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Press Release on Health Care Fraud

The Department of Health and Human Services (DHMB e seeking stakeholder input to develop atdraf
Medicaid waiver strategic plan. This plan will idelate specific strategies and agency respongbifior the
successful achievement of statewide implementatiaghe 1915 b/c waiver as identified in House Bil6.

The North Carolina General Assembly through S.1112064, House Bill 916 instructed the DHHS to pexte
with statewide restructuring of the managementaesibilities for the delivery of services for indivals with
mental iliness, intellectual and developmental lniigaes, and substance abuse disorders througarestpn of
the 1915 b/c Medicaid Waiver. It is the intentlod General Assembly that expansion of the 1915/efdicaid
Waiver will be completed by July 1, 2013, and wésult in the establishment of a system that islskpof
managing all public resources that may become abailfor mental health, intellectual and developtalen



disabilities, and substance abuse services, ingu@ideral block grant funds, federal funding foeditaid and
Health Choice, and all other public funding sourcéaurther, House Bill 916 instructed the DHHS in
coordination with the Division of Mental Health, Bdopmental Disabilities and Substance Abuse Sesvic
(DMH/DD/SAS), the Division of Medical Assistance M&), local management entities (LMEs), PBH and with
stakeholder input to submit to the appropriate gt Committee of the General Assembly a stratplgio
delineating specific strategies and agency respiitisis for the achievement of the objectives aeddlines set
forth in the act.

DHHS is grateful for the interest and participatiorihis process by families, service recipienticates, and
providers. An initial draft of the waiver strategilan document will be posted for public commeamboth
DMH/DD/SAS and DMA waiver web pages by the firsttpaf August. Both Divisions will also reach oot t
specific State stakeholder advisory groups for impto this strategic plan document.

The Draft Plan is found altittp://www.ncdhhs.gov/mhddsas/waiver/draftwaivenhiGiven the timelines with
which we have to work to present the completed fiahe General Assembly by October 1, we requnedt t
your feedback to the plan by Monday, August 15s0Aks you read over the Draft, you'll note pladeédis for
information not yet included there. We hope yoréltognize that this indicates that we do not barigpal
version for you to approve or disapprove, but nathat we bring it to you in its formative stageslaeek your
best thoughts in crafting a worthy report.

Your feedback may be registered by sending iC@mmmentsDraftWaiverStrategic@dhhs.nc.gov

MH/DD/SA Integrated Care Toolkit

This toolkit was created to assist MH/DD/SA provale collaborating with Community Care of North
Carolina (CCNC) and primary care providers. (Farpurpose of the documents in the toolkit, PCErsab
primary care provider and provider refers to MH/BB/providers.) Please refer to the toolkit docutaem
the DMA website ahttp://www.ncdhhs.gov/dma/services/behavhealth.htm

Overview of the Toolkit

1) MH/DD/SA Integrated Care Flowchart — this document details for MH/DD/SA providers htaw
determine if a Medicaid recipient entering servicas a CCNC medical home or other primary care
provider and how to gather physical health infororafthrough the Provider Portal/Informatics
Center and from the primary care provider) to ipooate into the recipient's assessment and
Person-Centered Plan of Care. It also offers gutiél@n when to contact the primary care
providers.

2) Four Quadrant Care Management Model Responsibilities— using the Four Quadrant Model
framework, this document defines the expectationgdllaboration between MH/DD/SA provider,
and primary care providers in conjunction with Lod@anagement Entities/Managed Care
Organizations and Community Care of North Carofiebwvorks.

1)

3) Samplequestions — this document offers sample questions for MH/S&®providers to ask
recipients to determine their level of involvemeiith primary care and potential physical health
needs.

4) Benéefitsof CCNC — this document, from the Department of SocialBer(DSS) manual, explaing
the benefits of a CCNC medical home. This forranglwith a Spanish version can be found on the
DMA websitehttp://info.dhhs.state.nc.us/olm/forms/forms.asgxhina The forms are DMA-
9016 and DMA-9016sp. Only DSS can enroll Medigaicipients into CCNC medical homes.

5) Information from the Provider Portal/l nformatics Center — this document is an example of
information that can be accessed (via CCNC or #&$) from the Provider Portal/Informatics
Center — this includes a Patient Care Team Summvasit,History, Medication Regimen, and any
applicable care alerts.




