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Post-Payment Review Interpretive Guidelines


Procedural notes: 

During the entrance conference when discussing Post Payment Review (PPR), inform the provider that we are looking at the following documents to support the billings being reviewed:  

· Mental Health Assessment/Update* in effect at the time of the service billed (*If the Mental Health Assessment Update has “No Change” in any area, then we also review the complete prior  MHA on which that Update is based), 

· Individual Treatment Plan in effect at the time of the service billed, and 

· Progress Note for the service billed. 

· IMPORTANT: If a document is not in the record provided, ask if they have “thinned the charts” which may have put the documents we need into another folder/binder that needs to be provided to us.  Remind them of the time frame/date range for the billings for the Progress Note and ITP.  For services billed before 7-1-08 the MHA could be from any year.  For services billed 7-1-08 and beyond the MHA needed to be updated annually.  The Rule 132 2007 MHA standards apply to any MHA completed on or after 7-1-07.

--  For a record that is not provided to us (they cannot find a record for us to review/ no chart at all):    

Mark every item when the record is not found and note in the general comments section of the PPR Summary Report and spreadsheet claim detail "record not found."
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PPR Tool Reason Codes

1. The initial, and subsequent, Mental Health Assessment (MHA) report is not signed and dated by the LPHA.

Definition:  The LPHA must sign and date the initial MHA report.  When there is no MHA in the record: Check 1, 2 and 17 as the reasons for the billing not being supported.  Also, do so if the full MHA is not in the record, on which the update noting “No Change” is based.  You do not have to review each and every MHA in the record, only the complete one in effect at the time of the claim.

2. The Mental Health Assessment does not contain all required elements.

Definition:  All required elements of the MHA identified in Rule 132 need to be addressed on the MHA.  All areas of the MHA need to be completed (not left blank).  Providers CANNOT insert “unknown”, “consumer refused to answer”, or “does not apply.”  Providers CAN respond with “None” in some instances.  See attachment of required elements for the MHA report with areas marked where “none” is acceptable.

NOTE:  Consumer must answer all questions on the MHA.  They just can’t just choose to not respond as staff must complete the MHA or the consumer won’t be able to receive services.  Primary method of communication: The method is “verbal”, “sign language”, “ASL”, “ESL”, “communication board”, or other means.  Language is not a method, so “English” or any other language is not counted as a method of communication.  Simply leaving MHA areas blank that ask about need for sign language, communication board, or other devices is not sufficient… we cannot assume that someone is verbal.

· Use the 2004 Rule 132 for MHA’s and updates written before 7-1-07.  Those required elements did not include diagnosis, client preferences, and primary care physician information.  Updates were not required prior to 7/1/08.

· For MHA’s and updates written 7-1-07 and beyond, the 2007 version of Rule 132 applies.  The following three required elements are new effective 7-1-07: 

· diagnosis, 


· client preferences relating to services and desired treatment outcomes, and

· name and contact information of primary care physician.  

If a Mental Health Assessment Update is in the record and has “No Change” indicated on any area, then we also review the most prior complete MHA on which that Update is based, using the version of the Rule based on the date the document was written.  Example: The MHA Update (that supports the billing) was written 10-20-07 and has “No Change” on one area, and the MHA was written on 5-15-06; the 2007 Update would need to contain the 2007 required elements, and the 2006 MHA would have to contain the 2004 required elements.  NOTE, however, that providers were expected to comply with new versions of Rule 132 as they were enacted.  This could be done through an amendment to the MHA, did not mean that they had to complete a brand new MHA.   Beginning with MHA updates dated after 6-30-08:  They do not have to address items A, D, G or H.  Updates were not required prior to this time.  

When the MHA/update recommendation is Therapeutic Behavioral Services or Rehabilitation Stabilization:  These old-MHA terms are okay only if the MHA/update is written before July 1, 2007. 
Information to address Item #2 of the PPR tool:

	2004 Rule 32.148 MHA Elements (#2)


	2007/2008

 Rule 132.148 MHA Elements (#2)



	A)  Identifying information: name, gender,  date of birth, primary method of communication

(MUST HAVE ALL 4)

(METHOD MEANS HOW, NOT WHAT LANGUAGE)
	A) Identifying information: name, gender,  date of birth, primary method of communication

	B)   Extent, nature, severity of presenting problems;  

(MUST HAVE ALL)
	B) Extent, nature, severity of presenting problems;

	C)   Family history, including history of mental illness in family;
	C) DSM-IV or ICD-9-CM diagnosis

ENTIRE FIVE AXIS DIAGNOSIS COMPLETED

	D)  Mental status evaluation, including, at a minimum:

attention, memory, information, attitudes, perceptual disturbances, thought content, speech, affect, suicidal or homicidal ideation, an estimation of the ability /willingness to participate in treatment.  

