental health system die 25 years earlier than the general population, and their
deaths are commonly associated with cardiovascular risk factors including smoking. In the U.S., the use
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of tobacco is thought to be the primary preventable cause of death among the general population. The
NASMHPD has identified smoking cessation intervention as the single factor likely to have the most
significant impact on decreasing premature death among individuals with mental iliness. Effective tobacco
cessation interventions for people with mental ilinesses are available, and assessing and recording
tobacco use is the first step of this intervention process.

In the Salish BHO region, tobacco use rates for Medicaid-funded enrollees are consistent with national

prevalence rates for individuals with mental illness. In 2014, 50 percent of enrollees reported current

tobacco use and 70 percent reported either current or past use. SBHO initiated this PIP in August of

2014. The intent of the PIP is to improve the BHOO6s abi
interventions among its enrollees. This PIP includes three phases. Phase | was improving assessment of

tobacco use and recording of that information in the electronic medical record (EMR). Phase Il is the

broadening of the tobacco cessation intervention to include additional steps consistent with the Public

Heal th Service clinicradatpirnagc tTiochea cgcua dlesleé neen df oDe piefndenc e
recommended by the U.S. Preventative Service Task Force. The third and final phase of the PIP will be

the measurement of tobacco use outcomes before and after the interventions with the goal of decreasing

tobacco use among enrollees in the study population.

SBHO completed the first phase of its PIP in February 1 of 2016 and began measuring its intervention for
the second phase in April of 2016.

First-Phase Study Question:i Does a pol i cy c hbadigatRecord EME)ltrg&ning r oni ¢

increase the proportion of Medicaid-funded consumers, age 13 and older, receiving psychiatric medical

services (1 or more services during the measurement timeframe) who have their e-cigarette use status

asked and recorded as evidenced by the presenceofe-ci gar et te status result in the
EMR at | east one time with an assessment date during t|

Dates of Study Period (Phase 1):

Baseline: August 1, 2014, through January 31, 2015

Intervention: January 27, 2015, through February 28, 2015

First re-measurement: March 1, 2015, through August 31, 2015

Second re-measurement: September 1, 2015, through February 28, 2016

Table C-3: Clinical PIP Validation Results

Study Design Activity
Design 1 Appropriate study topic 4
0] Fully Met (pass)
2 Clearly defined, answerable study question ~
0 Fully Met (pass)
3 Correctly identified study population 4
0 Fully Met (pass)
4 Correctly identified study indicator 4
0 Fully Met (pass)
Implementation 5 Valid sampling technique >
OnN/A
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6 Accurate/ 4
complete data collection O Fully Met (pass)

7 Appropriate data analysis/ -4
interpretation of study results O Fully Met (pass)

Outcomes 8 Appropriate improvement strategies 4
0 Fully Met (pass)

9 Real improvement achieved 4

0] Fully Met (pass)

10  Sustained improvement achieved 4
0 Fully Met (pass)

~

Overall Score: 0] Fully Met (pass)

Confidence Level: High confidence in reported results

Reviewer Comments:

SBHO initiated this PIP in August of 2014 and completed its last measurement for the first phase of this
PIP in February 2016. This phase of the PIP was proven to be successful. SBHO is now entering the
second phase of its three-phase PIP.

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 O Fully Met (pass)
and services.

Reviewer Comments:

SBHO chose its study topic through a thorough process that included input from multiple stakeholder
groups. A barrier analysis and five potential topics were assessed and ranked based on prevalence, risk,
improvement feasibility, and how much consumer support the topic had. Asking and recording tobacco use
status received the highest wei ght e Quabtclmprogemanh d t
Committee (QUIC).

1.2 The PIP is consistent with the demographics and epidemiology ~
of the enrollees. O Fully Met (pass)

Reviewer Comments:

The PIP is consistent with demographics and epidemiology. The National Association of State Mental
Health Program Directors (NASMHPD) considers tobacco use as the principal preventable cause of death
among the general population in the United States and has identified smoking cessation as the factor most
likely to have the greatest impact on decreasing premature mortality among individuals with mental
illnesses. Individuals with mental iliness are two to three times more likely to be dependent on nicotine
than the general population, with national prevalence rates from over 40 percent (Morris, 2009) to 75
percent (NASMHPH, 2006). In 2012, the Washington State Department of Health estimated tobacco use
rates in Kitsap County at 21 percent, Jefferson County at 22 percent and Clallam at 28 percent. These
rates are on a par with the Center for Disease C
percent of the general population and nearly 28 percent of individuals with low-income status used
tobacco products. In 2014, 50 percent of SBHO-enrolled clients reported current use of a tobacco product
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and 70 percent reported current or past use. Six percent of enrollees reported current or past use of
smokeless tobacco products.

1.3 Input from enrollees, family members, peers and/or advocates 6
was considered during the selection of the PIP. Fully Met (pass)

Reviewer Comments:

When selecting this PIP, SBHO incorporated input from discussions and decisions made by its QUIC. This
committee is composed of a variety of stakeholders including BHA leadership, current and past enrollees,
family members of enrollees, and the mental health services Ombuds.

1.4 The PIP addresses a broad spectrum of key aspects of enrollee 14
care and services. O Fully Met (pass)

Reviewer Comments:

Tobacco cessation is a high-volume, high-risk service. An estimated 70 percent of enrollees who receive
services are current or past tobacco product users. Tobacco cessation improves a myriad of health
conditions. Additionally, tobacco cessation also addresses prevention access, as well as availability and
continuity of care. The PIP also impacts children with special health needs as it includes youth ages 13
and older, a population that is particularly vulnerable to nicotine addiction.

Meets Criteria

Table C-5: Validation of PIP Study Question

Criterion Description Result

2.1 The study question(s) is clear, concise and answerable. ~
(0) Fully Met (pass)

Reviewer Comments:
In the first phase of the study, the PIP measured three indicators; therefore, there were a total of three
study questions.

Question 1:

fDoes a policy change and Electronic Medical Record (EMR) training increase the proportion of Medicaid-
funded consumers, age 13 and older, receiving psychiatric medical services (1 or more services during the
measurement timeframe) who have their smoking status asked and recorded as evidenced by the
presence of smoking status result in the AVitals
date during the measurement timeframe?0

Question 2:

fDoes a policy change and Electronic Medical Record (EMR) training increase the proportion of Medicaid-
funded consumers, age 13 and older, receiving psychiatric medical services (1 or more services during the
measurement timeframe) who have their chew status asked and recorded as evidenced by the presence
ofchew status result in the AVitalso section of t
the measurement timeframe?0

Question 3:

fDoes a policy change and Electronic Medical Record (EMR) training increase the proportion of Medicaid-
funded consumers, age 13 and older, receiving psychiatric medical services (1 or more services during the
measurement timeframe) who have their e-cigarette use status asked and recorded as evidenced by the
presenceofe-ci garette stat us riensofithetEMR atleastlore timeWithtaa | s 0 s €
assessment date during the measurement timeframe?0
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These questions are measurable and clearly stated.

2.2 The study question sets the framework for goals, data 6
collection, analysis and interpretation. Fully Met (pass)

Reviewer Comments:
These questions set the framework for collecting, analyzing and interpreting data related to enrollee s 6
smoking status, chew status and e-cigarette use status.

2.3 The study question includes the intervention, the study 6
population (denominator), what is being measured (numerator), Fully Met (pass)
a metric (percent or average) and a desired outcome.

Reviewer Comments:

The intervention, study population, metric and desired outcomes are the same in all three study questions;
only the numerator differs from smoking status, chew status and e-cigarette status. The study questions
identify the intervention as a policy change and training on the EMR. The study population is Medicaid-
funded consumers ages 13 and older receiving one or more psychiatric medical services in a
measurement timeframe. The indicator, metric and desired outcome is the proportion of increase in
number of enrollees who were asked about their smoking, chew and e-cigarette status and had their
information documented in the vitals section of the EMR one time during the measurement period.

Meets Criteria

Table C-6: Validation of PIP Study Population

Criterion Description Result
3.1 The enrollee population to whom the study question and indicator 6
are relevant is clearly defined. Fully Met (pass)

Reviewer Comments:

SBHO defined its study population as enrollees ages 13 and older at the time of service who received at
least one medical service from an SBHO BHA during the specified measurement period. Medical services
specified the meaning of medical services as medication management or psychiatric evaluation services
identified with the following Service Encounter Reporting Instructions (SERI) Current Procedural
Terminology (CPT) codes: 90792, 99202, 99203, 99204, 99205, 99212, 99213, 99214, 99215, 99307,
99308, 99309, 99310 or M0064

3.2 The inclusion or exclusion criterion, if applicable, is clearly 5z
defined. 0] Fully Met (pass)

Reviewer Comments:
The study does not include an exclusion criterion.

3.3 The study population is reflective of the entire Medicaid enrollee 6
population to which the study indicator applies, or a sample is Fully Met (pass)
used.

Reviewer Comments:

The study population is reflective of the entire Medicaid enrollee population to which the indicator applies.
Including youth ages 13 and above is particularly significant. According to the CDC, at least 90 percent of
tobacco users begin their use prior to age 18.

3.4 Data collection approaches ensured all required information was 6
captured for all enrollees to whom the study question applied. Fully Met (pass)
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Reviewer Comments:

Data for this PIP were collected through the SBHO encounter report extracted from the electronic health
record. Data elements pulled included client identifier (CID), date of service, a description of the service,
CPT code and Medicaid eligibility. The encounter report was extracted into Excel so it could be analyzed
and filtered to create the defined study population. In order to determine the accuracy of the study
population, SBHO reviewed age at the time of service, Medicaid status and the receipt of a medical
appointment by sampling 10 percent of enrollees for each of the measurement periods.

Meets Criteria

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 6
clearly defined numerator and denominator. Fully Met (pass)

Reviewer Comments:

The initial phase of this PIP featured distinct indicators for each type of tobacco product. SBHO defined
the three tobacco types as follows:

Smoking: includes anything that is burned and produces smoke such as cigarettes, bidis, cigars, pipes and
hookah.

Chew: Includes anything smokeless or vaporless, meant to be absorbed nasally or in the oral cavity, such
as chew, snuff, etc.

E-cigarette: Includes e-cigarettes, Vape pens

The numerator for each indicator is the number of enrollees in the denominator who have at least one
record of a smoking assessment in their vitals section of the EMR during the measurement timeframe. The
denominator for each indicator is the number of Medicaid-eligible clients age 13 and older who received at
least one medical service at an SBHO BHA during the timeframe.

4.2 The study includes an explanation of how the indicators are 5z
appropriate and adequate to answer the study question, and O Fully Met (pass)
describes how the indicator objectively measures change to
impact the enrollee.

Reviewer Comments:

The indicators used in this PIP are consistent with medical practice guidelines published by the U.S.
Department of Health and Human Services. The guideline recommends that all patients have their tobacco
status assessed on a routine basis and that expanding tobacco assessments to include vitals significantly
increases the rate of clinician intervention.

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 O Fully Met (pass)
collection plan are in place and viable, and mitigation strategies
are in place in case sufficient data are not able to be collected.

Reviewer Comments:

Data for this PIP were collected from two reports out of ProFiler, t he BHO6s EMR. The
into ProFiler by medical support and medical staff who have been trained on how to ask about and record
tobacco use status and how to provide and record further tobacco cessation intervention at medical
appointments. Data reports were pulled monthly and reviewed to ensure sufficient data were collected as
well as to detect and mitigate any possible errors in the data set.
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4.4 The baseline and first and second re-measurement periods are 6
unambiguously stated and appropriate in length. Fully Met (pass)

Reviewer Comments:

The measurement periods for the first phase of the PIP are clearly stated and appropriate in length. The
baseline was from August 1, 2014, through January 31, 2015; the first re-measurement was from March 1,
2015, through August 31, 2015; and the third re-measurement period was from September 1, 2015,
through February 28, 2016.

