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Disclaimer: This manual is not a legal description of all aspects of Medicaid clinical
record documentation regulations. It is a practical guide for providers who participate in
the Medicaid Program. Guidelines and procedures in this Manual are based on
requirements of State and Federal law. Thus the guidelines and procedures are subject to
change if the requirements of the law or accrediting organizations change. Where there
is conflict between this edition of the Manual and a subsequent notification of a
modification to a policy or procedure, the information in the subsequent notification shall
prevail.

While this manual contains basic information about the Colorado Community Mental
Health Services Program, providers are required to fully understand and apply BHO
requirements when administering covered services. It is not intended to take the place of
either the written law or regulations. We encourage readers to review the specific
statutes, regulations, and other interpretive materials for a full and accurate statement of
their contents.

Whilst every effort has been made to ensure that the guidelines in this Manual are correct
and in keeping with accepted standards of practice at the time of publication, the authors
cannot be held liable or responsible for any errors or omissions, or for any harm or
damage resulting from the use of the information contained in this publication.

Note: Much of Chapter 3 was reprinted with permission by Mary Thornton of Mary
Thornton and Associates, Inc.
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Chapter I: Introduction and Key Concepts

The CCQC was created to
help balance the quality and

Introduction to the Colorado Project

compliance objectives of
state Medicaid and
Medicare providers.

The Colorado Committee for Quality and Compliance
(CCQC) is a comprehensive project designed to make
Medicaid and Medicare coding, documentation, and
compliance easier and more transparent for both
provider agencies and Behavioral Health Organizations (BHOs). The Committee is led by
members of the Colorado Behavioral Healthcare Council (CBHC) which includes the BHOs and
community mental health centers in contract with Mary Thornton & Associates, Inc.

Project Origin and Purpose

Over the last few years Federal and State oversight agencies have increased their focus and
funding for activities designed to identify fraud, abuse, and waste in the federal health care
programs — Medicare and Medicaid. These activities include a focus on reviewing claims, both
before payment and after payment, to see if the claim should have been paid. Improper payments
can be caused by problems with the content of the service described in the documentation as well
as by the poor quality of the documentation of the service provided.In order for mental health
centers, and other providers, as well as, the BHOs to understand the challenges and opportunities
facing behavioral health in this climate, the CCQC was created to help balance both quality and
compliance objectives.

Please Note - This Document Will Be Frequently Revised&Is Not Meant
to SupersedeOrganizational Policies and Procedures

This is a work on progress - At the time of the preparation of this guide and initial trainings by
the CCQC in the fall of 2011, this guide was still being updated concerning recommendations for
service plan signatures and timelines, some services codes are being tweaked in the Colorado
Uniform Coding Manual, and we are waiting for interpretation of other Medicaid regulations.

As final decisions are made concerning these items and recommendations are made by the BHOs
concerning Medicaid, these will be communicated to providers. The most recent version of this
guide will be on www.cbhc.org and we encourage providers to stay up-to-date by visiting this
site.

Nomenclature-Different providers and provider organizations may refer to documents and forms
by different names but they have the same meaning. This guide is not meant to replace or
require naming of forms and processes with new names.
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For example - Note that throughout this document the service plan is called by many different
names because through Colorado the naming of this plan has evolved. However, the service plan
(treatment plan, wellness plan, recovery plan, individual service plan) is the document that
authorizes the services for individuals and should not interfere with the principles of recovery
and resiliency.

Another example is that the service plan is a required document to be signed by the *“licensed
practicioner(s) of the healing arts” within their scope of practice and by the client. The new term
“licensed practicioner of the healing arts” is in the federal regulations and in Colorado would
apply to physicians, nurses, and clinicians trained to develop treatment plans.

Encounters and billing claims - In the capitated mental health system in Colorado, providers
submit “encounters” which have all of the required billing information for a “claim.” When
providers submit an encounter by paper or into the electronic health record, it is important that
they understand this will become a billing claim. As such, it must be accurate, timely, contain all
of the necessary information and elements, and support the purpose of the time spent with the
client. As understanding concerning these terms evolves, they may be updated in a future
document.

Finally, this document does not supersede the policies and procedures of the BHOs or each
provider organization, but is meant as a guide for organizations to use to add, delete, or update
current policies and to use as a training tool for clinical staff. For example, some Community
Mental Health Centers have created an internal billing manual for service documentation
purposes and list internal codes to choose from but not the service codes that are referred to as
“CPT” or “HCPCS” codes. Because this document refers to the Colorado Uniform Coding
Manual, it is not meant to suggest that that is the only guide to use.

Goals and Objectives

CCQC’s goals are to:

e Increase education and understanding of the current enforcement environment

e Help providers and the BHOs differentiate the types of risks they are facing

e Educate providers and the BHOs on the range of risks associated with different types of
programs and

e Provide solutions through training, tools, recommendations, manuals, etc.