Critical AccessBehavioral Health Agency Monitoring

The temporary CABHA Rules require that the CABHA&si{ical Access Behavioral Health Agencies) cegtfi
prior to January 1, 2011 be allowed a period of(8)xmonths of operation as a CABHA to come into
compliance with the Medical Service and Certifioatand Staffing Requirements of the rules. Givendate

of January 1, 2011 as the official start date fABEIA-only services going into effect, DHHS will bieg
CABHA monitoring during the last week of August, 140 A sample of approximately 75 CABHAs statewide
will be monitored by teams led by the DMH/DD/SASchantability Team and include staff from DMA ane th
LMEs. The sample is about 95% random, supplemdntgaovider agencies referred to the DHHS due to
significant issues of concern.

The overall monitoring process will include theldaling four (4) components:
1. Data review completed at the DHHS level
2. Onsite review by LME staff
3. Onsite review by DHHS staff
4. Off site telephone contact by LME staff to indivadsi receiving services from the CABHAs

The process will involve utilizing separate moniitgrtools developed for LME and DHHS staff. The EM
will review items related to service records, wHilEHS staff will review administrative/infrastructu
requirements. Data elements to be reviewed d#fkgitDHHS staff address outcomes specific to acsassty,
service and treatment success, and cost contralnifig for LME monitoring staff will be presentég
webinar in mid August. Training for DHHS monitogistaff will also occur in August.

All reviews will take place at the offices of eaCABHA at there certified CABHA site. Informatioetters

will be posted or sent by mid-August. The monitgrtools and data elements will also be postedhemieb
prior to the start of monitoring. Follow-up letsewith identification of service records neededréniew will
be sent to each CABHA to be monitored one week poiecheduled review dates. Reports of the resdlt
each monitoring will be generated once the proessmplete.

This monitoring process has been informed by pgpgton of consumer and family advocates, providekéE
and State staff — both DMH/DD/SAS and DMA stafff cdmbines fact-gathering components for the puepds
gathering baseline information, rule-based comptmemd personal outcome measures. Every atteaspt h
been made to both gather as much data as possibieaf/ailable resources such as paid claims, andtto
duplicate other monitoring efforts. All results afie@dback will be used to improve and streamlire th
monitoring process going forward.

Mandatory Electronic Submission of Authorization Reguests

Effective October 1, 2011, the Appropriations AE2011 (House Bill 200) mandates that providerswsitib
authorization requests electronically via the veisdwebsite. For purposes of submitting mentalthea
substance abuse, and developmental disability stgjtethe appropriate Utilization Review venddeage note
the following information for submission:

ValueOptions

ValueOptions continues to offer live webinar tramion ProviderConnestibmission. Providers unable to
participate in live webinar training can accessne@rded webinars for self-paced training. Nat#da the
link below and scroll to thBrovider Training Opportunities section to view webinar details and access
additional ProviderConnemtsource documents such as the ProviderConneciGusde, Quick Reference
Guide, and Frequently Asked Questions (FAQ) documen
http://www.valueoptions.com/providers/Network/Nor@arolina_Medicaid.htm

Eastpointe Providers

For purposes of submitting mental heasthbstance abusiatellectual and other developmental disability
requests electronically to Eastpointe, providemukhutilize the LME ProviderConnestb portalat
https://carelink.carenetasp.com/EastpointePC/

Eastpointe providers can access pre-recorded wsHimraself-paced training. Navigate to the lirdtdw and
scroll to the bottom aothe page and see thection labeledVebinars. Providers can also view additional



Medicaid utilization review materials from this @ag
http://www.eastpointe.net/providers/MedicaidUR/m8px

The Durham Center Providers

For purposes of submitting mental health, substabcse, IDD and CAP I/DD requests electronically e
Durham Center, providers should utilize the ProsM@enect web portal:
https://carelink.carenetasp.com/DurhamPC/