Meets Criteria

Table C-8: Validation of PIP Sampling Methods

Criterion Description Result
5.1 The method for defining and calculating the sample N,
size, the true and estimated frequency of the event, the ONa
confidence level and the acceptable margin error are
specified and clearly stated.

Reviewer Comments:
Not applicable; no sampling was used for this PIP.

5.2 The sampling technique is described, and whether the é
sample is a probability or non-probability sample is N/A
specified.

Reviewer Comments:
Not applicable; no sampling was used for this PIP.

5.3 Valid sampling techniques are employed to protect (3
against bias. N/A

Reviewer Comments:
Not applicable; no sampling was used for this PIP.

5.4 The sample contains a sufficient number of enrollees. =
OnN/A

Reviewer Comments:
Not applicable; no sampling was used for this PIP.

Reviewer Comments:
Not applicable; no sampling was used for this PIP.

Table C-9: Validation of PIP Data Collection Procedures

Criterion Description Result

6.1 The study design clearly specifies the data to be collected. i
0] Fully Met (pass)

Reviewer Comments:

SBHO specified the data to be collected for this PIP as service dates that fall within the measurement
period timeframe, service encountersdescr i bed as fAmedi cadrni ofip snaataigatmre
services with a CPT code of 90792, 99202, 99203, 99204, 99205, 99212, 99213, 99214, 99215, 99307,
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99308, 99309, 99310 or M0064, date of birth for which the client was age 13 or older at the time of the
service, Medicaid eligibility and the name of service provider.

6.2 The study design clearly specifies the sources of data. S
(0) Fully Met (pass)

Reviewer Comments:

Data are pulled from two reports extracted from ProFiler, t h e B H.@0dess aik éviédunter data
validation report and the other report is data extracted from the vitals section of the EMR and includes
information entered by medical support and medical staff regarding the asking and recording of

information regarding an enrolleebdbs tobacco use.
6.3 The study design includes a description of the data collection 6
methods used, including the types of data collected, an Fully Met (pass)

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.

Reviewer Comments:

SBHO reported that data are collected at the time of service by the providers and entered manually into
the vitals section of the EMR. Per the BHO contract, encounters are required to be entered within 45 days
of the occurrence, but they are entered daily by the staff performing the interactions. To ensure that
encounter, assessment and intervention data are complete, data is collected at least 90 days after the last
date of each measurement period.

6.4 The study design includes a description of the instruments used N
for data collection, including a narrative regarding how the O Fully Met (pass)
instrument provides for consistent and accurate data collection
over the time periods studied. If any additional documentation was
requested, it was provided and appropriate.

Reviewer Comments:

All data necessary forthisPIParemai nt ai ned i n .A feprt@ifadibhginfoEMdfion
regarding tobacco assessments and interventions was run on a monthly basis to ensure the
implementation was truly occurring and to verify and detect other possible issues with implementation so
that they would be rectified expeditiously.

6.5 The study states who will be collecting the data, and includes their (\j
qualifications to collect the data. Fully Met (pass)

Reviewer Comments:

Data were collected by the Performance Improvement Program manager, who has a master& degree in
social work and is trained in program evaluation and research methodologies. The data reports are
created by the SBHO IT contractor.

6.6 The study includes a description of how inter-rater reliability is 6
ensured. N/A

Reviewer Comments:
Assessment of inter-rater reliability is not applicable; only administrative data were used for this PIP.

Meets Criteria

Table C-10: Validation of PIP Data Analysis and Interpretation

Criterion Description Result
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7.1 There is a clear description of the data analysis plan that includes 6
the type of statistical analysis used and the confidence level, and Fully Met (pass)
the analysis was performed according to the plan.

Reviewer Comments:
SBHO used atypeofchisquar e test , testdalcusatioe witha p-walieotldess than or equal
to .05 for each indicator. Analysis of the data was performed according to plan.

7.2 Numerical PIP results and findings are accurately and clearly 14
presented. 0] Fully Met (pass)

Reviewer Comments:

SBHO presented its findings accurately and clearly. Findings for each indicator were broken down by each
BHA. For the baseline measurement at Jefferson Mental Health Services (JMHs), two out of 223 smoking
assessments were documented in the EMR; at the first re-measurement, 212 out of 235 were
documented; and at the second re-measurement, 184 out of 205 were documented. For the baseline at
West End Outreach Services (WEOS), one out of 45 were documented at baseline; at first re-
measurement, 25 out of 28 were documented; and at the second re-measurement, 18 out of 22 were
documented in the EMR.

For chew assessments, the results at JIMHS were two out of 223 at baseline and 220 out of 235 at first re-
measurement; at second re-measurement 186 out of 203 were recorded in the EMR. WEOS found one
out of 45 were documented at baseline; 25 out of 28 were documented at the first re-measurement; and
18 out of 22 were documented at the second re-measurement.

E-cigarettes results were documented at three BHAs: JMHS, WEOS and Peninsula Behavioral Health
(PBH). At IMHS, 2 out of 223 were documented at baseline; 221 out of 235 were documented at first re-
measurement; and 185 out of 203 were documented at second re-measurement. Zero out of 45 were
documented at baseline at WEOS; 25 out of 28 were documented at first re-measurement; and 17 out 22
were documented at second re-measurement. At PBH, 27 out of 428 were documented at baseline; 418
out of 450 were documented at first re-measurement; and 433 out of 449 were documented at second re-
measurement.

7.3 The data analysis methodology is appropriate to the study question <
and data types. 0O Fully Met (pass)

Reviewer Comments:

SBHO asserted thatthe F i s h e r &test calculationtwas chosen because the comparison involved two
independent groups and the indicators were dichotomous, meaning enrollees either did or did not have a
tobacco assessment present in the EMR during the specified time period.

7.4 The analysis identified statistical significance of differences (\j
between initial and repeat measurements, and was performed Fully Met (pass)
correctly.

Reviewer Comments:

SBHO performed an analysis of data which identified statistical significance between baseline and repeat
measurements. For all of the indicators, the two-tailed p value was less than 0.0001. The association
between groups and outcomes is considered extremely statistically significant for both first re-
measurement to baseline and second re-measurement to baseline.

7.5 If threats to internal or external validity were identified, the potential (\j
impact and resolution was explained. Fully Met (pass

Reviewer Comments:

SBHO noted two factors that may have potentially affected internal validity. One threat was that the
measures in the first phase of the PIP rely on a single documentation of an assessment result; this could
be problematic in that there was no way to confirm the accuracy of what was written. The second internal
threat was that enrollees might feel the need to please the interviewer and thus answer the questions in a
particular manner. Both of these potential threats are relevant in terms of assessing accuracy of data, but
SBHO asserts that there is no evidence that these possibilities have lessened the validity of the indicators
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of assessment in the initial phase of the PIP. Additionally, SBHO provided training to interviewers to help
reduce any threats to internal validity.

7.6 The analysis of study data includes an interpretation of the extent to 6
which the PIP was successful, statistically significant or otherwise, Fully Met (pass)
as well as a description of follow-up activities.

Reviewer Comments:
SBHO reports that the first phase of the PIP has demonstrated statistically significant success and has no
planned adaptations. SBHO plans to move into the second phase of the PIP, which entails intervention.

Meets Criteria

Table C-11: Validation of PIP Improvement Strategies

Criterion Description Result
8.1 Steps were taken to identify improvement opportunities during b4
the PIP process. O Fully Met (pass)

Reviewer Comments:

SBHO conducted an initial barrier analysis that revealed two providers did not have a routine method of
asking enrollees about tobacco use and that one agency had an assessment for smoking and chew but
not e-cigarettes. Additionally, three agencies did not have a plan to provide interventions for tobacco
cessation. SBHO then conducted a root cause analysis to provide an understanding of the best way to
implement an intervention to address tobacco use.

8.2 Reasonable interventions were undertaken to address (\j
causes/barriers identified through data analysis and QI Fully Met (pass)
processes.

Reviewer Comments:

The interventions that were taken by SBHO to address the barriers identified included the requirement that
each BHA establish a policy and procedure consistent with the requirements of the PIP. Training on how,
when and who to ask about tobacco use were held. Training on how to enter the results of the tobacco
assessments into the vitals section of the EMR was given. A PowerPoint that described special
populations and cultural factors related to tobacco use, addiction and cessation was also created.

8.3 The interventions are/were sufficient to be expected to improve (\j
processes or outcomes. Fully Met (pass)

Reviewer Comments:

The interventions were sufficient to be expected to improve processes as they were specifically chosen as
the result of the root cause analysis and were consistent with industry standards regarding smoking
cessation interventions.

8.4 The interventions are/were culturally and linguistically 6
appropriate. Fully Met (pass)

Reviewer Comments:

The intervention included a PowerPoint that provided information on special populations and cultural
factors regarding tobacco use. One segment of the training focused on how to ask about tobacco use in a
way that promotes cultural sensitivity.

Meet Criteria
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Table C-12: Validation of PIP Improvement Assessment

Criterion  Description Result
9.1 The same methodology used for the baseline measurement was 6
used when measurement was repeated. Fully Met (pass)

Reviewer Comments:
The data collection and analysis methods used for this PIP were consistent throughout this PIP. Data were
validated using the same methods for each measure.

9.2 There is a description of the data analysis regarding improvements 6
in process or outcomes of care. Fully Met (pass)

Reviewer Comments:
Data analysis demonstrated clear improvement. SBHO reported that the percentage of the study
population that had their tobacco use asked and recorded increased from zero to over 90 percent.

9.3 There is an evaluation demonstrating that reported improvementin <
performance appears to be the result of the planned quality O Fully Met (pass)
improvement intervention, or an analysis related to why there was
not improvement.

Reviewer Comments:

According to SBHO, the improvement appears to be the direct result of the planned intervention because
the intervention was carefully aimed at increasing the rate of asking and recording through training and
policy implementation, and the improvement occurred after the interventions occurred.

9.4 There is statistical evidence that any observed performance 6
improvement is true improvement, and statistical analysis was Fully Met (pass)
performed thoroughly and accurately.

Reviewer Comments:
The Fisher 6s e formedtacctraetyfor thedirst phase 1of this PIP. The two-tailed p value for
all indicators was less than 0.0001, which is considered extremely statistically significant.

Meets Criteria

Table C-13: Validation of PIP Sustained Improvement

Criterion Description Result
10.1 Sustained improvement was demonstrated through repeated 6
measurements over comparable time periods. If improvement Fully Met (pass)

was not sustained, there is an explanation and an indicated plan
for next steps.

Reviewer Comments:

For the first phase of this PIP, SBHO demonstrated sustained improvement through its baseline and two
re-measurement periods. SBHO intends to move into the next phase of its PIP, tobacco cessation
intervention.

Meets Criteria
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Improving Identification of Intensive-Needs Children and Youth

It is estimated that there are between 4.5 and 6.3 million mentally ill children and youth in the U.S. and

that approximately two-thirds of these individuals do not receive the mental health treatment they need

(U.S. Department of Health and Human Services, 2008).Aa |l f it is difficult for avera
child mental health service, it is presumably even more difficult for those with additional language, cultural

and/ or economic chall engeso ( G$BHOIeas notekkilzapthisccanoernasnd Mul | i |
maghnified in the Medicaid population as Medicaid serves the most vulnerable population with medical

needs, which are often chronic and/or long-term, who have less economic resources than the general

population. The National Center for Children in Poverty reports that developing a system to identify at-risk

children is an effective strategy to enhance mental health services for children, youth and families.

Since 2009, SBHO has been working to s hicek.thnitidiyhtee cul t ur e
BHO had a goal of decreasing both admissions and length of stay for inpatient care through a change in

philosophy and culture around hospitalizing youth while systematically increasing the focus on medical

necessity, providing more individualized wraparound care, more efficient discharge planning, stringent

authorization procedures and community brokering. Over time the results of this multifaceted approach

showed a significant decline in both hospital episodes and length of stay. With the success in reducing

youth inpatient wutilization, SBHO moved its focus to t|
concentrate on ensuring youth in outpatient services were receiving adequate levels of support to help

them achieve success in treatment and to continue to minimize the use of restrictive interventions such as
hospitalization. As SBHO honed this topic to formulate its PIP, it became apparent that there needed to

be a means to standardize the identification of high-risk youth to allow providers to increase individualized

and specialized services required for this population. The second need the BHO identified was a process

to identify the population in the EMR so that outcomes could be easily and accurately tracked.