The CCQC will provide training on compliance risk and program development, medical record
documentation, and on services that are high risk for audit findings because they are complex or
not well defined. Most training will use a “train the trainers” model to allow the development of
training experts in each mental health center.A documentation manual has been developed that
includes references for specific regulations affecting the provision of behavioral health services.
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The Uniform Service Coding Manual is being reviewed and revised to more closely align with
the Colorado Health Care Policy and Financing’s expectations, as well as, federal advice and
guidance.

State Providers, such as
Although this document was created to create clarity about CMHCs, need to implement
Medicaid documentation, it also contains references to the
Colorado Division of Behavioral Health (indigent) and
Medicare because a client’s payer source can change quickly.
This guide will help clinicians recognize any needed changes
in documentation requirements when this happens.

standards which are based
on compliance expectations.

Key Concepts

In order to fully appreciate the work of the CCQC in developing this manual on medical record
documentation it is important to knowcertain key concepts that provide the foundation for
understanding and reducing audit risk in your organizations. Integrating these concepts into the
culture of your BHO and Community Mental Health Center (CMHC) is critical to your success
as they align with the expectations oversight agencies have for your work. Auditors will look for
evidence of organizational implementation and integration of necessary standards which are
based in the important ideas communicated through these concepts.

Compliance

The term ‘compliance’ is associated with both an expectation and a program. As an expectation,
compliance refers to the adherence by providers and contractors, as well as those working for
providers and contractors, to established standards or requirements mandated by the outside
entities which have oversight responsibilities at both the state and federal level for mental health
services. These standards may be embedded in law, regulation, written advice and guidance,
specific contract requirements, and accrediting agency standards. Depending on the oversight
agency, these expectations may involve a broad array of standards (often called “conditions of
participation”) that cover all aspects of provider or contractor operations including leadership,
clinical/medical service delivery, billing, information technology, human resources, medical
records, quality of care, and facilities. In addition, the regulations and payer-produced provider
manuals will delineate the services that Medicare and Medicaid will pay for — including what the
service consists of, who can provide it, where it can be provided,how often, and the duration of
the service. The BHOs and the CMHC:s are responsible for making sure its employees,
contractors, or agents understand these requirements and expectations and then implement the
necessary processes and protocols to ensure these expectations are being met.

As a program, The Office of the Inspector General (OIG)for the federal Department of Health
and Human Services is one of the primary oversight entities and the primary entity issuing
advice on how organizations should develop their internal compliance programs. The OIG
strongly suggests agencies providing health care services or contractors, such as the BHO’s that
pay for health care services using federal Medicare and Medicaid dollars, have a formal
Compliance Program. This is a requirement for non-profit organizations with over $5,000,000 in
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assets. This program is responsible for determining if the

organization is complying with relevant laws, regulations, and “I hereby agree to keep such
rules and where non-compliance is found investigating and records as are necessary to
implementing a corrective action plan that may involve paying disclose fully the extent of
money back for services that should not have been billed. The services provided to an

OIG suggests that the program be based on seven elements individual under the State’s
identified in the Federal Sentencing Guidelines. These elements
include standards and procedures, oversight, education and
training, monitoring and auditing, reporting, enforcement and
discipline, and response and prevention.

Title XIX plan and to furnish
information regarding any

payments claimed for

providing such services as

Encounters verses Claims the State Agency or DHHS
may request.”

When a service is rendered by a CMHC provider to a Medicaid

recipient, information regarding that encounter must be submitted to the BHO indicating the type
and length of service that was offered. These encounters serve the same purpose as bills (claims)
for services and they are reviewed, analyzed and counted in order to determine the monthly
capitation rates that will be paid to the CMHCs. Each encounter must be documentedin the
medical record and be sufficient to support the medical necessity (see definition below) of the
service. The service must be signed off by the provider who rendered the service, certifying that
what was encountered and documented was actually the service that was provided and that all
information on the encounter is correct.

The following is the provider certification statement required for each billing claim. This
certification applies to encounters as well.  Although this is not a statement that is seen on each
encounter signed by a clinician, this is the language on a background document that is submitted
when a claim is sent to a payer.

“l hereby agree to keep such records as are necessary to disclose fully the extent of
services provided to individuals or an individual under the State’s Title XIX plan
and to furnish information regarding any payments claimed for providing such
services as the State Agency or Dept. of Health and Human Services may request.

| further agree to accept, as payment in full, the amount paid by the Medicaid
program for those claims submitted for payment under that program, with the
exception of authorized deductible, coinsurance, co-payment or similar cost sharing
charge.

SIGNATURE OF PHYSICIAN (OR SUPPLIER): I certify that the services listed
above were medically indicated and necessary to the health of this patient and were
personally furnished by me or my employee under my personal direction.