The Durham Center will be providing several livebvers in the coming months. Please visit the Darha
Center’s training/events calendar located on tivelssite or use the following link to get directtythe
calendarhttp://www.durhamcenter.org/index.php/provider/cala: Providers unable to participate in live
webinar training can access pre-recorded webimarsdif-paced training. Navigate to the link belamd scroll
to theProvider Connect section to access a recorded webinar and to atteeurham Center ProviderConnect
User Manual. The webinar and user manual will gr@information regarding obtaining a ProviderCartne
user name and passworkttp://www.durhamcenter.org/index.php/provider/dsesvice

Pathways LME Providers
For the purpose of submitting CAP I/DD requeststetmically to Pathways LME, providers should atlithe
following link and select “CAP MR/DD AuthorizatioRequest™http://www.pathwaysIme.org/capur/

The “CAP MR/DD Authorization Request” link is undesnstruction at this time. Please visit Pathwalyd=L
website for updates on electronic submissions raikings they will be providing.

Crossroads Behavioral Healthcare Providers
For the purpose of submitting CAP I/DD requeststetmically to Crossroads Behavioral Healthcareyjgers
should utilize the following ProviderConnect welrtpd https://carelink.carenetasp.com/crossroadspc/lagin.

Crossroads providers can access a ProviderConresgnation at the link below and select “CAP MR/DD
UR” and scroll down to Provider Training Presemtasi: http://crossroadsbhc.orgTo obtain a login and/or
individualized training on Provider Connect, youn @@ntact Pat Draughn ptiraughn@crossroadsbhc.org

Quality of Care Update

The DMH/DD/SAS and DMA have updated the QualityCaire process to assist in promoting quality of care
provided to consumers. Quality of care refers &lthalth and safety of the consumer as well dsetalinically
appropriate service(s) at the clinically indicatestjuency and duration.

DMH/DD/SAS and DMA collaborated, with input fromnaus stakeholders, to create a plan incorporating
guidelines for two complementary processes: quafigare oversight and independent assessmentparf\ef
this process, recipients who have been in a sefoican extensive length of time may be referracafo
Independent Assessment in order to ensure apptregeavice delivery continues and all identifie@deare
met. The utilization review vendors (ValueOptioBastpointe, The Durham Center, Crossroads andavBgsh
identify concerns for follow up by the LME and th&A/DMHDDSAS Quality of Care Committee.

The Quality of Care Guidelines and related docusieah be found on the DMH/DD/SAS website at:
http://www.ncdhhs.gov/imhddsas/statspublicationsgmeations.htrand the DMA website at:
http://www.ncdhhs.gov/dma/services/behavhealth.htm

Incident Response Improvement System Updatesfor FY 2012
Incident Response Improvement System (IRIS), the-based incident reporting system, was updatedljnid
preparation for the fiscal year 2011-2012.

Service Combinations
In order to provide clarity for providers and ta@hb accurate data, the following services haven lmeenbined
(Note: All prior data has been maintained witlie system):



» Therapeutic Leave and Room and Board servicesoasdered part of residential services so
therapeutic leave and room and board are now irestrvices. Providers will only need to check the
appropriate residential service.

» The majority of Supervised Living (.5600) homes lazensed through the Division of Health Service
Regulation (DHSR). The DHSR license will spectig type of home and if the home is licensed as a
.5600 A, B, C, D, E or F. Providers should nowesethe appropriate type of supervised living based
upon their license. If the supervised living hosenlicensed, providers should select unlicensed
supervised living services.

» If the individual being served is also receivindgRE? Supported Living, Family Living or Group Living
in a licensed or unlicensed Supervised Living hatime appropriate IPRS service type should also be
checked in addition to the appropriate Supervisethg home category.

» Since IRIS is obtaining only information about 8exvices being provided, each service contains a
listing of the applicable billing codes. Provider#i now only need to check the appropriate sexvic
The following services contained several billingles: Behavioral Health Counseling and Treatment,
Community Respite, and Supported Employment.

Note: Thebilling codesreferenced in the bullets above remain the samefor billing purposes and
have been combined only in IRISfor data collection.

Reporting of Medication Errorsin IRIS
Due to recent changes within our system, the madicarror reporting process had to be updated.

Any time that a provider learns that a consumemdittake or was not given medication as prescyithex
provider should contact the physician or pharmasstequired by 10A NCAC 27G .0209(h) to deterniiiieis
is a threat to health and safety and for directfongare of the person (including next medicatioA)l medical
issues as well as the provider’s contact with thgsjzian should be documented in the individuatiart
(medication administration reco@AR) and/or notes as applicable). When a consusneot taking
medication, or not taking it as prescribed, it tsemtment issue and should be discussed withdoeior and
appropriate clinical staff.