Study Question: fDoes a policy change and training clinicians to a standardized means of identifying high
risk/high need children and youth increase the percentage of authorized and Medicaid funded children
and youth identified as needing intensive services?0

Dates of Study Period:

Baseline: January 1, 2013, through December 31, 2013

Intervention: January 1, 2014, through ongoing

First Re-measurement: January 1, 2014, through December 31, 2014
Second Re-measurement: January 1, 2015, through December 31, 2015
Third Re-measurement: January 1, 2016, through December 31, 2016

Table C-14: Non-Clinical PIP Validation Results

Study Design Activity

Design 1 Appropriate study topic -4
0 Fully Met (pass)

2 Clearly defined, answerable study question 4
0 Fully Met (pass)

3 Correctly identified study population 4
0 Fully Met (pass)
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4 Correctly identified study indicator 4
0] Fully Met (pass)

Implementation 5 Valid sampling technique 4
On/A
6 Accurate/ 4
complete data collection O Fully Met (pass)
7 Appropriate data analysis/ 6
interpretation of study results Fully Met (pass)
Outcomes 8 Appropriate improvement strategies 6 Fully Met ( |
ully Met (pass
9 Real improvement achieved 4

0] Fully Met (pass)

10  Sustained improvement achieved 4
0] Fully Met (pass)

Overall Score: (0) Fully Met (pass)

Confidence Level: High confidence in reported results

Reviewer Comments:

SBHO began this PIP in January of 2013 and the final measurement will be completed in December of
2016. Analysis of the data and an expansion of the indicator criteria have found the PIP to be
successful.

Table C-15: 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. O Fully Met (pass)

Reviewer Comments:

SBHO selected this study topic through a detailed process that combined input from a variety of
stakeholders, a review of the availability of reliable and consistent data, discussions regarding the
feasibility of potential PIP topics, a root cause analysis and discussions with DBHR.

1.2 The PIP is consistent with the demographics and epidemiology

of the enrollees. O Fully Met (pass)

Reviewer Comments:

The study topic is consistent with the h &atbnally, 20 i
percentoflow-i ncome youth between 6 and 17 have ment al
2010). Three percent of Medicaid-e nr ol | ed youth are involved in Ch
Hendricks, 2013), and approximately 50 percent of youth in foster care have higher levels of emotional

and behavioral problems. If this data were taken and applied to the SBHO region, at least 435 out of
29,007 Medicaid-e |l i gi bl e youth in SBHO would be i nv occhaviera
and emotional problems. In 2012, SBHO (formerly Peninsula Regional Support Network) utilized Level of
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Care guidelines that offered two levels of care. Level 1 was defined as brief intervention and/or low-
intensity mental health services. Level 2 was defined as a continuum of high-intensity and comprehensive
mental health services. Data pulled for the 2012 calendar year showed that over 75 percent of youth who
received services from SBHO were authorized for Level 2 services.

1.3 Input from enrollees, family members, peers and/or advocates 6
was considered during the selection of the PIP. Fully Met (pass)

Reviewer Comments:

Input from multiple stakeholder groups was taken into consideration during the PIP selection process.
SBHO sought input and participation from its QUIC. Members of the QUIC include community members,
consumers, advocates, Ombuds staff, providers and SBHO staff.

1.4 The PIP addresses a broad spectrum of key aspects of enrollee 14
care and services. O Fully Met (pass)

Reviewer Comments:

This PIP addresses several essential aspects of enrollee care and services. This PIP is focused on
children and youth with mental healthcare needs that require medical management. This PIP intended to
improve access and availability of care by reliably identifying and authorizing enrollees in need of access
to more intensive childrenbés services. Yout h wer
indicated high-risk, high-need for services. Youth who were identified and authorized for intensive services
are by definition involved in multiple systems, and this level of service is intended to include concentrated
coordination between systems.

Meets Criteria

Table C-16: Validation of PIP Study Question

Criterion Description Result

21 The study question(s) is clear, concise and answerable. 5z
0] Fully Met (pass)

Reviewer Comments:

The study question is posed in a manner that is clear, concise and answerable: Ddgs a policy change and
training clinicians to a standardized means of identifying high risk/high need children and youth increase
the percentage of authorized and Medicaid funded children and youth identified as needing intensive
services?0

2.2 The study question sets the framework for goals, data (\j
collection, analysis and interpretation. Fully Met (pass)

Reviewer Comments:
The study question sets the framework for the goal of increasing the percentage of Medicaid-enrolled
youth identified as needing intensive services.

2.3 The study question includes the intervention, the study (\j
population (denominator), what is being measured (numerator), Fully Met (pass)
a metric (percent or average) and a desired outcome.

Reviewer Comments:

The intervention for this PIP is a policy change and training to identify high-risk/high-need children and
youth. The study population is authorized and Medicaid-funded children and youth. What is being
measured and the desired outcome for this PIP is an increase in the percentage of the study population
identified as needing intensive services.

Meets Criteria
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Table C-17: Validation of PIP Study Population

Criterion Description Result
3.1 The enrollee population to whom the study question and indicator (\5
are relevant is clearly defined. Fully Met (pass)

Reviewer Comments:
SBHO defined its study population as children and youth between five and 18 years old, who are enrolled
in Medicaid and are authorized for services in .t

3.2 The inclusion or exclusion criterion, if applicable, is clearly defined. 2
0 Fully Met (pass)

Reviewer Comments:
SBHO did not include an exclusion criterion to the study population.

3.3 The study population is reflective of the entire Medicaid enrollee 6
population to which the study indicator applies, or a sample is used. Fully Met (pass)

Reviewer Comments:
S B H ©4iudy population is reflective of the entire Medicaid enrollee population for which the study
indicator applies.

3.4 Data collection approaches ensured all required information was 6
captured for all enrollees to whom the study question applied. Fully Met (pass)

Reviewer Comments:
In order to properly identify the study population for this PIP, data were pulledf r om t he BHOG®G {
ProFiler, and exported into Excel. Data elements included Medicaid eligibility, authorization status,
authorization date and age.

Meets Criteria

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 6
clearly defined numerator and denominator. Fully Met (pass)

Reviewer Comments:

SBHO defined the numerator as the number of yout
who had the presence of an authorization in their record after the intervention. The denominator was
defined as the number of youth in the study population between the ages of 5 and 18.

In the initial metric for the numerator, the children identified as needing intensive services were defined as
youth authorized at Level 2 who were involved with mental health and two other systems including
Juvenile Justice, Chi l drend6s Admini st r &bowSUD), Sclodl SpadiatEalucatidhe |
or Developmental Disabilities and who had a psychiatric hospitalization within the past six months or had
three or more crisis services (counted by day not by event) in the last 30 days. After the first re-
measurement, the definition of the indicator was expanded to children and youth authorized at Level 2 who
were involved with mental health and two other systems, includingJ uveni |l e Justi ce,
Administration, Chemical Dependency, School Special Education or Developmental Disabilities or who
had a psychiatric hospitalization within the past six months or had three or more crisis services (counted
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by day not by event) in the last 30 days or had an inpatient substance abuse treatment in the past 12
months. The denominator remained the same.

4.2 The study includes an explanation of how the indicators are 4
appropriate and adequate to answer the study question, and O Fully Met (pass)
describes how the indicator objectively measures change to
impact the enrollee.

Reviewer Comments:

SBHO asserts that the indicator is the direct measure of the effectiveness of the intervention to affect the
proportion of youth identified. Once the process reliably identifies enrollees with greater-level needs and
those individuals receive a higher level of service, youth can be flagged for a study of utilization, outcomes
and clinical processes to impact enrollee satisfaction, health and functional status. The initial numerator
yielded only the very highest-need, highest-risk and highest-cost youth. SBHO reported that it wanted to
reach a larger group, so the criteria were modified to be more inclusive.

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 O Fully Met (pass)
collection plan are in place and viable, and mitigation strategies
are in place in case sufficient data are not able to be collected.

Reviewer Comments:

Data from the BHO6s EMR were exported to an Exce
Medicaid eligibility, authorizations for SBHO services, authorization date, age and continuous enrollment
criteria. Inclusions for each data element were clearly defined, calculations were noted, and eligible criteria
were also listed.

SBHO ensured validity of the data by sampling ten percent of all youth authorized for care during each
measurement period. Each youthds data are review
authorization status. Conducting this review ensures that enrollees were not erroneously excluded from

the PIP due to a data entry error in the study population criteria fields.

4.4 The baseline and first and second re-measurement periods are 6
unambiguously stated and appropriate in length. Fully Met (pass)

Reviewer Comments:

The measurement periods were clearly stated. The baseline was January 1, 2013, through December 31,
2013; the first re-measurement was January 1, 2014, through December 31, 2014. The intervention and
indicator were adjusted at this point, and two more re-measurement periods were established: January 1,
2015, through December 31, 2015; and January 1, 2016, through December 31, 2016.

Meets Criteria

Table C-19: Validation of PIP Sampling Methods

Criterion Description Result
5.1 The method for defining and calculating the sample 4
size, the true and estimated frequency of the event, the O /A
confidence level and the acceptable margin error are
specified and clearly stated.

Reviewer Comments:
Not applicable; no sampling was used for this PIP.

5.2 The sampling technique is described, and whether the (\j
sample is a probability or non-probability sample is N/A
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specified.

Reviewer Comments:
Not applicable; no sampling was used for this PIP.

5.3 Valid sampling techniques are employed to protect é
against bias. N/A

Reviewer Comments:
Not applicable; no sampling was used for this PIP.

5.4 The sample contains a sufficient number of enrollees. 7
Onia

Reviewer Comments:
Not applicable; no sampling was used for this PIP.

Not applicable; no sampling was used for this PIP.

Table C-20: Validation of PIP Data Collection Procedures

Criterion Description Result

6.1 The study design clearly specifies the data to be collected. =4
(0) Fully Met (pass)

Reviewer Comments:

The study design clearly specifies the data to be collected. To identify the study population, the data
elements needed to include Medicaid eligibility at the time of intake or re-authorization, authorization for
services during the measurement period, and age at the time of authorization. For the numerator, data
elements included the date the youth was authorized for services, the client ID, and the client name. Data
elements necessary to identify whether the enrollee is in need of intensive services include multisystem
involvement with indication of systems, indication of whether the youth had three or more crisis episodes
in the six months prior to authorization, indication of whether the youth had an inpatient psychiatric service
in the year preceding the authorization, and indication of whether the youth had an inpatient substance
use disorder treatment episode within the year preceding authorization.

6.2 The study design clearly specifies the sources of data. s
(0) Fully Met (pass)

Reviewer Comments:
All of the data elements necessary for this PIP were extracted from ProFiler.

6.3 The study design includes a description of the data collection s
methods used, including the types of data collected, an O Fully Met (pass)
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.

Reviewer Comments:

Data are extracted from ProFiler and exported to Excel. Data were pulled in the same manner for each
measurement period. Validation of both the study population and the indicator data was conducted by
reviewing a 10 percent sample of youth who had been authorized for services during a given
measurement period.

6.4 The study design includes a description of the instruments used i
for data collection, including a narrative regarding how the O Fully Met (pass)
instrument provides for consistent and accurate data collection
over the time periods studied. If any additional documentation was
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requested, it was provided and appropriate.

Reviewer Comments:

All data collection for this PIP was accomplished through the use of the EMR. Data are extracted into
Excel reports that were sorted and filtered to include only the defined study population and then combined
with the formula to identify the numerator. No instruments were used to collect data.