NOTICE: This is to certify that the foregoing information is true, accurate and
complete. | understand that payment and satisfaction of this claim will be from
Federal and State funds, and that any false claims, statements, or documents, or
concealment of a material fact, may be prosecuted under applicable Federal or State
laws.”
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A summary of encounters indicating the services rendered are appropriate is submitted by the
BHO toHealth Care Policy and Financing (HCPF), which is the State of Colorado’s Department
responsible for managing the Capitated Medicaid program.

Defining Health Care Fraud, Waste and Abuse

Fraud is knowingly and willfully attempting to falsely obtain money from any health care
benefit program. Fraud is distinguished from abuse in that there is clear evidence that the acts
were committed knowingly,
 willfully and intentionally or
Fraud includes obtaining a benefit Wlt.h reck_less dlsrega_rd.Fraudls
through intentional misrepresentation an_ intentional quEptlon or
or concealment of material facts misrepresentation made by a
person with the knowledge that
Wasteincludes incurring unnecessary| the deception could result in

costs as a result of deficient some unauthorized benefit to
management, practices, or controls himself or some other person. It
includes any act that constitutes
Abuseincludes excessively or fraud under applicable Federal or
mproperly using government State law (42 CFR 455.2).

resources

Waste is health care spending
that can be eliminated without
reducing the quality of care, such as overuse (prescribing too many antibiotics,) underuse and
ineffective use of treatments or medications. It is also the
inefficiency in redundant testing, delays in treatment and Auditors are generally not
making processes unnecessarily complex.Wastemeans concerned with the reason
overutilization of services, or other practices that result in for the improper payment;
unnecessary costs. Generally not considered caused by
criminally negligent actions but rather the misuse of
resources.

/

they will want a payback!

Abuse is defined as improper actions or billing practices that creates unnecessary costs. This
means provider practices that are inconsistent with sound fiscal, business, or medical practices,
and result in an unnecessary cost to the Medicaid program, or in reimbursement for services that
are not medically necessary or that fail to meet professionally recognized standards for health
care. Italso includes recipient practices that result in unnecessary cost to the Medicaid program,
such as, provider practices that are inconsistent with sound fiscal, business, or medical practices,
and result in an unnecessary cost to the program, or in reimbursement for services that are not
medically necessary or that fail to meet professionally recognized standards for health care.

Improper Paymentsresult when an inaccurate, incomplete, or non-compliant claim or encounter
is submitted to the payer. Improper payments can be the result of fraudulent or abusive activities
but many are simply the results of errors or mistakes. Unfortunately an auditor is generally not
concerned with the reason for the improper payment. They will want a payback and depending
on the numbers of errors may assess penalties or further investigate. In cases where they find a
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pattern of inaccuracies on the part of the organization or a clinician they may assess individual
penalties.

The Difference between Fraud, Abuse, Waste, and Errors

Fraud, abuse, and waste happens when a provider intentionally decides to not comply with
rules, regulation and law in their service delivery, documentation, or billing practices. Some
examples of fraud and abuse may include but are not limited to; recording more time spent in a
session then actually occurred; offering services that are not medically necessary to generate
revenue; billing for a more expensive service than was actually rendered; or billing for services
that never occurred. Note also that a significant pattern of errors may indicate a deliberate or
intentional disregard for the rules, laws and regulation by the provider and could result in a
charge of fraud or abuse as well. There is a more in depth discussion about this subject in
Chapters 2 and 4.

Errors happen when a provider inadvertently makes a mistake in the service delivery,
documentation, or billing this would constitute an error. Some examples of errors may include
but are not limited to; selecting the incorrect service type for the service rendered; not
referencing the treatment plan goals or objectives the individual is working on in the session; or
selecting the incorrect time for the service. Errors are usually random and do not have a pattern
to them. Often new employees commit more errors than
older employees who are more experienced and have
incorporated the requirements into their day to day practice.

Scope of practice is an
important concept for
payers, who will usually

specify who can provide each Scope of Practice
type of service.

All service providers (“Practitioners of the healing arts”)
must work within the scope of their license or experience and education. An individual’s scope
of practice is defined by the state’s licensing laws. For unlicensed individuals it is usually up to
the CMHC to determine the types and kinds of services that can be provided based on an
individual assessment of competencies and experience as well as regulatory or payer guidance.
For example, licensed Medical Doctors, Physician’s Assistants, and Nurse Practitioners scope of
practice would include medical and medication services. However, a licensed therapist would
not be able to provide these services because they fall outside of the scope of practice for their
particular license. Case managers would also not be able to provide these services, even though
they don’t have a license that limits what they can do, because they do not have the education or
experience to provide medical or medication management services.