Each agency should inform the consumer’s physiggon learning of any medication issue. If the ptigs or
pharmacist indicates that the medication error do¢shreaten the consumer’s health or safetyetrar should
be documented as specified by the agency’s polasidgprocedures. Level | medication error incident
(including self-administration and medication refis$ are to be documented and reported by providieesare
directly responsibléor administering or overseeing that the medicati@as taken by the consumer. (Examples
of providers who are directly responsible for matimns include: opioid treatment services, detoaifon
services, facility based crisis services, resi@éstrvices, day treatment). Providers who armectir
responsible must document as a Level | error andldrsubmit summary numbers through the Provider
Quarterly Report to the Host LME. Providers wie aot directly responsible for administering oemeeing
that the medication was taken by the consuimer, medication management and outpatient prosjdaust
document based on agency polimyt are not required to submit the Provider Quigrigeport of Level |
incidents.

Level Il and Il medication errors should be repadrthrough IRIS by all Category A and B providers.
Providers should report Level Il or Il errors RIS within 72 hours of learning of the incident.

Implementation of Independent Assessmentsfor Community Support Team

The final revised policy for Community Support Te&@ST) will be posted in early August 2011. Altigbu
the policy had stated that there was a six-montlygar hard limit for CST, the revision allows fotceptions
to this limit when medical necessity is shown. Témdsions states:

Any request for an exception to this six month limit must be accompanied by a comprehensive clinical
assessment completed by an independent licensed professional and an updated person centered plan (PCP) with
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new service order signed by a medical doctor ( MD), licensed psychologist, nurse practitioner (NP) or physician
assistant(PA). The clinical assessment must meet the requirements as specified in Implementation Update #36
and clearly document medical necessity as defined in the continued stay criteria in this policy. The independent
licensed mental health professional must meet the criteriaincluded in 10A NCAC 27G .0104 and must not be
employed by the agency providing the Community Support Team service or have any financial or other interest
in the agency providing the Community Support Team service.

Beginning on and after October 1, 2011, all recgifistconcurrent authorizations that extend tha@igation
beyond a six month period for that consumer perytear, must be accompanied by an independentsassas
indicating that CST continues to be medically neagsas well as an updated PCP as noted above émel i
policy. The independent assessment must havedoeapleted within 60 days of the new authorizatiequest.
The six months per calendar year are cumulativarastidde any time during that calendar year when th
consumer received CST services. If there has &em@p in services, and an initial authorizatioregguested
that would lead to an individual receiving six ooma months of CST that year, those initial requesist be
accompanied by an independent assessment and RORedsabove. Requests that do not include this
documentation will be sent back as incomplete.

Proposed Changesto Medicaid Clinical Coverage Policy 8C

Outpatient Behavioral Health Services Provided be®-Enrolled Provider, have been posted for 4fdd
public comment. The policy with proposed changeslme found on the DMA website at
http://www.ncdhhs.gov/dma/mpproposed/index.htm

Clarification of National Correct Coding I nitiative and Enrollment Guidelinesfor Qutpatient Behavior al
Health Providersin Integrated Care Practices

As a reminder, per 8C polichttp://www.ncdhhs.gov/dma/mp/8C.Jdfll licensed professionals listed (i.e.
LCSW, LMFT, LPC, LPA, PhD) must be enrolled with teaid. All components of this polic3C Outpatient
Behavioral Health Services Provided by Direct Enrolled Providers) must be followed by any licensed
Outpatient Behavioral Health Provider listed in gudicy, regardless of practice setting. Outpatigehavioral
Health Providers can only provide and bill the psgtric CPT codes listed in 8C, even if practictimgident
to" under the current policy.