6.5 The study states who will be collecting the data, and includes their 6
qualifications to collect the data. Fully Met (pass)

Reviewer Comments:

The data for this PIP was collected by the Performance Improvement Program Manager, who has a
Masterdés degree in Soci al evMNatiork researah meéthods iand idataganalysis. p
Data is entered into the EMR by BA, MA and PhD level clinicians that were trained to enter the data.

6.6 The study includes a description of how inter-rater reliability is 14
ensured. 0] Fully Met (pass)

Reviewer Comments:
Staff who entered the data received a uniform training. The data entered were administrative and
objective.

Meets Criteria

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 6
the type of statistical analysis used and the confidence level, and Fully Met (pass)

the analysis was performed according to the plan.

Reviewer Comments:

SBHOG6s data analysis plan was c | Boaompaeithk basaine toithe -
measurement periods and the first re-measurement to the second re-measurement, a z test of proportions
was used. The test was two-tailed, and if the p-value was less than 0.05, the null hypotheses would be
rejected.

7.2 Numerical PIP results and findings are accurately and clearly s
presented. 0] Fully Met (pass)

Reviewer Comments:

SBHO has presented its findings clearly and accurately. In the baseline measurement there were 1,204
youth included in the number of eligible enrollees, the numerator was 51 and the calculated indicator was
4.2 percent; for the first re-measurement the eligible study population was 1,208, the numerator was 35
and the calculated indicator was 2.9 percent; and in the second re-measurement the eligible study
population was 1,303, the numerator was 151 and the calculated indicator was 11.59 percent.

7.3 The data analysis methodology is appropriate to the study question <
and data types. 0] Fully Met (pass)

Reviewer Comments:

A z test of proportions is the appropriate methodology for this study question and the type of data that was
collected, because this type of analysis is used to determine the difference when comparing two
proportions when the standard deviation is unknown.

7.4 The analysis identified statistical significance of differences (\j
between initial and repeat measurements, and was performed Fully Met (pass)
correctly.
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Reviewer Comments:

The data analysis was performed correctly. For the comparison from baseline to the first re-measurement,
the z-score was 1.8 and the p-value was 0.077. Since the null hypothesis was greater than 0.05, the null
hypothesis was supported and therefore the results were not statistically significant. SBHO did note that
the results were close to statistical significance, which supported the plan to course correct and expand
the criteria to include a higher proportion of youth identified in need of high-intensity services. When the
baseline to second re-measurement analysis was performed, the z-score was -6.7577 with a p-value of 0.
Since the p-value was less than 0.05, the null hypothesis was rejected, showing the results of the
intervention to be statistically significant. When comparing the first and second re-measurements, the z-
score was -8.3089 with a p-value of zero, which again is a rejection of the null hypothesis and therefore
statistically significant.

7.5 If threats to internal or external validity were identified, the potential 6
impact and resolution was explained. Fully Met (pass)

Reviewer Comments:

SBHO noted fluctuations in inpatient admissions and crisis service utilization trends that could have
directly impacted the number of individuals in the indicator for this PIP over the measurement periods.
SBHO explains that while some of these youth may have been Medicaid funded, they were served in other
programs that were not Medicaid funded and were not included in the PIP population.

7.6 The analysis of study data includes an interpretation of the extent to 6
which the PIP was successful, statistically significant or otherwise, Fully Met (pass)
as well as a description of follow-up activities.

Reviewer Comments:

SBHO reported that the analysis included initial and repeat measurements that included statistically
significant improvement when comparing the second re-measurement to baseline and when comparing
the first and second re-measurements. A decline in performance was detected during the first re-
measurement period and a change was made to widen the criteria of the indicator. A final measurement
period is underway and is predicted to demonstrate sustained improvement and conclude this PIP.

Meets Criteria

Table C-22: Validation of PIP Improvement Strategies

Criterion Description Result
8.1 Steps were taken to identify improvement opportunities during b4
the PIP process. 0] Fully Met (pass)

Reviewer Comments:

SBHO used ongoing tracking and data validation as a means to identify improvement opportunities
throughout the PIP process. For each measurement period, a 10 percent random sample of cases was
reviewed to validate the data. In the first re-measurement period there were no missing data, but when an
additional analysis of hospital and crisis data was performed, 19 cases were missed. The same process
was followed for the second re-measurement period, and the additional analysis of the hospital and crisis
data found 37 missing cases. All missed cases in both measurement periods were identified and brought
to the attention of the BHAS; each was assessed for appropriateness for higher level of care and for if the
criterion was still met.

8.2 Reasonable interventions were undertaken to address 6
causes/barriers identified through data analysis and QI Fully Met (pass)
processes.

Reviewer Comments:
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Interventions were implemented to improve outcomes. Based on the low numbers during the first re-
measurement period, the inclusion criteria for intensive services identification were examined. Through
discussion and coordination with stakeholders, the data were analyzed and new parameters for the criteria
were expanded to accomplish the goal of increasing the number of youth identified as high-risk, -cost and -
need.

SBHO asserts that while for the missed hospital and crisis cases, many were discovered prior to their
review cycle or were not authorized due to other circumstances, a review and clarification of the higher-
level services was given to providers to ensure the criteria was fully understood

8.3 The interventions are/were sufficient to be expected to improve

processes or outcomes. O Fully Met (pass)

Reviewer Comments:

Data are tracked monthly and are used to assess whether the number of youth identified is on par with the
goal of increasing the proportion of youth identified. The modification of the inclusion criteria of the
indicator detects authorization patterns that promote over- and underutilization.

8.4 The interventions are/were culturally and linguistically 6
appropriate. Fully Met (pass)

Reviewer Comments:

The intent of the PIP is to ensure that youth receive individualized and appropriate services. The intake
assessment and treatment plan have questions to address the cultural needs of the enrollee. Clinical chart
reviews include an assessment to ensure that any cultural needs that have been identified are addressed.

Meets Criteria

Table C-23: Validation of PIP Improvement Assessment

Criterion  Description Result
9.1 The same methodology used for the baseline measurement was 6
used when measurement was repeated. Fully Met (pass)

Reviewer Comments:
The same data collection and analysis methodology was used for all measurements of this PIP.

9.2 There is a description of the data analysis regarding improvements (\j
in process or outcomes of care. Fully Met (pass)

Reviewer Comments:

SBHO found that the baseline and first re-measurement comparison demonstrated a decline in
performance; however, improvement was found in the remaining measurement periods once an
adjustment was made to expand the inclusion criteria of the indicator.

9.3 There is an evaluation demonstrating that reported improvement in <
performance appears to be the result of the planned quality O Fully Met (pass)
improvement intervention, or an analysis related to why there was
not improvement.

Reviewer Comments:

According to SBHO there is an obvious connection between the numbers identified and the criteria in the
intervention. The proportion and numbers of youth change depending on the criteria used to identify them
and whether there is instruction and training given to providers.

9.4 There is statistical evidence that any observed performance 6
improvement is true improvement, and statistical analysis was Fully Met (pass)
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performed thoroughly and accurately.

Reviewer Comments:

Statistical analysis was performed thoroughly and accurately. There is statistically significant improvement
in the baseline to second re-measurement period analysis and when comparing the first and second re-
measurement periods.

Meets Criteria

Table C-24: Validation of PIP Sustained Improvement

Criterion Description Result
10.1 Sustained improvement was demonstrated through repeated (\j
measurements over comparable time periods. If improvement Fully Met (pass)

was not sustained, there is an explanation and an indicated plan
for next steps.

Reviewer Comments:

The final measurement period will be completed on December 31, 2016, and calculated in the first quarter
of 2017. Ongoing tracking of the intervention to this point demonstrates evidence of sustained
improvement.

Meets Criteria

Improving Implementation of the grievance System among SUD Providers

On April 1, 2016, SBHO began contracting with SUD service providers to provide substance use disorder
services within the region. The majority of these providers are new to managed care regulations and are
in the process of creating and refining policies and procedures to align with new contractual and
Washington Administrative Code (WAC) requirements. The implementation of a formal grievance system
is one of these new obligations. According to SBHO, a pre-delegation administrative review revealed that
most SUD providers had minimal grievance policies and procedures and uncertainty regarding the proper
handling of enrollee grievances. During the first quarter of the SBHO contract, the SUD grievance rate
was only 2.8 grievances per 1,000 enrollees, and these grievances only came from two BHAs. As a
result of &BIHa@nmistratelrdriews, preliminary findings among SUD providers have
revealed issues related to a |l ack of current WACs bein
rights and the BHAs not ensuring that call logs capture all grievances. Maintaining a formal grievance
system is a standard requirement in healthcare. SBHO intends to improve the implementation of
grievance system policies and procedures among SUD providers by improving staff knowledge and
awareness and then measuring the number of grievances among enrollees authorized for services.

Study Questions:

AfDoes the provision of training, supportive material s,
the grievance system among clients who received an authorization decision from an SBHO SUD provider

as measured by an increase in the number of grievances

and/or
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AfDoes the provision of train

ing, supportive material s,
knowl edge among staff about the

grievance process?o0

Dates of Study Period:
To be determined

Table C-25: SUD PIP Validation Results

Study Design Activity

Design Appropriate study topic 4
0] Fully Met (pass)
2 Clearly defined, answerable study question 4
0] Fully Met (pass)
3 Correctly identified study population 4
On/A
4 Correctly identified study indicator 4
OnN/A
Implementation 5 Valid sampling technique 4
On/A
6 Accurate/ 6
complete data collection N/A
7 Appropriate data analysis/ (3
interpretation of study results N/A
Outcomes 8 Appropriate improvement strategies >
OnN/A
9 Real improvement achieved >
OnN/A
10  Sustained improvement achieved ~
On/A
Overall Score OnN/a
Confidence Level: Not enough time has elapsed to assess meaningful change
Reviewer Comments:
SBHO is in the early stages of formulating its SUD PIP. The BHO has selected an SUD topic based on
data that show there is a clear issue regarding the lack of grievances filed by SUD enrollees. As this PIP
moves forward and the BHO works to finalize its study question or questions, all elements of the PIP
study design should be taken into consideration to ensure all aspects of the PIP are realistic and
obtainable.
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Table C-26: Validation of PIP Selected Study Topic

Criterion Description Result

1.1 The study topic was selected through a comprehensive process 2
that involved data collection and analysis of enrollee needs, care O Fully Met (pass)
and services.

Reviewer Comments:

SBHO selected this topic based on discussions with stakeholders regarding multiple potential SUD PIP
topics. A review of data showed that there were 2.8 grievances per 1,000 authorized SUD consumers in
the first quarter since the formation of the BHO. As a formal grievance system is new to SUD providers,
this topic was agreed upon by SBHOO6s stakehol der

1.2 The PIP is consistent with the demographics and epidemiology N
of the enrollees. O Fully Met (pass)

Reviewer Comments:

Grievance processes are a required element in managed healthcare. According to SBHO, DBHR has
expressed concern regarding the low number of grievances from SUD providers, suggesting that
grievance policies and procedures may be underdeveloped. From Aprilto June of 2016,
grievance rate among SUD-enrolled clients was 2.8 grievances per 1,000 enrollees.

1.3 Input from enrollees, family members, peers and/or advocates 6
was considered during the selection of the PIP. Fully Met (pass)

Reviewer Comments:

Input on this PIP topic has been pursued from three stakeholder committees, the QUIC, the Chemical
Dependency (CD) Providers Meeting and the SUD PIP Sub-committee. The QUIC includes providers,
enrollees, family members, and the behavioral health services Ombuds. The CD Providers Meeting is
composed of representatives from all of the SUD provider agencies within the SBHO region, and the SUD
PIP sub-Committee consists of representatives from the SUD providers who volunteered to participate in
discussing potential PIP topics based on their knowledge of service trends and enrollee feedback.

1.4 The PIP addresses a broad spectrum of key aspects of enrollee s
care and services. O Fully Met (pass)

Reviewer Comments:

SBHOst ates that this study topic has the potentia
status by improving the grievance system and ensuring a formal means for enrollees to voice their
dissatisfaction and an opportunity to reach a resolution of that dissatisfaction.