Individuals, who are not licensed but are providing therapy or certain other skilled services, may
be able to provide these services under the supervision of a licensed professional. Therapy
services, for example, could be delivered by anunlicensed provider with a Masters or Doctoral
degree in psychology or a related social science field under the supervision of a licensed provider
with an LPC, LCSW, LMFT, PhD, or PsyD. However, therapeutic services could not be
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delivered by a vocational specialist without these educational credentials as they would fall
outside of their training and, therefore, scope of practice.

Scope of practice is an important concept for payers. They will usually specify who can provide
each type of service in order to ensure the service is provided by someone they have determined
has the right education and experience but it is still up to the CMHC to determine if they are
competent to provide the service. More about signature requirements for documentation is
provided in Chapter 5. Also, each provider organization will have a procedures that further
explain who needs to sign which documents and when.

Clinical Documentation/Medical Record

The only way an auditor Documentation
can evaluate the quality
and accuracy of the All payers require that any service that is billed or

encountered be backed up by sufficient and legible
documentation in the individual’s medical
record.Documentation must describe a service the payer
chart! will pay for, must demonstrate that the service was
medically necessary, and must meet the payer’s
requirements for all of the information needed to document
the service, for example the credentials of the provider and the location of the service. The only
way an auditor can evaluate the quality and accuracy of the service rendered is by what was
written and billed/encountered to support the service. Excellent

service rendered is by
what is written in the

clinical work will not be known to an auditor unless he or she Components of a Clinical
can read the information that demonstrates that Record:
excellence.Clinical documentation must include the following

elements and a thorough discussion of each is provided in Assessment
Chapter 5. Treatment Plan

Progress Notes
Treatment Plan
Assessment Reviews
Assessment Updates

A thorough assessment of the individual’s presenting issues
must be documented in the record. The assessment includes
numerous mandatory elements that are referenced later in this manual. Unless the individual’s
clinical needs are clearly identified, the treatment may not be determined to be medically
necessary and the payer may deny payment. (See definition following for medical necessity.)

Treatment Plan(Plan of Care, Recovery Plan, Individual Service Plan, Care Plan)

A complete, current, and appropriately signed treatment plan is the crux of the documentation
requirements. The treatment plan is a “living” document that drives the individual’s services and
gives clear direction as to the course of treatment. It is living because it changes with the
changing needs of the individual. As the individual resolves issues or new issues are identified,
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the treatment plan should be updated to reflect these changes. The treatment plan specifies the
long termrecovery Goals and the short term Objectives for treatment that you and the individual
have developed together as well as the Interventions the clinician/provider will be using to assist
that individual meet to meet their Goals and Objectives. The payer will evaluate treatment plans
to determine whether or not the treatment strategy makes sense given generally accepted
standards of practice. The treatment plan serves as the “authorization” for services as well as the
road map for providing services.

Progress Notes/Progress-to-date Forms All payers, Medicaid
included, require that any
Progress notes provide snapshots of both the treatment billed service be backed up
provided and the treatment progress. Payers usually will by documentation in the
require a progress note each time a billed/encountered individual’s medical record.

service is delivered. The note must describe the service
provided as well as the progress the individual is making
towards the identified treatment Goals and Objectives. Each CMHC will have required elements
that are needed in the Progress notes based on the form they have adopted. These forms are
usually based on the payer’s required elements as well as best practices in documentation of care.

Treatment Plan Reviews

Payers and some oversight agencies require that treatment plans be reviewed periodically to
ensure that the progress the individual is making is sufficient, that the treatment strategy is still
appropriate, and that treatment should continue as currently authorized in the plan. The review
should occur with the individual and their family, as appropriate, and should be documented in a
progress note, updated treatment plan, or on a special form if your agency requires this. These
reviews may also need to be signed by a supervisor or licensed professional to ensure that they
agree with the analysis and the continuation of services. Most payers require a licensed person to
sign off on treatment plans.

Assessment Update

Like treatment plans, payers and certain oversight agencies
require that assessments be updated periodically to ensure a
formal review of the individual’s current clinical
presentation. The Assessment Update provides a review of
the presenting issues, the diagnosis, the individual’s
continuing commitment to treatment, their current recovery
goals, and the need for a specific level of care. The updated
assessments and the treatment plan reviews together assist the
payer in determining the medical necessity for services.

Medical necessity speaks to
the cost effectiveness of the
service and to the
reasonable expectation that
the service will result in
some improvement in or
maintenance of the
individual’s health or mental
health.
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Medical Necessity

Medical necessity is a concept that payers use to determine if each service rendered by the
CMHC will be paid. Payers determine medical necessity only by reviewing the documentation
in the medical record, so it is essential in justifying the need for the service, which in turn
supports payment for that service.