Please note that under the proposed revisionsna&llPolicy 8C, licensed professionals will net &llowed to
bill incident to a physician, but will need to efl@nd submit claims under their own attending NBinber. To
enroll as an independent Outpatient Behavioral tHddovider with NC Medicaid, the provider must €ilt the
Individual, In-State/Border Application found at N@ackshttp://www.nctracks.nc.gov/

Recently, we have had many questions about thecihgbdhe National Correct Coding Initiative (NCQ@i
integrated care practices. Per NCCI, only oneceffiode (E&M or psych CPT code) can be billed ffier t
attending provider, per recipient, per date of mervIn order to ensure that both the medicateffiisit and the
behavioral health CPT code both pay on the saneealatervice, the claim must be submitted withedt#ght
attending provider National Provider IdentifiersRN).

In order to accomplish this, licensed, enrolledawedral health providers (listed in 8C) operatingrtegrated
care practices must also enroll as an Outpatienaeral Health Group, which may be mapped to dxdD
number of the physician group practice. All ered|llicensed Outpatient Behavioral Health Providethe
integrated care practice would enroll as part ef@utpatient Behavioral Health Group practice. ifiegrated
care practice must have at least 1 active, enrbiedsed Outpatient Behavioral Health Provideorider to
apply for the Outpatient Behavioral Health Groupber. The Physician Group enrollment is a separate
enrolliment from the Outpatient Behavioral Healtlo@r enroliment, although both may be mapped tcanee
tax ID number for billing purposes.

To enroll as an Outpatient Behavioral Health Graigh NC Medicaid, providers must fill out the Orgzation
In-State/ Border Application found at NC Tradk$p://www.nctracks.nc.gov/Please see pages 18 through 23
of theProvider Qualifications and Requirements Checklist for full information on Outpatient Behavioral Healt
Provider enrollment.




The Medicaid provider enroliment process includesdompletion of the Internal Revenue Service'S§IR/-9
form. The N.C. Medicaid Program must collect tmfrmation in order to correctly report income ptdhe
provider. The W-9 form is retained by the N.C. Mmdd Program and is not sent to the IRS. The iog8tms
that the IRS provides with the W-9 form explaintthayments you receive may be subject to backup
withholding if you do not report your correct tatentification number (TIN). The instructions furnthexplain
that the TIN provided must match the name giveihioe 1. Failure to provide your correct TIN mayuksn a
penalty. (The W-9 form and instructions for comiplgtthe form are available http://www.irs.gov)

Provider earnings reported on the 1099 form aredas the provider number associated with the Natio
Provider Identifier entered on the claim form.n€orrect earnings are reported it may be becaasaslre
incorrectly filed without the group number, whigsults in income being reported to the individadlgnhding)
provider number entered on the claim. Incorreahiegs areNOT reported based on the W-9. It is important
that all providers carefully review the Financiaic8on of their Remittance and Status Report (RA)drify
that the claim is submitted properly and incomesjgorted to the correct TIN. Please see the 0@ Bulletin
for additional information.

Please note that ALL behavioral health servicesiishioe billed under the Outpatient Behavioral He&@toup
Billing NPI and the Outpatient Behavioral Healtldividual Attending NPI, including both unmanagedian
managed visits. Unmanaged visits should NOT beddiincident to” a physician if the attending pider can
bill independently. Outpatient Behavioral HealtloWders are encouraged to read the July 2009keniarch,
April, and June 2011 Medicaid Bulletins which gh&pful guidance on prior authorization, NCCI, and
unmanaged/managed visits.

As a reminder, please contact DMA directly at (988%-4290 with any questions regarding NC enrollinoen
billing questions in order to ensure accurate peawiinformation.

Outpatient Behavioral Health ProvidersBilling " Incident to" a Physician

As noted above, the revisions to Clinical Policy, 8@en implemented, will explicitly prohibit “incaht to” for
licensed professionals billing services under ssgign’s number. While the current policy has neatlowed
this billing “Incident to” the physician, it doemt allow a licensed professional listed in Clinicali®p8C to
bill incident to any other licensed profession@ihe licensed professionals listed in Clinical BpBC must the
only ones providing services through their own Maitl Provider Number (MPN) and NPAllowing anyone
elseto useyour Medicaid MPN/NPI is considered fraud and individuals doing so may run therisk of
losing hisor her licensein addition to losing the ability to provide M edicaid services.

Outpatient Behavioral Health Providers are encaeatdg read the July 2009 and the March, April, dunte
2011 Medicaid Bulletins which give helpful guidarae prior authorization, NCCI, and unmanaged/madage
visits.