Meets Criteria

Table C-27: Validation of PIP Study Question

Criterion Description Result

2.1 The study question(s) is clear, concise and answerable. 04
(0) Fully Met (pass)

Reviewer Comments:

SBHO is considering two study questions for this PIP. 1. i D o thes provision of training, supportive
materials, and specific technical assistance increase the use of the grievance system among clients who
received an authorization decision from an SBHO SUD provider as measured by an increase in the
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number of griedmoes ftihlee¢g?d®veorsi on of training,
technical assistance i mprove the knowledge among

Both of these study questions are clear, concise and answerable and one or both could be utilized for this
PIP.

2.2 The study question sets the framework for goals, data 6
collection, analysis and interpretation. Fully Met (pass)

Reviewer Comments:
The two study questions set the framework for goals and data analysis and interpretation. Will training,

supportive materials and specific technical assi
system, and will that understanding increase the number of grievances filed by SUD enrollees?
2.3 The study question includes the intervention, the study

population (denominator), what is being measured (numerator), O Fully Met (pass)
a metric (percent or average) and a desired outcome.

Reviewer Comments:

The intervention is the same for both questions: the implementation of training, supportive materials and
technical assistance. The study population for the first question is enrollees; for the second question it is
SUD providers. What is being measured and the desired outcome for the first question is an increase in
the number of grievances filed; for the second question it is seeking to improve staff knowledge regarding
the grievance process.

Meets Criteria

Table C-28: Validation of PIP Study Population

Criterion Description Result
3.1 The enrollee population to whom the study question and indicator 6
are relevant is clearly defined. N/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 6
defined. N/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 6
population to which the study indicator applies, or a sample is N/A
used.

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 6
captured for all enrollees to whom the study question applied. N/A

Reviewer Comments:
The PIP has not progressed to the point of defining its study population.

Technical Assistance:

SBHO 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.
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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. ON/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 4
appropriate and adequate to answer the study question, and OnNia
describes how the indicator objectively measures change to
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 ON/A
collection plan are in place and viable, and mitigation strategies
are in place in case sufficient data are not able to be collected.

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 é A

unambiguously stated and appropriate in length.

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 BHO should have a clear plan for how and

when data regarding the indicator will be collected

Table C-30: Validation of PIP Sampling Methods

Criterion Description Result
5.1 The method for defining and calculating the sample )4
size, the true and estimated frequency of the event, the ON/A
confidence level and the acceptable margin error are
specified and clearly stated.

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 )4
sample is a probability or non-probability sample is ONia
specified.

Reviewer Comments:

The PIP has not progressed to the point of choosing a sampling method.

5.3 Valid sampling techniques are employed to protect 4

On/A

against bias.
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Reviewer Comments:
The PIP has not progressed to the point of choosing a sampling method.

54 The sample contains a sufficient number of enrollees. 4
On/A

Reviewer Comments:
The PIP has not progressed to the point of choosing a sampling method.

Technical Assistance:

If SBHO 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.

Table C-31: Validation of PIP Data Collection Procedures

Criterion Description Result
6.1 The study design clearly specifies the data to be collected. é 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. S
On/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 )4
methods used, including the types of data collected, an ON/A
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.

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 s
for data collection, including a narrative regarding how the ON/A
instrument provides for consistent and accurate data collection
over the time periods studied. If any additional documentation was
requested, it was provided and appropriate.

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 <
gualifications to collect the data. ON/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 S
ensured. O /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. SBHO needs to develop
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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.

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 6
the type of statistical analysis used and the confidence level, and N/A

the analysis was performed according to the plan.

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 (3
presented. N/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. ONa

Reviewer Comments:

The PIP has not progressed to the point of data analysis and interpretation.

7.4 The analysis identified statistical significance of differences N,
between initial and repeat measurements, and was performed ON/A
correctly.

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. ONa

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 6
which the PIP was successful, statistically significant or otherwise, N/A
as well as a description of follow-up activities.

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. SBHO should include in the discussion
whet her progress toward the PIlIP6s goa-upastians. made
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Table C-33: Validation of PIP Improvement Strategies

Criterion Description Result
8.1 Steps were taken to identify improvement opportunities during (3
the PIP process. N/A

Reviewer Comments:
The PIP has not progressed to the point of identifying improvement strategies.

8.2 Reasonable interventions were undertaken to address (3
causes/barriers identified through data analysis and QI N/A
processes.

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 (\j
processes or outcomes. N/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. On/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. SBHO6s i nterventions should b
appropriate to the study population.

Table C-34: Validation of PIP Improvement Assessment

Criterion  Description Result
9.1 The same methodology used for the baseline measurement was 6
used when measurement was repeated. N/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 (\j
in process or outcomes of care. N/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 ON/A
improvement intervention, or an analysis related to why there was
not improvement.

Reviewer Comments:
The PIP has not progressed to the point at which improvement can be assessed.
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9.4 There is statistical evidence that any observed performance 6
improvement is true improvement, and statistical analysis was N/A
performed thoroughly and accurately.

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 SBHO 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.

Table C-35: Validation of PIP Sustained Improvement

Criterion Description Result
10.1 Sustained improvement was demonstrated through repeated 6
measurements over comparable time periods. Sustained N/A

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.

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 SBHO 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, Qual i s Heal th reviewed the St
collecting, processing and submitting encounter data to develop an understanding of State encounter
data processes and standards. Documentation reviewed included

1 the Service Encounter Reporting Instructions (SERI) in effect for the date range of encounters
reviewed

1 the Consumer Information System (CIS) Data Dictionary for BHOs

91 the Health Care Authority Encounter Data Reporting Guide for Managed Care Organizations,
Qualified Health Home Lead Entities, Behavioral Health Organizations

1 the 837 Encounter Data Companion Guide ANSI ASC X12N (Version 5010) Professional and
Institutional, State of Washington

9 thepri or year6s EQR report(s) on validating encounter

Qualis Health performed three activities supporting a complete encounter data validation for SBHO: a

reviewof t he procedures and results of the BHOOG6s internal
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 ofthe BHOG6s i nt er nal 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 int h e B ¢d@racs with DBHR were the standards for
validation.

Qualis Health obtained and reviewed the BHO6s encounter data validation repor
contract deliverable for calendar year 2015. The BHO6 s encounter data validation me
encounter and enrollee sample size(s), selected encounter dates and fields selected for validation were

reviewed for conformance with DBHR contract requirements. The B H G &ncounter 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. Qu a | i s Bnalgtitststaffitten 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

QualisHeal t hds encounter data validati on Optatlevelss consi sts
validation of all encounter data received by the State from the BHO during the review period; and a

clinical record reviewd independent validation of State encounter data matched against provider-level

clinical record documentation to confirm the findings ofthe BHO®&6s i nt ernal 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:
1 areview of standard edit checks performed by the State on encounter data received by the BHO
and how Wa s h i n gviedicaidManagement Information System (MMIS) treats data that fail an
edit check

9 abasic 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

1 application of consistency checks, including verification that critical fields contain values in the
correct format and that the values are consistent across fields

1 inspection of data fields for general validity

1 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:
1 selecting a statistically valid sample of encounters from the file provided by the State

1 loading data from the encounter sample into an auditing tool (MS Access database) to record the
scores for each encounter data field

1 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

(0) Fully Met (pass) Partially Met (pass) O Not Met Ona (not applicable)

Salish BHO EDV Procedures

Salish BHO (SBHO) contracts with four mental health agencies providing Medicaid-funded services.

Audits took place at the BHO August 1-5,2016. SBHO&6s EDV was based on a sampl e
encounters between the dates of July 1, 2015, and January 31, 2016.

Table E-2: Results for Review of BHO EDV Procedures

EDV Standard Description EDV Result

Sampling Sampling was conducted using an appropriate

Procedure random selection process and was of adequate Partially Met
size.

Review Tools Review and analysis tools are appropriate for 4
the task and used correctly. O Fully Met (pass)

Methodology and The analytical and scoring methodologies are >4

Analytic Procedures sound and all encounter data elements O Fully Met (pass)
requiring review are examined.

Sampling Procedure

Qualis Health reviewed the sampling procedure and overall sample size to evaluate SBHO6 s adher ence
to the contractually required sampling methodology.

For its EDV, SBHO sampled from encounters for its four providers that occurred from July 1, 2015,
through January 31, 2016. An overall sample size of 475 encounters was selected, exceeding the
contract minimum of 411 encounters.

SBHO selected a random sample of clients for whom encounters were submitted during the contract

year. The data source for the sampling selection was a
system. The random sampling methodology indicated using a pivot table with the count of each client ID

created in Excel from the encounters that occurred during the timeframe of the review. A column was

then added to the Excel spreadsheet with a random number generator formula (RAND) so that each

client was assigned a random number generated by Excel. The client IDs gathered from the pivot table
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were then sorted by the randomly assigned number. The sample included five encounters per client;
however, if a client had more than the desired number of encounters, only the first five were accepted.
This method was used for both adults and children. SBHO excluded crisis, stabilization, and freestanding
evaluation and treatment (E&T) bed day encounters. The data for the specified time period were reviewed
and stratified to select percentages that were representative of the number of clients served per agency
as well as the age groups served.

Opportunity for Improvement
The number of client charts SBHO used was not included in its deliverable to DBHR, so it was not
possible to determine whether the BHO met its contract requirement of selecting its encounters from 100
client charts.

1 SBHO should disclose the number of patient charts reviewed in its deliverable to DBHR.

Review Tools

The record review tool was an Excel spreadsheet that included the following demographic information for
each client: ProFiler client ID number, full name, date of birth, age, gender, Social Security Number and
ethnicity. The following encounter information was also included on the spreadsheet: service date, service
item, service location, service units, service duration (minutes), CPT or HCPCS code, modifier(s),
provider name, provider type, and Medicaid eligibility.

The spreadsheet prompted the reviewer to answer questions regarding each element by adding columns
associated with the questions. The columns included questions prompting the reviewer to indicate, for
each element, whether the encounter code matched the notes indicated in the client chart. The
spreadsheet also included a column for adding other comments related to the encounter.

Methodology and Analytic Procedures

The SBHO staff who performed the desk audit review all have experience conducting chart reviews.
While SBHO reported the staff held discussions regarding scoring, thereby supporting increased inter-
rater reliability, the BHO deliverable did not describe a formal inter-rater process. All clinical entries and
narratives were accessed through the ProFiler electronic medical record (EMR), so no preparation of
charts was required on the part of the agencies. It is unclear within the report how, or if, the encounters to
be reviewed were loaded into the SBHO EDV tool. Salish should clearly describe how the BHO utilizes
the EDV tool and how the encounters are entered into the tool.

SBHO created an EDV audit guide to assist in navigating the spreadsheet and prompted questions. The
SBHO EDV deliverable indicated that the review of the code and modifier had two parts, the first being a
review of whether the code in the EMR matched the code on the report (accuracy), the second part being
an assessment of the clinical documentation for each encountered service to determine whether the use
of the code was valid and appropriate (validity). The validity portion of the review consisted of the
reviewer looking for evidence that the reported service actually occurred and was appropriately tied to the
treatment plan, and whether the service description demonstrated medical necessity. Medical necessity
was met if the use of the code was generally consistent with the Service Encounter Reporting Instructions
(SERI), and there were sufficient descriptions of clinical content of the service, such as the interventions
and mental health-related issues the service addressed.
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SBHO6 sDVEScoring Standards were based on the standards defined in the State and PIHP contracts;
the data elements were all reviewed and scored using the following standards:
1 Match: The information on the report matches the information in the record.
1 Erroneous: There is a record representing the encounter, but the information does not match.
1 Unsubstantiated: The encounter on the report cannot be verified (i.e., it is completely absent in
the electronic record, or it is duplicated).
1 Missing: The encounter in the record is not represented by an encounter on the report.

