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External Protocols for 

Post-Payment and Clinical Practice and Guidance Reviews

All Post-Payment (PPR) and Clinical Practice and Guidance (CPG) reviews will continue to be announced during FY10.  Post-Payment Reviews are conducted by a team of at least two Collaborative Regional Liaisons, with the Team Leader being the designated prior to the review.  Clinical Practice and Guidance Reviews will be conducted by a team of at least one Collaborative Regional Liaison and at least one DMH Regional Contract Manager.  All reviewers are licensed clinicians.  These reviews are distinct from BALC's certification reviews.

Scheduling of Reviews 

Post-Payment and Clinical Practice and Guidance reviews will be two separate reviews, and will be scheduled on three connecting days. PPR will be conducted on the first two days, while CPG will take place on the third day.  It is possible, in some instances, for PPR to be finished in one day.  In those instances, CPG would continue to take  place on the third scheduled day, with nothing occurring on the second day.  These reviews will no longer be coordinated with BALC.  The Collaborative Training Coordinator is responsible for coordinating reviews with DMH staff, as applicable, and distributing and maintaining a review schedule.  This schedule is a confidential document.  

As reviews are beginning earlier in FY10 than they did in FY09, reviews for FY10 have been scheduled earlier than 12 months from the prior review in many cases.  However, every attempt was made to keep close to the order reviews occurred during FY09.  The review schedule is very tight and it is not possible to change scheduled review dates, with the exception of an emergency or unusual situation.  If something comes up after the review has been scheduled that would affect the ability to conduct the review, the DMH Provider lead and the Collaborative Director of Provider Relations need to be called.  It will be these individuals’ responsibility to make the final decision as to whether or not the scheduled review dates will be changed.

Provider Notification

Providers will be notified one week prior to an impending review by the Collaborative Training Coordinator.  Information regarding the date of the review, the names of reviewers and the records being reviewed will be related verbally at this time.  The Collaborative Training Coordinator will gather information about the Provider for the reviewers and answer Provider questions.  Following the phone contact, providers will receive a secure email from the Collaborative Training Coordinator containing the claim run listing the claims to be reviewed and the records needed.  

Sampling Methodology and Claim Review Period

The number of claims reviewed during FY10 for Post Payment Review will correlate to the size of the provider agency’s claim volume.  Larger provider agencies will have more claims reviewed than smaller provider agencies.  Claims will be pulled using a random sample tool.  Claims reviewed will be paid claims.  The claim review period will start 30 days after the date of the FY09 PPR, and will end the day the claim run is pulled.

Policy Pertaining to Conflict of Interest

The Collaborative has a Conflict of Interest policy in place which prevents Collaborative Regional Liaisons from participating in the monitoring of providers for which the Regional Liaison has other vested interests or potential conflicts with the provider. 
The Collaborative Training Coordinator maintains an updated list of providers who would pose a conflict of interest situation for specific Regional Liaisons.  The Director of Provider Relations for the Collaborative is responsible for ensuring compliance with this policy, and making any adjustments to it.  The Director is the final authority in determining whether or not a conflict of interest exists.

Reviewers’ Guidelines While On-site

Reviewers will:

1. Wear name badge at all times.  

2. Maintain the confidentiality of all consumer health care information and provider records, including not leaving consumer or provider records unattended.

3. Document all data on Collaborative forms and/or database.

4. Ensure that when data documentation is done manually, that handwriting is legible, written in ink, with all corrections noted with strike-outs, which are dated and initialed.

5. Be responsible for ongoing quality assurance throughout the review, e.g. ensuring that data is being recorded on the most recent and correct document.

6. Report all mandated abuse and/or neglect allegations immediately to appropriate provider staff, which are then required to file a report with Office of Inspector General, the DCFS Hotline or Department of Aging in conjunction with the Regional Liaison. The DHS/DMH Regional Director and Collaborative Director of Provider Relations are also to be notified by the Regional Liaison.  If the provider refuses to file a report, the Regional Liaison is required to do so. 

7. Immediately consult with the provider Executive Director or designee upon identification of any instance that poses an immediate risk to consumer safety or service delivery, including but not limited to:  inadequate staff levels, closure of sites, or uncredentialed staff dispensing medications.  DMH Regional staff and the Collaborative Director of Provider Relations will also be notified in these instances by the lead Regional Liaison.  

8. Turn cell phones to mute or vibrate throughout the course of the review. All necessary phone calls must be conducted in a private area away from the review area.

9.  Present a professional appearance, attire, and demeanor.

10.  Ensure that the least amount of disruption to the Provider and the Provider’s services occurs throughout the course of the review.

Entrance Conference

Upon arrival at the site:

1. Reviewers will identify themselves to the Provider receptionist and ask to speak with the Provider contact person.

2. The Collaborative review team will conduct an entrance conference with the Provider contact person, Program or Clinical Director, and other staff the Provider deems important.

During this conference the review team will:

1. Introduce themselves to provider staff.

2. Ask all meeting attendees to sign an attendance sheet, including name and title.

3. Explain the scope and process of the Post-Payment and Clinical Practice and Guidance Reviews.  

4. Secure names and contact information for provider staff members who are responsible for various review subject matter and general questions.  Reviewers may request that one staff person be available during the review, when possible, to assist with locating necessary documents and navigating through electronic records.

5. Project an estimated length of time for the review and verify the Provider’s business hours.

6. Inquire about where staff may conduct the review, e.g. a conference room or other private working area the provider selects.

7. Inquire as to how the Provider’s records are maintained and, if necessary, staff who will be available to assist with any electronic record system.

8. Discuss with staff the importance of only a minimum number of Provider staff should be present during the actual review and only as necessary to locate documents and/or assist with electronic files. This will allow for an efficient use of time.

9. Answer any Provider questions concerning the review process.

Final Day 

The review team will inform the Provider contact person of the anticipated time for the exit conference to be held.  The Provider will be given, at minimum, two hours notice in order to allow the Provider time to notify staff and adjust schedules, if necessary.

The review team will take time prior to the exit conference to confer about the findings of the review and complete the written report.

Exit Conference

At the time designated for the Exit Conference, the DMH Contract Manager will:

1. Re-introduce the team and distribute an attendance sheet to record the names and titles of the conference participants. 

2. Ensure that business cards of review team members are distributed to provider staff, in case of further questions.

3. Thank the Provider for their time and cooperation.

4. Clarify how questions will be addressed during the presentation of findings.  The presenting reviewer may choose to have all questions held until the end of the specific section, or may choose to take questions as they arise.

5. Have the Regional Liaison review the scope of the Post-Payment Review, positive findings identified and discuss areas that were not in compliance.

6. During the presentation of findings each billing error will not be discussed, but each type of billing error found will be covered. It should be made clear that unsubstantiated bills are subject to billing adjustment. 

7. Review the scope of the Post Payment and Clinical Practice and Guidance Reviews, and recognize positive findings identified and discuss areas for practice shaping.
8. Leave a copy of the completed Post-Payment Summary Report, Billing Issues Summary Report and Q2 breakdown report with the provider along with a copy of the Clinical Practice and Guidance Summary Report with the Provider contact person. 

9. Explain to the Provider that a copy of the report will be forwarded to DHS/DMH for review. The Collaborative will maintain the confidentiality of the review contents.

10. Return all provider materials.

11. Distribute the Post-Payment and Clinical Practice and Guidance Questionnaire to the Provider contact person.

12. Obtain signatures on the form documenting return of all provider 

      records.
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