Medical necessity is defined differently by different payer entities. The challenge for the CMHC
is to understand how each payer views medical necessity and to help providers document so that
it is clearly demonstrated. What can make medical necessity definitions difficult is that they
encompass all services paid for by the payer including medical services and are, therefore,
sometimes hard to relate to the types of services provided inCMHCs. However, most definitions
of medical necessity have some common elements and fortunately in Colorado, the current
definitions support each other. CMHCs generally use two definitions, one from the state
Medicaid agency and one from the Division of Behavioral Health Services, to evaluate
documentation and to train providers. Note how the two definitions correlate despite the use of
different verbiage. More discussion aboutmedical necessity is provided in Chapter 5 of this
manual.

The Division of Behavioral Health defines medical necessity as:

“A covered service that will, or is reasonably expected to prevent, diagnose, cure, correct, reduce
or ameliorate the pain and suffering, or the physical, mental, cognitive or developmental effects
of an illness, injury or disability; and for which there is no other equally effective or substantially
less costly course of treatment suitable for the individual’s needs.”

The Colorado Department of Health Care Policy and Financing defines medical necessity as;

A. A covered service shall be deemed medically or clinically necessary if, in a manner in
accordance with professionally accepted clinical guidelines and standards of practice in
behavioral health care, the service:

1. Is reasonably necessary for the diagnosis or treatment of a covered mental health disorder

or to improve, stabilize or prevent deterioration of functioning resulting from such a

disorder; and

Is clinically appropriate in terms of type, frequency, extent, site and duration;

3. Is furnished in the most appropriate and least restrictive setting where services can be
safely provided; and

4. Cannot be omitted without adversely affecting the Member’s mental and/or physical
health or the quality of care rendered.

no

B. The Contractor, in consultation with the service provider, Member, family members, and/or
person with legal custody, shall determine the medical and/or clinical necessity of the covered
service.”
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Note how both definitions speak to the cost effectiveness of the service and to the reasonable
expectation that the service will result in some improvement in or maintenance of the
individual’s health or mental health. Medicare defines "medical necessity" as services or items
reasonable and necessary for the diagnosis or treatment of illness or injury or to improve the
functioning of a malformed body member. Even if a service is reasonable and necessary,
coverage may be limited if the service is provided more frequently than allowed under a national
coverage policy, a local medical policy or a clinically accepted standard of practice.

Agency Service Definition

HCPF Reasonably necessary for the diagnosis and treatment of a covered mental health
disorder to improve, stability or maintenance, clinical appropriate in type,
frequency, extent, and duration, furnished in most appropriate and least restrictive
setting, and cannot be omitted without adverse affect.

DBH Prevent, diagnose, cure, correct, reduce or ameliorate the pain and suffering, or the
physical, mental, cognitive or developmental effects of an illness, injury or
disability; and for which there is no other equally effective or substantially less
costly course of treatment suitable for the individual’s needs.

Medicare Reasonable and necessary for the diagnosis or treatment of illness or injury or to
improve the functioning of a malformed body member. Note to readers — we all
agree this does not sound very “strength-based!”

The Golden Thread
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The Golden
Thread is a term

that references the Assessment-identify the
tying together of critical clincal needs of
all the concepts the individual
described above in
medical record
documentation.
Each piece of
documentation
must flow
logically from one
to another such
that someone
reviewing the

The

record can see the Treatment Goals and
logic and plan reviews T objectives that
understand the and G O | d en e o255 s
storv vou are assessment concerns of the
telliﬁgabout the updates T h d " individual
individual’s rea

treatment and

progress.

The assessment
must identify the
critical clinical
needs of the
individual based
on their
presentation and
history. The
assessment paints
the picture of the
individual as they
present currently and assesses their ability to engage in and benefit from the treatment process.

Progress towards the
identified goals and
objectives

The treatment plan must reflect Goals and Objectives that address the concerns of the individual
as identified in the assessment. This is done by the development of measurable, attainable goals
and objectives that provide the opportunity for the individual to actively focus on the needs
reflected in their assessment in a targeted manner. The treatment plan must be coherent and
cohesive in order establish medical necessity.Additionally, new audits have revealed that
auditors are reviewing plans from a recovery and strengths-based perspective for content and the
required elements. Chapter 3 discusses the concepts of recovery and resiliency further.
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The progress notes must flow from the treatment plan by specifically reflecting progress towards
the identified goals and objectives and the individual’s response to treatment as well as
describing services that are “authorized” in the plan.

The progress notes tie to the treatment plan reviews and assessment updates which review the
progress described in the notes at particular points in time, reiterate needs and goals, and
establish the continuing need for services. Treatment plans may need to be updated as a result of
the treatment plan review or the assessment update if new issues and new strategies are identified
and developed with the individual.

Please note that in recognition of the importance of person centered treatment and recovery and
resilience in documentation, all of Chapter 3 is devoted to an in depth discussion concerning the
importance of building these concepts into the above concepts and forms through the Golden
Thread.