The following standards were used for part two of the code/modifier review, which focused on the validity
and appropriateness of code use:
1 Match: The clinical documentation in ProFiler is consistent with the service description in the
SERI, and demonstrates medical necessity.
1 Erroneousd Inappropriate code used: Based on the clinical documentation, a different code
should have been used. Reviewers provided a short narrative explaining the reason for
concluding the incorrect code was used.
1 Unsubstantiatedd
1. Not Encounterable: The documentation of the service indicates that the event did not meet
criteria for any allowable service code in the SERI. Reviewers provided a short narrative
explaining the reason for concluding the code use was invalid.

2. Duplicate Service: The documentation of the service indicates the service was reported more
than once or occurred at the same time as another service.

3. Missing: Clinical record contains evidence of a service but is not represented by the
encounter record.

SBHO reported lower numbers of encounter errors thanweref ound i n | ast yeards review
An in-depth review of the data last year demonstrated that the majority of the errors were in the element

of duration (minute/unit) match, which was affected by a known issue with ProviderOne6 processing of

service minutes and units. This accounts for the higher-than-usual errorrates| ast year . SBHOG6s an
of the results by data element and agency found that all four agencies met or exceeded the acceptable

standard with the exceptions of provider type at one agencya n d i S eodevagrees with treatment

descri bedo acies.al | four agen

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 clinicalrecord,and a comparison of Qualis Healthés EDV f
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 Full review of encounter data submitted to the b4

Checks State indicates no (or minimal) logic problems O Fully Met (pass)
or out-of-range values.

Onsite Clinical State encounter data are substantiated in audit X

O Not Met

Record Review of patient charts at individual provider
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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
percent of the encounter data fields in the
clinical records match. S B H O<€care was 94
percent.

Electronic Data Checks

Qualis Health analysts reviewed all demographic details and encounters for SBHO from ProviderOne for
the October 2014 through September 2015 reporting period, comprising 6,777 patients and 148,888
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 : Resul

ts of Ehcauntér DataMaledatiorh 6 s

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 99.96%
Last Name 100% complete 99.96%
Date of Birth Optional 99.96%
Gender Optional 99.93%
Ethnicity/Race 100% complete, all values in range 99.96%
Language Preference 100% complete, all values in range 99.96%
Social Security Number Optional 81.57%
Sexual Orientation 100% complete 99.96%
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 99.53%
Procedure Code 100% complete 100%
Claim Number 100% complete 100%
Units of Service 100% complete 99.98%

Onsite Clinical Record Review Results

Qualis Health reviewed clinical charts for 119 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.
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In all, 432 encounters were reviewed. Qualis Health reviewed encounter data fields required for review in
the BHO contract with DBHR, including:
1 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

=A =4 =4 -4 -4 A

Qualis Health reviewed all demographic fields delineated in the CIS Consumer Demographics native

transaction as described in the most current CIS Data Dictionary, including:
1 first name

last name

gender

date of birth

ethnicity/race

Hispanic origin

preferred language

Social Security Number

sexual orientation

=A =4 =4 4 -4 -4 -4 -4

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=119)

No Matchd No Matcho
Erroneous Unsubstantiated

Last Name 100.0% 0.0% 0.0%
First Name 100.0% 0.0% 0.0%
SSN 81.5% 17.7% 0.0%
Date of Birth 98.3% 0.8% 0.0%
Gender 99.2% 0.8% 0.0%
Hispanic Origin 99.2% 0.8% 0.0%
Race/Ethnicity 97.5% 2.5% 0.0%
Preferred Language 98.3% 1.7% 0.0%
Sexual Orientation 93.3% 6.7% 0.0%

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.
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Table E-6: Encounter Data Validation
Encounter Data (N=432)

No Matcha No Matchd
Erroneous Unsubstantiated

Procedure Code 97.7% 2.3% 0.0%
Date of Service 100.0% 0.0% 0.0%
Place of Service 99.8% 0.2% 0.0%
Provider Type 97.2% 2.8% 0.0%
Units of Service 97.7% 2.3% 0.0%
Clinical Note Matches Procedure 44.9% 53.2% 0.9%
Author Identified 100.0% 0.0% 0.0%

The BHO did not submit data for demographic fields, so values are not available for comparison between
the total match rate from the Qualis Health review to the total match rate from the SBHO internal EDV for

demographic data.

Table E-7: Comparison of Qualis Health and BHO Demographic Data Validation

Qualis BHO Difference
Health Match

Match
Last Name 100.0% N/A N/A
First Name 100.0% N/A N/A
SSN 81.5% N/A N/A
Date of Birth 98.3% N/A N/A
Gender 99.2% N/A N/A
Hispanic Origin 99.2% N/A N/A
Race/Ethnicity 97.5% N/A N/A
Preferred Language 98.3% N/A N/A
Sexual Orientation 93.3% N/A N/A

The comparison of the total match rate from the Qualis Health review to the total match rate from the
SBHO internal EDV for encounter data is shown in Table E-8.

Table E-8: Comparison of Qualis Health and BHO Encounter Data Validation Results

Qualis BHO Difference
Health  Match

Match
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Procedure Code 97.7% 99.8% -2.1%
Date of Service 100.0% 100.0% 0.0%
Place of Service 99.8% 99.8% 0.0%
Provider Type 97.2% 97.9% -0.7%
Units of Service 97.7%  100.0% -2.3%
Clinical Note Matches Procedure 44.9% 90.3% -45.4%
Author Identified 100.0%  99.2% 0.8%

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 Healthdés review, in some cases dat a

el

e mi

either did not follow the Stateds SERI or WAC requir emi
the code that was submitted, or did not reflect a service that should have been submitted. Examples
include the following:

il

=A =4 =4 =4

=A =4

=A =4 =4 -4 -4

Encountering H2015, comprehensive community support and HO036, community psychiatric
supportive treatment, face-to-face, instead of H0034, medication training and support services
Encountering T1001, nurses assessment instead of 96372, injection

Providing services prior to intake

Groups not containing all required WAC elements per WAC 388-877A-0150

Horizons program submitting encounters for almost four hours of service without including
documented interventions or medical necessity

Submitting non-encounterable services such as scheduling, rescheduling, canceling
appointments, transportation, employment activities, calling clients to inform them a refill is ready
for pick-up, speaking with school counselor

Encountering full duration for a group for a client who left the group for an unknown period of time
Lack of notes and clinical interventions/documentation to support HO019 mental health services in
a residential setting

Reporting a masters-level clinician as a below-masters provider type

Indicating ARNP as an RN provider type

RN provider types inappropriately submitting E&M codes for a service provided by an ARNP
Lack of documentation to support family therapy

Encountering family therapy as H2015, comprehensive community support services instead of
90846, family psychotherapy (without patient present) or 90847, family psychotherapy (with
patient present)

Submitting insufficient documentation to support a service (for example, focused on non-mental
health topics such as physical health)

Submitting an encounter for writing up a discharge summary without the client present
Insufficient documentation for psychotherapy add-ons to E&M encounters (i.e., not separately
identifiable and not supportive of the duration of the psychotherapy)

Psychotherapy documentation lacking clinician interventions/medical necessity



=
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Encountering 90837, psychotherapy, 60 minutes with patient and/or family member for a 75-
minute service.

Encountering overlapping services

Lack of documentation to support play therapy

Insufficient documentation to support case management activities (i.e., documentation did not
indicate how the service related to the client& mental health symptoms or diagnosis, or how it
was medically necessary)



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 Childrends WISe | mplementati o
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. All of this activity will be summarized and evaluated in the annual technical
report at the end of year 2016.

WISe-specific activities scheduled for Salish BHO consisted of a compliance review of WISe grievances
and appeals.

Qualis Health conducted a review of grievances and appeals for SBHO; 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.



Wraparound with Intensive Services (WISe)
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Appendix A: All Recommendations Requiring Corrective
Action Plans (CAPSs)

Section 1: Enrollee Rights and Protections
N/A

Section 2: Grievance System

N/A

Section 3: Certifications and Program Integrity

Recommendation Requiring CAP
SBHO stated it is monitoring encounter data through its Annual Data Encounter Integrity reviews to
ensure that encounter data submitted to the BHO are documented in the clinical file and appropriate
codes are used. However, the results of the encounter data validation performed by Qualis Health
revealed opportunities for the BHO to correct errors prior to certifying data submitted to the State. These
opportunities are described in detail in the EDV chapter of this report.

1. SBHO needs to improve the accuracy in data checks to ensure that encounters are accurate,

complete and truthful prior to submitting data to the State.

Recommendation Requiring CAP
SBHO lacks a policy and procedure ensuring its written policies and procedures and standards of conduct
are updated on an annual basis.
2. The BHO needs to develop and implement a policy and procedure to ensure it reviews and
updates its written policies, procedures and standards of conduct on an annual basis.

Recommendation Requiring CAP
The SBHO employee training checklist includes scheduling for conduct and ethics training within the first
30 days of employment. However, the BHO did not submit evidence that it has documented attestations
for the Code of Ethics/Standards of Conduct from its staff, providers, vendors and subcontractors.
3. SBHO needs to maintain evidence of documented attestations for the Code of Ethics/Standards
of Conduct from its staff, providers, vendors and subcontractors.

Recommendations Reguiring CAP

SBHO performed a risk assessment, which identifi ed | ow and medium risks; the BH:
vul nerabilities, however, were not identified. The BHO
assessment results to the Compliance Committee; it presented the risk findings only to the BHO

administrator.




Appendix I

4. The BHO needs to reevaluate how it assesses BHO risk and ensure its risk-rating categories
include high, medium and | ow. SBHO needs to identif
top three vulnerabilities.

5. SBHO needs to present its risk assessment results to the Compliance Committee as well as to
other leadership staff in order to plan for how the BHO will mitigate its risks.

Recommendation Requiring CAP
The BHO submitted Compliance Committee meeting minutes, which indicated the Compliance Committee
is not meeting on a quarterly basis.

6. SBHO needs to ensure its Compliance Committee is meeting on at least a quarterly basis.

Recommendation Requiring CAP
SBHO indicated it does not require the governing board or its Compliance Committee to attend its annual
compliance training.
7. The BHO needs to require annual compliance training for its governing board and its Compliance
Committee.

Recommendation Requiring CAP
SBHO indicated it provides training for its staff and BHAs for fraud, waste and abuse; however, it lacked
documentation of attestations for these trainings.

8. SBHO needs to maintain written documentation of who attends the annual compliance training.
The written documentation should, at minimum, include name and signature of attendees, date of
training, title of the training provided, and reference to the subjects that were covered in the
training.

Recommendation Requiring CAP

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

9. SBHO needs to develop 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, referrals for fraud, waste
and abuse, and outcomes of fraud, waste and abuse.

Recommendation Requiring CAP
SBHO lacks a method to monitor its BHAs for retaining 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,
referrals for fraud, waste and abuse, and outcomes of fraud, waste and abuse.
10. SBHO needs to update its administrative monitoring tool to include oversight of its BHAs and
other delegated entities for retaining records for at least six years.

Recommendation Requiring CAP

SBHO6s policies and procedures on fraud, waste and abu:
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 entity, the nature of
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the suspected fraud, waste, abuse or neglect, the approximate dollar amount involved, and the legal and
administrative disposition of the case.

11. SBHO needs to update its policies and procedures on fraud, waste and abuse to specify that 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.

Recommendation Requiring CAP
The BHO does not have a policy and procedure in place to monitor the basis for civil money penalties and
assessments.
12. SBHO needs to create a policy and procedure to monitor the basis for civil money penalties and
assessments.

Recommendation Requiring CAP
The BHO does not monitor its vendors, providers and subcontractors for civil money penalties and
assessments.
13. SBHO needs to add monitoring for civil money penalties and assessments to its administrative
monitoring tool and perform regular monitoring of its vendors, providers and subcontractors.

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. SBHO recommendations and
its progress to date implementing the accompanying corrective action plans are presented below.