As a reminder, please contact Medicaid directl{9a®) 855-4290 with any questions regarding NC kmemnt
or billing questions in order to ensure accurateip of information.

Per ception of Care Surveys
The DMH/DD/SAS administers the Perception of C&OC) survey annually to individuals with mental ltea
and substance use problems who receive a publidlgefd service (including an admission) from a pewi
during a designated two-week period. DMH/DD/SA8auhree types of surveys:

(1) The adult survey completed by those 18 and older.

(2) The Youth Services Survey (YSS) completed by yagtbd 12 through 17.

(3) The Youth Services Survey - Family (YSS-F) compldig the parents or guardians of those 11 and

under.

The surveys are designed to collect informatioffiaindicators related to services and outcomesdtioning,
social connectedness, positive outcomes, accessifiservices, quality of services, and satistativith
services). The surveys are required by the Commivhéntal Health Services Block Grant that useRIQC
indicators as part of the National Outcomes Meastirat compare states with each other. LMEs will b
distributing the surveys to providers to be congadh August.



CAP-MR/DD and Money Followsthe Person Sots

We have received questions regarding the budgeitsindpact on CAP-MR/DD slots as well as potential
expansion of Money Follow the Person (MFP) slatdormation regarding CAP-MR/DD and MFP slots will
be forthcoming.

Excerpt from PRESSRELEASE: WINSTON-SALEM COUPLE SENTENCED
Medicaid fraud can take on a variety of appearanoéshave serious consequences.

Health Care Fraud and Tax Offenses Draw 24 Month Sentences

GREENSBORO, N.C. — United States Attorney RipleypéRannounced that Ruben D. McLain, age 40, and
Michelle Judge McLain, age 38, both of Winston-8gldlorth Carolina, were sentenced yesterday inréde
court. The McLains were each sentenced to 24 montiasceration and three years of supervised rel@dsey
were also ordered to pay restitution of $1,313,84 Jointly and severally to the Internal Revenuevige.

The McLains were initially charged in a multi-coundictment filed September 27, 2010. On January2P41,
the McLains entered pleas of guilty to Count Ommspiracy to defraud the United States, Count Naikjre
to pay over withholding taxes, Count Twelve, healhe fraud, and Count Twenty-Five, tax evasion. In
addition, Michelle Judge McLain entered a pleauftg to Count Eight, false entries involving a ltbaare
benefit program.

The McLains did business in Winston-Salem as UssiaeBervices, Inc., Reynolds Home Care, and Triage
Behavioral Health Systems. The factual basis fiethe time of the plea indicated that the McLastblished
a bank account for Universal Services, Inc., usifiglse tax identification number. The factual bdsrther
revealed that the defendants used business baalrdsdo purchase personal items for their hompato
school tuition for their children, and to purchgseelry. The McLains also pleaded guilty to chartjes, from
2004 through 2007, they either failed to file taturns or filed false tax returns that did not dezltheir true
income.

The McLain companies provided personal care andahapalth services to qualified recipients, paiddy the
Medicaid program. The McLains pleaded guilty torsitbing a false enroliment application to the North
Carolina Division of Medical Assistance that corledaheir involvement in the companies throughube of a
nominee and a fictitious person.

The McLains also pleaded guilty to withholding ino®, social security, and Medicare taxes from their
employees’ wages without paying over those withimgisl to the Internal Revenue Service.

The case was investigated by Special Agents diitlieenal Revenue Service Criminal InvestigationiBion,
the Department of Health and Human Services Offfdaspector General, and the North Carolina Mddica
Fraud Unit. The case was prosecuted by AssistaitetlBtates Attorney Robert Hamilton.

Contact: Lynne Klauer, Assistant United Stateo@iy, Press Officer (336) 333-5351.

Unless noted otherwise, please email any questetated to this Implementation Update to
ContactDMH@dhhs.nc.gov

cc: Secretary Lanier M. Cansler Lisa Holddiw
Michael Watson Shawn Parker
Beth Melcher Melanie Bush
DMH/DD/SAS Executive Leadership Team Pam Kiljztr
DMA Deputy and Assistant Directors John Dervin
Jim Slate Lee Dixon

Sharnese Ransome