In summary, any element done in isolation breaks the Golden Thread and disrupts the logic that
should be evident from the documentation of the individual’s treatment. This could include:

e ldentifying critical clinical issues in the assessment that are not addressed in the treatment
plan or specifically deferred to another level of care

e Developing treatment Goals and Objectives that are not individualized based on the
assessment or assessment update

e Documenting clinical activities in the progress notes that are not driven by the specific
Goals and Objectives identified in the treatment plan

e Failing to update the treatment plan when issues are resolved or new issues are identified
or

e Failing to change the treatment strategy and goals when the individual is not progressing.
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Chapter 2: Medicare and Medicaid

Any review of behavioral health documentation requirements requires an understanding of
federal and state funded entitlement programs. The goal of Chapter 2 is to provide you, the
clinician, with a general understanding of Medicare and Medicaid, and how compliance
requirements within those programs have direct bearing on your clinical documentation
practices.

Medicare Program

Medicare is a social insurance program administered by the United States government, providing
health insurance coverage to people who are aged 65 and over, or who meet other special criteria
or are disabled. Medicare operates similar to a single-payer health care system. The Centers for
Medicare and Medicaid Services (CMS), a component of the Federal Department of Health and
Human Services (HHS), administers Medicare, Medicaid, and the State Children's Health
Insurance Program (SCHIP).

Since the beginning of the Medicare program, CMS has contracted with private companies to
operate as intermediaries between the government and medical providers. Contracted processes
performed by intermediaries may include claims and payment processing, call center services,
clinician enrollment, and fraud investigation. In the state of Colorado, Trailblazers Health
Enterprises, LLC., (www.trailblazerhealth.com) is the Medicare Administrative Contractor.

Medicare Eligibility

In general, all persons 65 years of age or older who have been legal residents of the United States
for at least 5 years are eligible for Medicare and have had income for 40 quarters (3 month equal
a quarter.)People with disabilities under age65 may also be eligible if they receive Social
Security Disability Insurance (SSDI) benefits. Specific medical conditions may also help people
become eligible to enroll in Medicare.

Many beneficiaries are “dual eligible” meaning they qualify for both Medicare and Medicaid. In
those instances, providers should note Medicaid is always the payer of last resort; therefore,
services for dual-eligible clients must be billed first to Medicare. Providers must be able to show
evidence that claims for dual eligible clients, where appropriate, have been denied by Medicare
prior to submission to Medicaid.

Medicare Benefits

Medicare has four parts: Part A is Hospital Insurance. Part B is Medical Insurance. Medicare
Part D covers prescription drugs. Medicare Advantage plans, also known as Medicare Part C, are
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another way for beneficiaries to receive their Part A, B and D benefits. All Medicare benefits are
subject to medical necessity criteria.

The original Medicare program was only Parts A and B. Medicare Part D was new in January
2006; before that, Parts A and B covered prescription drugs in only a few special cases.
Medicare does not pay for all of a covered person's medical costs. The program contains
premiums, deductibles and coinsurance, which the covered individual must pay out-of-pocket.
Some people may qualify to have other governmental programs (such as Medicaid) pay
premiums and some or all of the costs associated with Medicare.

Medicaid Program

Medicaid is the United Stateshealth program for people and families with low incomes and
minimal or insufficient resources. It is a “means-tested” program that is jointly funded by the
state and federal governments and is managed by the states. A means test is a determination of
whether an individual or family is eligible for help from the government. Among the groups of
people served by Medicaid are certain U.S. citizens and resident aliens, including low-income
adults and their children, and people with certain disabilities. Poverty alone does not necessarily
qualify someone for Medicaid. Medicaid is the largest source of funding for medical and health-
related services for people with limited income in the United States.

Medicaid was created on July 30, 1965, through Title XIX of the Social Security Act. Each state
administers its own Medicaid program while the federal Centers for Medicare and Medicaid
Services (CMS) monitors the state-run programs and establishes requirements for service
delivery, quality, funding, and eligibility standards. All states participating in Medicaid must
have a single state agency dedicated to the management of the Medicaid benefit. In Colorado this
is the Health Care Policy and Financing or HCPF (pronounced hic-puff.)

State participation in Medicaid is voluntary; however, all states have participated since 1982. In
some states Medicaid is subcontracted to private health insurance companies, while other states
pay providers (i.e., doctors, clinics and hospitals) directly. Some states have incorporated the use
of private companies to administer portions of their Medicaid benefits. These programs, typically
referred to as Medicaid managed care, allow private insurance companies or health maintenance
organizations to contract directly with a state Medicaid department at a fixed price per enrollee.
The health plans then enroll eligible people into their programs and become responsible for
assuring Medicaid benefits are delivered to beneficiaries.