Review Area 2015 Recommendation BHO Activity Since the Prior Year Current Status
§438.206 (b)(6): PRSN does not have a SBHO developed a policy and Resolved
Availability of policy or process in place procedure requiring that any provider

Services T Out- that ensures that out-of- subcontracting for out-of-network

of-Network network providers are services check t hg

Provider credentialed. licensure status and verify they are

Credentials PRSN needs to have a not on the excluded provider list.

process in place that
ensures that out-of-network
providers meet the
reqguirements
credentialing policies,
including ensuring the
providers are licensed as
appropriate and are not on
the excluded provider list.

DBHR imposed corrective
action: Submit 1) A written
Policy and Procedure that
fully describes and ensures
out-of-network providers
are credentialed; 2) An
anticipated timeline to
amend subcontracts; and
3) When fully executed,
deliver a copy of an
amended contract to
DBHR. Response due by
close of business Monday

April 18, 2016.
8438.210 (b): PRSN does not have a The BHO submitted a timeline Resolved
Coverage and policy in place or language | specifying when the BHO inserted
Authorization of | in its contract with its ASO language into the contract, a policy
Services 1 that describes procedures and procedure, and a timeline for

Authorization of | for the consistent auditing the ASO.
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Services

application of review criteria
for the initial and continuing
authorization of services.
Although the RSN states
the ASO conducts inter-
rater review, there is no
documentation to
substantiate these claims.

PRSN needs to implement
a policy and procedure to
ensure its contracted ASO,
is consistently applying
review criteria for the
authorizations of services.

DBHR imposed corrective
action: A corrective action
plan that addresses the
recommendation outlined
above is due to DBHR by
March 31, 2016. The BHO
needs to submit an
anticipated timeline
specifying when
PRSN/SBHO will insert
language into subcontracts;
a written copy of an
applicable policy and
procedure; and an
anticipated schedule to
complete audits to ensure
adherence. Response due
by close of business
Monday April 18, 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

The BHO submitted a timeline for
training the BHAs on proper EDV
documentation.

In progress
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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
recommendation outlined
above is due to DBHR by
March 31, 2016.
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Appendix C: Follow-up of Previous-Year Information
Systems Capabilities Assessment (ISCA)

For review year 2015, Qual i s Hmfanatiohsygemaanddaad Washi ngt o
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

folowwup report presents results of a 2016 review assessi.!
related to 2015 recommendations and opportunities for improvement.

2015 Recommendation/ RSN/BHO Activity Since Prior Status

Opportunity for Improvement Year Review
Section A: Information Systems (This section ass§g
collecting, storing, analyzing and reporting medical, member, practitioner and vendor data.)

Met Criteria | N/A | N/A

Section B: Hardware Systems (This section assess§s
infrastructure.)

Met Criteria | N/A | N/A

Section C: Information Security (This sectionassessed the security of t
systems.)

Met Criteria | N/A | N/A

Section D: Medical Services Data (This section 4
accurate medical services data.)

Opportunity for Improvement The BHO no longer contracts Resolved

It is recommended that PRSN with Kitsap Mental Health for

capture more than the intake data submission and instead has

_evaluatlon dlagnosls. How_ever, It had a system built to import and
is not out of compliance with

DBHR requirements to only export all MH and SUD data from

capture the intake evaluation the BHO's providers to DSHS
diagnosis. and Provider One, respectively.

The BHO system is capable of
capturing up to 12 diagnoses
(principal + 11 more) for 837P
encounters and 14 diagnoses
(principal, admitting, and 12
more) for 8,371 institutional stays.

Section E: Enroll ment Data (This section assesse§€
accurate Medicaid enrollment data.)
Met Criteria | NIA | N/A

Section F: Practitioner Data (T Hhtyt® capteire aind ceportas s e §
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.)
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| Met Criteria | N/A | N/A |




Appendix D: Acronyms
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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 Quiality Assurance and Performance Improvement
QAPI Quality Assessment and Performance Improvement
QRT Quality Review Team

RFT Residential Treatment Facility

RSN Regional Support Network

SAMHSA Substance Abuse and Mental Health Services Administration
SUD Substance Use Disorder

WAC Washington Administrative Code

WIiSe 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 applicabl e e
standards are followed by the correspondi ngassesoring cr |
the BHOs®6 on their compliance with these standards. Th

compliance chapter of this report.

Enrollee Rights and Protections

8438.100 Enrollee rights. (a)

(a) General rule. The State must ensure thatd

(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

1 The BHO has written policies regarding the enrollee rights that address all State and Federal
requirements.

1 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.

1 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.

1 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.

1 The BHO informs enrollees of their rights yearly and at the time of enroliment.

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

8438.100 Enrollee rights. (b) Specific rights; 8438.10 Information requirements (a)i (d)

b) Specific rightsd

(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 tod

(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 enroliment 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.
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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 enroll ees thr oughoutEndishang&gespokenby@aPr eval ent 0 |
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
enrolleesd

(i) That oral interpretation is available for any language and written information is available in prevalent
languages; and

(if) How to access those services.

(d) Format.

(1) Written material mustd

(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
1 The BHO has policies and procedures to ensure that all enrollees receive written information
about their rights in accordance with CFR §438.10.
1 The BHO ensures that all enrollees receive written information about their rights:
0 in a manner and format that is easily understood
o in all prevalent non-English languages
1 The BHO has implemented a process to assist enrollees with understanding the requirements
and benefits of the services available to them.
1 The BHO provides staff and providers with information on where to refer enrollees who are
having difficulty understanding materials.
1 The BHO has a mechanism in place to identify prevalent non-English languages within its service
region.
1 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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1 The BHO natifies 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.
1 The BHO monitors requests for translation and written information in alternative formats.

8438.100 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 natify 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 beneficiary® enroliment.

(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 a:
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 enrollee& 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 enrollee® freedom of choice among network providers.

(ii) 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)
Q).

(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 enrollee® 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

1 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 providersc ur r ent ly in the enroll eesdé servic
information on specialists.

1 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 enrolleesd service area,

1 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 enroll e
specialists.

1 The BHO has a policy and procedure regarding notifying enrollees of any restriction regarding the
enroll eesd freemg®BHAsof <choi ce amo

1 TheBHOnoti fies enrollees of any restriction regardin
BHAs.

f The BHO monitors the notification to enrollees rega

freedom of choice among BHAs.

1 The BHO has a policy and procedure regarding how it furnishes new enrollee information listed in
paragraph (f)(6) within a reasonable time after not
each enrollee written notice of aingamthanigre t Mhias t he
information at least 30 days before the intended effective date of the change.

1 The BHO furnishes to each new enrollee the information listed in paragraph (f)(6) within a
reasonable time after noti ce of estdcleenrolleecwritten ent 6s enr

notice of any change that the State defines as fAsig
before the intended effective date of the change.

1 The BHO monitors the furnishing of new enrollee information listed in paragraph (f)(6) within a
reasonable time after notice of the recipientbs enr
notice of any change that the State defines as #fAsig
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before the intended effective date of the change.

1 The BHO provides names, locations and telephone numbers for non-English-language-speaking,
current contracted providers in the enrolleesd servy

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

1 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.

1 The BHO provides information on procedures for obtaining benefits, including authorization
requirements.

1 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.

T TheBHOprovides information that dhespitalizadion fofow-upi si s ser v
services. o

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

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

1 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.

1 The BHO provides policies and procedures on specialty care and other benefits not furnished by
the provider.

1 The BHO provides information on how to access any services that are available under the State
plan but not covered under the contract.

8438.100 Enrollee rights. (b) Specific rights; §438.10 General information requirements. (g)(1),(3)
(9) 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 8§ 438.400 through
438.424, in a State-developed or State-approved description, that must include the following:

(i) For State fair hearingd

(A) The right to hearing;

(B) The method for obtaining a hearing; and

(C) The rules that govern representation at the hearing.

(il) The right to file grievances and appeals.

(iif) 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 enrolleed

(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.

(i) 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

1 The BHO has a policy and procedure regarding the information it provides to enrollees on the
grievance, appeal and fair hearing procedures and timeframes.

1 The BHO provides information to enrollees on the grievance, appeal and fair hearing procedures
and timeframes.

1 The BHO provides a report to DBHR regarding its monitoring and results of grievances, appeals
and fair hearing requests as required by contract timeframes.

1 The BHO provides information on the grievance system, meeting the requirements of the WAC
and CFR.

1 The BHO has a process in place to provide oversight to any function delegated pertaining to
grievances, appeals and fair hearing requests.

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

1 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.

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

1 The BHO provides to enrollees, upon request, information regarding any provider or delegated
provider incentive plans.

8438.100 Enrollee rights. (b) Specific rights. (2)(ii)

(b) Specific rightso

(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 tod

(i) 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

1 The BHO has a policy and procedure regarding enrollee rights pertaining to the right to be treated
with respect, dignity and consideration of privacy.

1 The BHO monitors to determine that enrollees are being treated with respect, dignity and
consideration of privacy.

1 The BHO has a statement of enrollee rights pertaining to the right to be treated with respect,
dignity and consideration of privacy.

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

1 The BHO monitors enrollee complaints and grievances on issues related to respect, dignity and
privacy.

1 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.

1 The BHO protects all personal information, records and data from unauthorized disclosure in
accordance with 42 CFR 8431.300 through 8431.307 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.

1 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 8431.301 and 8431.302, personal information concerning
applicants and recipients may be disclosed for purposes directly connected with the
administration of this agreement.

8438.100 Enrollee rights. (b) Specific rights. (2)(iii)

(b) Specific rightso

(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 tod

(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

1 The BHO has written policies and procedures regarding e n r o | righe te ®e@ive information on
available treatment options and alternatives, presented in a manner appropriate to each
enrollee's condition and ability to understand.

1 The BHO ensures that providers share information on available treatment options and
alternatives with enrollees in a manner appropriatetoeachenr ol | eebés conditi on and
understand.

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

8438.100 Enrollee Rights. (b)(iv)

(b) Specific rightsd  (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 concerningd

(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
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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.

(i) 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 enroliment 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.

(iif) 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 CMP9 (i) Is not required to provide care that conflicts with an advance directive.

(i) 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



Appendix L[]

1 The BHO has a documented policy and procedure regarding medical advance directives and
mental health advance directives.

1 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.

1 The BHO has a documented training for enrollees and staff regarding medical advance directives
and mental health advance directives.

1 The BHO has a process for informing enrollees and/or their families or surrogates of where to file
complaints concerning non-compliance with directives.

1 The BHO provides community education regarding advance directives.

8438.100 Enrollee Rights. (b)(v)

(b) Specific rightsd (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

1 The BHO has a written policy and procedurer e gar di ng e nrbefrek feomary fomiog ht t o
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.

1 The BHO has a written policy and procedure regarding enrollee participation in decisions
regarding his or her healthcare, including the right to refuse treatment.

1 The BHO ensures contractors comply with its policies and procedures regardinge nr ol | ee s 6
participation in healthcare decisions and the right to be free from any form of restraint or
seclusion.

T The BHO monitor s f berfreedranm amy forme e edraint ér geblusiont used as a
means of coercion, discipline, convenience or retaliation, as specified in other Federal regulations
on the use of restraints and seclusion.

1 The BHO monitors for enrollee participation in decisions regarding his or her healthcare, including
the right to refuse treatment.

8438.100 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 Il and Il 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
1 The BHO has, in its policies and procedures and contracts with providers, language that states
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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 1l and
Il 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.

1 The BHO has documented monitoring tools and results to ensure compliance with all Federal and
State laws on enrollee rights.

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

Grievance System

8438.228 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 requirementsd

(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 timeframed

(i) The enrollee or the provider may file an appeal; and

(i) 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

1 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.

1 The BHO provides training to staff and any delegated entity regarding the grievance system,
including training for the grievance process, theap p e a | process acaesgdtoteenr ol | ees 6
State's fair hearing system.

1 TheBHOstaffisk nowl edgeabl e about the BHOO&6s grievance sys
process, appeal process and accesstothe Statebs f air hearing system.