(MUST INCLUDE ALL)  Ability is can they participate in treatment and willingness is do they want to participate.  These are two separate things and need to be scored separate.
	D) Family history, including history of mental illness in family;

	E)  Personal history, includes mental illness and mental health treatment;
	E) Mental status evaluation, including, at a minimum,:

attention, memory, information, attitudes, perceptual disturbances, thought content, speech, affect, suicidal or homicidal ideation, an estimation of the ability /willingness to participate in treatment.

	F)  History of abuse/trauma: childhood sexual/physical abuse, intimate partner violence, sexual assault, other forms of interpersonal violence;  MUST ALSO INCLUDE TRAUMA AND VIOLENCE, NOT JUST ABUSE/NEGLECT
	F) Client preferences relating to services & desired outcomes

WHAT DOES THE CONSUMER WANT TO ACHIEVE AFTER HAVING RECEIVED SERVICES?

WHAT DOES THE CONSUMER PREFER IN REGARD TO SERVICES?  Could be location, gender of therapist, hours, race of therapist, religious beliefs incorporated, goals/objectives, family involvement, etc.

	G) Present Level of Functioning, includes 

social adjustment and daily living skills; 

MUST INCLUDE AN ASSESSMENT OF FUNCTIONING IN DAILY LIVING SKILL AREAS AND SOCIAL ADJUSTMENT, MAY USE A SPECIFIC ASSESSMENT TOOL OR MAY INCORPORATE INTO THE MHA ITSELF With a checklist of skills.
	G) Personal history, including mental illness and mental health treatment;

	H) Legal history and status, includes

 Guardianship; current court involvement;

LEGAL HISTORY AND CURRENT LEGAL STATUS (MINOR, GUARDIANSHIP, ETC).  HAS THE PERSON EVER BEEN INVOLVED IN THE CRIMINAL JUSTICE SYSTEM AND IF SO, INFORMATION NEEDED.
	H) History of abuse/trauma: (childhood sexual/physical abuse, intimate partner violence, sexual assault or other forms of interpersonal violence);

	I) Immediate threat to personal safety: (e.g., gang involvement, domestic violence, elder abuse);  Is there a threat to the consumer or his or her family, not is the consumer a threat to others.
	I) Present level of functioning, including 

social adjustment and daily living skills;

	J) Education, specialized training,  vocational skills;

ALL THREE AREAS NEED TO BE ADDRESSED
	J) Legal history and status, including

 Guardianship and current court involvement;

	K) Employment history;

HISTORY INCLUDES PAST, NOT JUST CURRENT EMPLOYMENT.


	K) Assessment of risk: includes identification of factors that may endanger client or client’s family and other immediate threats to client’s personal safety (e.g., gang involvement, domestic violence, elder abuse);  

RISK IS FUTURE, HAS NOT HAPPENED YET.  IS THERE RISK or other immediate threats TO THE CONSUMER OR THE CONSUMER’S  FAMILY IN REGARD TO SAFETY ISSUES?

	L) Interests, activities and hobbies;

LEISURE ACTIVITIES NEED TO BE ADDRESSED.  DOES NOT HAVE TO SPECIFY ALL THREE AREAS 
	L) Education, specialized training,  vocational skills;

	M )  History of current alcohol or other substance use, abuse or dependence;  HISTORY IMPLIES PAST, CURRENT IS PRESENT.   WE ARE LOOKING AT BOTH PAST AND PRESENT.
	M) Employment history;

	N)  Previous and current psychotropic medications, including date of most recent psychiatric evaluation.  Date is date of last evaluation not just date last time saw a psychiatrist.

O)  General physical health,  including date of last physical examination, any known symptoms or complaints, and current medications not noted in (N) above, including over-the-counter medications;

INFORMATION NEEDED ABOUT:

1)   CURRENT PHYSICAL HEALTH STATUS, 

2)   DATE OF LAST PHYSICAL EXAM (complete physical exam, not just date last time saw a physician), 

3)   ANY CURRENT SYMPTOMS OR COMPLAINTS,

4)   LIST OF CURRENT MEDICATIONS, INCLUDING OVER-THE-COUNTER MEDICATIONS.

The list of medications may be combined in the MHA with (N) and (O) and listed in one area.  This is okay, but must also include over-the-counter medications.  All four areas need to be provided. 
	N) Interests, activities and hobbies;

​​​​​​​​​​​​O) History of current alcohol or other substance use, abuse or dependence;

	P)  Resources: such as family, community, living arrangements, religion, personal strengths;  NOT JUST FINANCIAL/ENTITLEMENT RESOURCES.  “SUCH AS” means for example and does not mandate each heading being addressed.
	P) Name and contact information of clients’ primary care physician.  FOR CONTACT INFORMATION:  COULD BE PHONE, COULD BE FULL ADDRESS AND PHONE,  COULD BE NAME OF CLINIC/HOSPITAL.  SOMETHING THAT WOULD TELL ANOTHER PERSON HOW TO GET A HOLD OF THE DOCTOR.  BEST PRACTICE WOULD INCLUDE FULL ADDRESS AND PHONE NUMBER.