States vary widely in eligibility requirements, the type and amount of benefits they make
available to eligible Medicaid beneficiaries. Likewise there is a wide-range of methods states use
to reimburse Medicaid providers. To understand Medicaid reimbursement methods and how
those relate to documentation standards, clinicians need to be familiar with the general
reimbursement concepts of fee-for-service and capitation.

In the health insurance and health care industries, Fee-for-service is a reimbursement model
where services are paid for separately. Fee-for-service occurs when doctors and other health
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care providers receive a fee for each service such as an office

visit, procedure, or other health care service. What do these terms have in
common?
Capitation e BHO
e PMPM

e e CMHC
Capitation is the term used for the payment model the State of e HCPE
Colorado uses to administer most of its community based
Medicaid behavioral health services. Capitation refers to an They all have something to
annual set sum (or ‘cap’) of dollars available for each enrolled do with capitation.

member in the program to receive all medically necessary
behavioral health services.

Each CMHC sits within a predefined region or catchment area where Medicaid recipients reside
and where a BHO manages the Medicaid dollars. The BHOs are allotted funds for each
Medicaid recipient in their region and paid these dollars on a ‘per member per month’ (PMPM)
basis by the HCPF. As behavioral health services are rendered for Medicaid recipients the
payment for those services are paid on a capitated basis to deliver services to recipients. The
CMHCs report all their Medicaid services as encounters (see below) to the BHO who has overall
responsibility for program integrity in the region. This model of payment has been in place in
Colorado since 1995 and is in contrast to a ‘fee-for-service’ model where a community
practitioner provides a service, submits a claim for the service and then receives a check for each
service rendered. CMHCs usually have both payment models because of their mix of clients, for
example most services paid by Medicare are paid “fee for service”.

Capitation is a different method for paying health care service providers and will be discussed
further in this chapter. Basically, in a capitated system, providers are paid a set amount each
month for every Medicaid enrolled person assigned to that provider or group of providers,
whether or not that person receives care. In return providers are obligated to provide all of the
necessary contracted services a member needs and if they are “at risk” the provider would be
obligated to continue to provide services even if they cost more than the money the provider is
receiving.

How Medicaid Works in Colorado

In Colorado, Medicaid and the state Child Health Plan Plus (CHP+ - the federal health plan for
children) is administered by HCPF. The mission of HCPF is to improve access to cost-effective,
quality health care services for Colorado’s low-income families, the elderly, and persons with
disabilities. The Medicaid program HCPF is responsible for is called the Colorado Medical
Assistance Program.

Colorado’s Medical Assistance Program includes both fee-for-service and capitation-based
programs physical and mental health. Fee for service is the dominate model for physical health
care and capitated programs are dominate for mental health.
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e Capitated programs are generally administered by Managed Care Organizations or
MCOs. An MCO is a group of doctors, clinics, hospitals, pharmacies and other providers
who work together to give Colorado Medicaid members health services. In Colorado,
the MCO for capitated Medicaid for mental health is administered by a Behavioral Health
Organization (BHO.) Each Community Mental Health Center in Colorado, along with
other provider organizations, is in one of the five BHO regions. Medicaid beneficiaries in
Colorado can enroll in a managed care organization (MCO) for their healthcare services.

e Other persons are enrolled in “Regular Medicaid”, a phrase used to describe traditional
fee-for-service programs that allow Medicaid clients to get physical health care services
from any provider that accepts Medicaid clients. In regular fee-for-service Medicaid there
is no need for clients to get referrals for care, but doctors are not required to take new
patients either. Clients are required to pay the provider a small “co-payment” when
receiving services. The co-payment covers for only a portion of the cost of the service;
the remaining cost is paid to the provider following claims submission to the Colorado
Medicaid fee-for-service fiscal agent Affiliated Computer Services, Inc. (ACS).

Colorado Medicaid Mental Health Services

The Colorado Mental Health Services Program is a statewide managed care program that
provides comprehensive mental health services to all Coloradans with Medicaid. In order to have
a managed care program for mental health, HCPF requested a federal waiver under Section 1915
(b) of Title XIX of the Social Security Act. The waiver is sent to the federal Centers for
Medicare and Medicaid Services (CMS) for approval. The waiver was first submitted in 1995 at
the start of the managed care mental health program and has been renewed every 2 years since.

In the Mental Health Program Medicaid members are assigned to a capitated Behavioral Health
Organization (BHO) based on where they live. BHOs are responsible for arranging or providing
for medically necessary mental health services to clients in their service areas. Regardless of
which specific geographic BHO a Medicaid beneficiary is assigned to, all BHOs in Colorado
share the following requirements for services to clients:

Eligibility: To receive many BHO services, individuals must have a mental health diagnosis that
is covered by the program to receive covered services. A list of the covered diagnosis for
Colorado is in the Appendix. There are also a variety of service codes available for prevention,
early intervention, and assessment that do not require a covered diagnosis. Refer to the area
BHO if clarification is needed concerning which service codes require a covered diagnosis.