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

1 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 naotification (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 enroll
o the timing for an enrollee to file an appeal or request a State fair hearing

=A =4 =4 -4 -8 A

8438.404 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 enroll ees t hr ough cmontEndlish eng&gespokenby@Pr eval ent 0 |
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
enrolleesd

(i) That oral interpretation is available for any language and written information is available in prevalent
languages; and

(if) How to access those services.

(d) Format.

(1) Written material mustd

(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
1 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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1 The BHO makes the written notice of action available in the prevalent non-English language
spoken by enrollees.

1 The BHO makes oral interpretation of the notice of action available to all non-English-speaking
enrollees at no charge to the enrollee.

1 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.

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

1 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.

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

8438.404 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

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

o0 The notice from the BHO or its contractor explains the action it has taken or intends to take.

0 The notice from the BHO or its contractor explains the reasons for the action.

0 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
hearing.

0 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.

o0 The notice from the BHO or its contractor explains the circumstances under which expedited
resolution is available and how to request it.

0 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 88 431.211, 431.213, and 431.214 of this chapter.
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(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 mustd

(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 88 431.213 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 ifd

(a) The agency has factual information confirming the death of a beneficiary;

(b) The agency receives a clear written statement signed by a beneficiary thatd

(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;

() A change in the level of medical care is prescribed by the beneficiary's physician;

(9) 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 daysodnotice 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 ifd

(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
1 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

1 The BHO has a documented policy and procedure defining exceptions to advance notice
requirements.

1 The BHO ensures the notice of action is mailed at least 10 days before the date of action, unless
an exception is permitted.

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

1 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.

8438.406 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 individualsd

(i) Who were not involved in any previous level of review or decision-making; and

(i) 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 appeald

(i) The enrollee and his or her representative; or

(i) 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
1 The BHO is able to describe how it assists enrollees in completing forms and taking other
procedural steps to file a grievance or appeal.
1 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.
1 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 t
1 The BHO is able to describe an example where there was a denial and another individual
reviewed the appeal.
1 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.
1 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.

8438.408 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 timeframesod

(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 timeframesd

(1) The MCO or PIHP may extend the timeframes from paragraph (b) of this section by up to 14 calendar
days ifo

(i) The enrollee requests the extension; or

(i) 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 mustd for 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

1 The BHO has a process in place to monitor the disposition of grievances and resolution of
appeals to ensure compliance with timeliness requirements

1 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.

1 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.

1 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.

==



Appendix [l

1 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.

1 The BHO has a process in place to monitor the disposition of resolution of appeals to ensure
compliance with timeliness requirements.

8438.408 Resolution and notification: Grievances and appeals.

d) Format of noticed

(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.

(i) 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 enrolleesd

(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

(iif) 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
1 The format used by the BHO for the written disposition of grievances and resolution of appeals
meets criteria established by the State.
1 The BHO makes reasonable efforts to provide oral notice to enrollees for an expedited resolution
of an appeal.
T The BHOG6s written notice of a pepiaeesatablished bydhe 8tatd. on me et

8438.408 Resolution and notification. Grievances and appeals.

(f) Requirements for State fair hearingsd

(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 appliesd

(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 MCQ'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
1 The BHO has a policy and procedure related to fair hearings and a process to monitor
compliance with standards.

8438.410 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 mustd

(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
1 The BHO has established and maintains an expedited review process for appeals.
1 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.
1 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.

8438.414 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)

(9) 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 88 438.400 through 438.424, in a State-developed or State-approved description, that must
include the following: (i) For State fair hearingd

(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 enrolleed

(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
1 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.
1 The BHO provides enrollees with information about grievance, appeal and fair hearing
procedures and timeframes, including:
o theright to a State fair hearing, the method for requesting a hearing and the rules
governing representation at a hearing
the right to file grievances and appeals
the requirements and timeframes for filing a grievance or appeal
the availability of assistance in the filing process
the toll-free number(s) an enrollee can use to file a grievance or appeal by phone
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.

O O O O o

8438.416 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

1 The BHO and the delegated entity have a records retention policy and procedure that includes
retention of records related to grievances and appeals.

1 The BHO maintains records of grievances and appeals, including their resolution, and reviews the
information as part of its quality strategy.

1 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.

1 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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8438.420 Continuation of benefits while the MCO or PIHP appeal and the State fair hearing are
pending.

a) Terminology. As used in this section, dAtimelyo fili:/
(1) Within ten days of the MCO or PIHP mailing the notice of action.

(2) The intended effective date of the MCQO's or PIHP's proposed action.

(b) Continuation of benefits. The MCO or PIHP must continue the enrollee's benefits ifd

(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 8§ 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
1 The BHO has a documented policy and procedure regarding the continuation and/or
reinstatement of an enroll eeds benefits upon filing
1 The BHO notifies enrollees of the process to continue benefits while an appeal or State fair
hearing is pending.
1 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.
1 The BHO has a process in place to monitor all appeals and requests for State fair hearings.

8438.424 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
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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
1 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.
1 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

8438.600 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
1 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.
1 The BHO has a mechanism in place to report its monitoring of excluded providers to the
State.

8438.602 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 8§ 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 8§ 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

1 The BHO has policies and procedures in place to ensure data submitted to the State are
certified.

1 The BHO has documented mechanisms in place to comply with the applicable
certification, program integrity and prohibited affiliation requirements of this subpart.

1 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.

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

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

8438.606 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 MCO6s or PlOffitdi.s Chi ef Executive

(2) The MCOb6s or PIOHig6s Chief Financi al

(3) An individual who has delegated authority to sign for,and whoreportsdi rect |l y t o,| HPhé&s MCOO s
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

1 The BHO has mechanisms in place to ensure the data the BHO submits to the State are
certified by one of the following:
(1)th e B Hchiéf executive officer
(2)th e B Hcoiéf Enancial officer
(3) an individual who has delegated authority to sign for, and who reports directly to, the
B H O @hsef executive officer or chief financial officer

1 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

1 The BHO has mechanisms in place to ensure the BHO submits the certification concurrently with
the certified data.

8438.608 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

1 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.

1 The BHO ensures that its written policies, procedures and standards of conduct that articulate
these subparts are updated on an annual basis.

1 The BHO has written a compliance plan that addresses the seven essential elements of an
effective compliance program.

1 The BHO has process in place to continually review the compliance program for effectiveness of
all elements.

1 The BHO has a mechanism in place to ensure for monitoring and corrective action regarding the
compliance program.

1 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.

1 The BHO has ensured annual compliance training and requires it for all BHO staff, the board of
directors and its delegated entities.

1 The BHO has a documented Code of Ethics/Standards of Conduct, including staff/contractor
attestation(s).

1 The BHO has a mechanism in place to monitor staff/contractor attestation(s) for the Code of
Ethics/Standards of Conduct.

1 The BHO has documented policies and procedures related to the detection and prevention of
fraud and abuse.

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

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

1 The BHO has a policy and procedure related to whistleblower protections, which includes no
retaliation.

1 The BHO has documented attestations for the Code of Ethics/Standards of Conduct for its
providers, vendors and subcontractors.

1 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 MCQO'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

1 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.

1 The BHO has appropriately selected a designated compliance officer and a compliance
committee that are accountable to the governing body/senior management.

1 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 B H O draud and
abuse compliance plan.

1 The BHO has effective lines of communication between the compliance officer and the
organization's employees.

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

1 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.

1 The BHO can demonstrate when potential risks are identified; the BHO takes action to mitigate
the risk.

1 The BHO has provisions for prompt responses to detected risks and offenses, and for
development of corrective action initiatives relating to the BHO contract.

1 The BHO has contract language requiring providers, vendors and subcontractors to have an
effective compliance program.

1 The BHO monitors its providers/subcontractors to ensure they have an effective compliance
program.

1 The BHO has an effective mechanism in place requiring corrective action to ensure providers,
vendors and subcontractors have an effective compliance program in place.

1 The BHO has documented compliance committee meeting minutes and/or other meeting minutes
that reflect compliance oversight.

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

1 The BHO has documented attestations for fraud/abuse/waste training for its providers, vendors
and subcontractors.

8431.107 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;



Appendix [EPAE

(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

1 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.

1 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.

1 The BHO demonstrates that it monitors its delegated entities for record retention at least
annually.

8455.100 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 regardingd

(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

8455.101 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 thatd

(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 meansdo

(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 meansd

(1) For ad

(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 tod

(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.

8§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) Natification 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
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 signi!

PAHPG6s obligati onshthenSaeer it s contract wit
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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 entityd

(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 patrticipation in Medicare or any of the State health care programs, and

(if) Such a persond

(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
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(i) 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

1 The BHO has a policy and procedure in place addressing CFRs 455.100, 455.101, 455.106,
438.610 and 1001.1001.

1 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.

1 The BHO has a mechanism in place to monitor for exclusion of entities owned or controlled by a
sanctioned person.

1 The BHO has a mechanism in place to monitor for annual criminal background checks.

1 The BHO has a mechanism in place to monitor the disclosure by providers or any delegated
entity of information on persons convicted of crimes.

1 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.

1 The BHO has a mechanism in place to deny or terminate provider participation if full disclosure
isnébt made or conviction occurs.

8455.102 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.

8455.104 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)()) 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.
(i) Date of birth and Social Security Number (in the case of an individual).

(ii) 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 providedd (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.

(i) Upon the provider or disclosing entity executing the provider agreement.

(iif) Upon request of the Medicaid agency during the re-validation of enrollment process under 8455.414.
(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.

(i) 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.

(i) 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
1 The BHO has a mechanism in place to monitor disclosure by Medicaid providers and fiscal
agents of information on ownership and control.

8455.21 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 mustd

(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 ford

(i) Access to, and free copies of, any records or information kept by the agency or its contractors;

(i) 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

1 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.

1 The BHO refers all cases of suspected provider fraud to MFCU.

1 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.

1 The BHO, upon referral to MFCU, initiates any available administrative or judicial action to
recover improper payments to a provider or any delegated entity.

1 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.

1 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.

8455.23 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.

(i) 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.

(i) Set forth the general allegations as to the nature of the suspension action, but need not disclose any
specific information concerning an ongoing investigation.

(i) 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

(i) 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.

(i) 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.

(i) 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:

() An individual or entity is the sole community physician or the sole source of essential specialized
services in a community.

(i) 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

(i) 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.

(i) 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)()) 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.

(i) 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.

(i) 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
1 The BHO has a policy and procedure in place to monitor suspension of payments in cases of
fraud.
1 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 ford

(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 serviced

(i) Was not licensed as a physician;

(i) 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

(i) 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 partd
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(1) Has knowingly presented or caused to be presented a request for payment in violation of the terms
ofd

(i) An agreement to accept payments on the basis of an assignment under section 1842(b)(3)(B)(ii) of the
Act;

(i) 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 concerningd

(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

(il) 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 penaltiesd

(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 ofd

(A) The words fADepartment of Healt h aenrdviHuensa nd SheQ evnitceerss
Medi care & Medicaid Services, 0 AMedicare, 0 or AMedicai
words;

(B) The | etters ADHHS, 0 AHHS, d or ACMS,d or any other
(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 1l, or envelopes or
other stationery used by the Department or CMS) or any other combination or variation of such symbols
or emblems; and

(i) 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 intod

(i) A cross referral arrangement, for examipéntty wher eby
AY, 0 and the physician owners of entity AYO0O refer to el
(i) 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 patrticipating in
Medicare or a State health care program in accordance with sections 1128 or 1128A of the Act, and
whod

(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

(i) 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 8§ 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 againstd

(i) Any participating hospital with an emergency department thatd

(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

(i) Any responsible physician whod

(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 rlaespectiorslBédbfe physi ci
the Act if the responsible physician or hospital recklessly disregards, or deliberately ignores a material
fact.

(d)(2) 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 dawiirsglsyetiioondeftihreed eadomn dfiikent ent wi tF
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
1 The BHO has a policy and procedure in place to monitor the basis for civil money penalties and
assessments.
1 The BHO is monitoring its vendors, providers and subcontractors for civil money penalties and
assessments.
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