Access: BHOs must have appropriate numbers of providers in locations that allow individuals to
access services geographically. Certain services must be available at night, on weekends or even
24 hours per day. And there must be sufficient providers available so that there are not excessive
wait times that discourage individuals from requesting treatment.

Medical necessity: Mental health services to clients must be reasonable, necessary, and
appropriate for the diagnosis or treatment of the client. This is defined in both Chapters 1 and 5.
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Covered Services: Covered services are medically necessary services included in the Colorado
Medical Assistance Program’s State Plan approved by CMS to assist, support and encourage
each Medicaid eligible person to achieve and maintain the highest possible level of health and
self-sufficiency. The list of actual codes and service descriptions can be found in the Colorado
Uniform Coding Standards Manual. A link to the manual and further description can be found in
Chapter 5.

Required Services: HCPF mandates certain covered services to be required in the BHO benefit
plan. The examples below of required mental health services in Colorado should be recovery-
based/strengths-based in orientation.

Assessment

Case Management Services

Crisis and Emergency Services

Inpatient Services

Psychiatric Services and Medication Management
Individual, Family, and Group Therapy
Psychosocial Rehabilitation

School-based Services

Residential Treatment

Outpatient Day Treatment

Optional Services: In addition to required services, BHOs contracts may also provide additional
optional covered services to Medicaid clients. Examples of optional mental health services in
Colorado are:

Vocational and Employment Services
Intensive Case Management

Recovery Services

Assertive Community Treatment

Respite Services

Drop-In Centers and Clubhouse

Peer Services and Support

Prevention and Early Intervention Services
Residential Treatment

Cost: There are no co-pays for Medicaid capitated mental health services. However, Medicaid
clients with other insurance must use that insurance first before using Medicaid benefits.

Medicare and Medicaid Fraud, Abuse and Waste

Medicare and Medicaid are big business. National expenditures grew in 2009 to 17.6% of gross
domestic product for a total of $2.5 trillion. Medicare in that same year accounted for 20% of
health expenditures or $502.3 billion. Medicaid grew 9% to $373.9 billion or 15% of the total.
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Medicaid costs also represent a significant part of Colorado’s annual budget and have expanded
rapidly during this period of poor economic growth.

Given the size, scope and costs associated

4 with Medicare and Medicaid it is not
Fraud and Abuse Laws surprising that the government closely
regulates the services and costs of the
* False Claims Act program. It is also not surprising that the

government has established systems to
identify faulty or fraudulent billing
practices. Centers for Medicare and
Medicaid (CMS), the Department of Justice,
the Food and Drug Administration, the FBI,
the postal service and other federal and state
agencies have investigators who look for
fraud, abuse and waste. Fraud is a general
term that refers to an individual or
corporation that seeks to collect Medicare
health care reimbursement under false pretenses. There are many different types of Medicare
fraud, all of which have the same goal: to bilk money from the Medicare program.

+ Anti-Kickback Statute

* Physician Self-
Referral Statute

* Exclusion Statute

* Civil Monetary
Penalties Law

\ ==

Fraud is defined differently by different laws governing healthcare but most people believe that
to be involved in fraud you have to knowingly do something wrong. However, in some instances
the government does not need to show that you intended to commit fraud if it can show that you
were very negligent or recklessly disregarded the rules.

The Medicare and Medicaid programs are a target for fraud because they are based primarily on
the "honor system" of billing. Medicare and Medicaid were originally set-up to help honest
doctors who helped the needy with medical services. In the Medicare and Medicaid claims
adjudication process, there are few safeguards to eliminate false claims. In fact, claims are paid
automatically because the goal of Medicare and Medicaid is not to root out false claims, but to
pay claims and providers quickly and smoothly.

As mentioned in Chapter 1 and as a reminder because this is important, some typical examples of
healthcare fraud are:

e Phantom Billing: The medical provider bills Medicare/Medicaid for unnecessary
procedures, or procedures that are never performed; for unnecessary medical tests or tests
never performed. For example, a case manager goes out to meet with the patient who “no
shows” but bills for the service anyway as if it had taken place.

e Patient Billing: A patient who is in on the scam with a fraudulent provider allows the
provider or another individual to use his or her Medicare/Medicaid number in exchange
for kickbacks, but never receives medical services. The provider bills Medicare and the
patient is told to admit that he or she indeed received treatment. For example, a
psychiatrist adds names of patients no longer receiving services to their current list of
open patients and bills for services.

Copyright Mary Thornton & Associates, Inc and
the Colorado Behavioral Healthcare Council Page 22




e Upcoding: In this type of activity, the provider inflates diagnoses and billing by using a
billing code that indicates the patient received more expensive procedures than what the
patient received. For example, a provider bills for 40