	Q ) Summary analysis, conclusions and recommendations for specific Part 132 services

RECOMMENDATIONS – SPECIFIC RULE 132 SERVICES TO BE PROVIDED.  SPECIFIC means “Community Support Team” rather than just Community Support, for example.
	Q) Previous and current psychotropic medications,  date of most recent psychiatric evaluation;

	
	R) General physical health, including date of last physical examination, any known symptoms or complaints, and current medications not noted in (Q), including over-the-counter medications;

	
	S) Resources such as family, community, living arrangements, religion, personal client strengths;

	
	T)  Summary analysis, conclusions/ recommendation for 132 services


3. The Individual Treatment Plan (ITP) is not timely/not in effect at time of service.

Definition:  The treatment plan must be approved and signed by a LPHA within 45 days of the Mental Health Assessment.  Codes allowed without a treatment plan in place include Mental Health Assessment, Case Management-Mental Health, and Crisis Services.  Look for lapses in time between ITP’s beyond the required update time span of 180 days.  Look for ITP’s missing, lapsed or not having a dated signed LPHA signature.

4. Time billed is greater than time documented.

Definition:  The progress note states one time and the billing states a longer period of time (example:  progress note states 15 minutes for the billed service, while the billing states 30 minutes).

5. The volume of service activity documented in the note does not support the amount of time billed.

Definition:  The documentation must contain a sufficient amount of information demonstrating the volume of service to substantiate the amount of time billed.

6. No amount of time or actual time documented.

Definition:  The progress note does not include an amount of time.   The progress note must include a start time and a duration amount or start time and end time.

7. Documentation does not identify allowed mode of delivery (group, individual or family).

Definition:  Progress note needs to specify what type of modality was used for the intervention.  This may be seen as an activity code that includes modality, i.e., 22 means group therapy/counseling.  Was the service provided in a group setting, to an individual, or to several family members?   

8. The documentation does not include the setting where services are rendered (on-site vs. off-site).  

Definition:  The progress note does not identify where the services took place.  Documentation is required to identify where services are provided.  If off-site, progress note needs to specify where off-site.  “Church”, “doctor’s office”, etc. is satisfactory documentation.  

On-site locations would include provider parking lots, provider lounge areas, provider supervised or crisis residential sites, provider office, etc.  All telephone calls are considered on-site.  

9. Location of service not correctly noted on-site vs. off-site.

Definition:  Services provided at a certified site must be billed as on-site.  If it is a provider site (owned or leased by the provider) the provider is required to have the site certified.  If it is a certified site the service has to be billed as on-site.

Note:  Services provided in a supported residential site may be billed as either onsite or offsite, depending on where the services are provided. Those provided in the consumer's apartment/home may be billed as offsite. Any service rendered in other certified locations at a site, such as an office, conference room or activity area, should be billed as onsite. Staff who travel from another agency office location must also bill the onsite rate for services that are provided in the office/common area.

10. Documentation must include a description of the interaction that occurred during service delivery, including the consumer’s response to clinical interventions and progress toward attainment of the goals in the ITP.

Definition:  The progress note needs to include the interactions that occurred during service delivery (what the provider staff did, what consumer did, how the consumer clinically responded to the intervention, any progress made, etc).  “As a result of receiving this service, consumer was able to …” Quoting the consumer’s own words in the narrative is an excellent documentation practice, though not specifically required by Rule 132.    

11. No note to match date of service on billing submitted.

Definition:  You have a bill for a specific date and service, but can not find a note with the specified date and service in the consumer’s record.  

12. Note describes a different service than billing submitted.

Definition:  You have a bill with a specified date and service; however the note reflects a different service being provided.  This is may be a data entry error on the part of the provider.  For example, note may say individual therapy but the billing has the service code for group therapy.  Note may say therapy and bill for therapy but note actually describes provision of case management.

13. Documentation does not support service billed – note describes a service intervention or activity that is not billable.

Definition:  Note describes a service intervention or activity that is not billable.  For example, provider bills for transportation only.  Watching a movie, shopping, eating lunch with no clear skills training or clinical services being provided.

14. Service provided by unqualified staff.

Definition:  See attached grid for definitions of acceptable credentials for qualified staff.

15. Note not signed by staff providing service, including signature and credentials.

Definition:  Staff providing services are required to sign their notes and specify their credentials after their signature.

16. Specific service not authorized by ITP.

Definition:
Service provided and billed for is not included on the ITP.  Even when there is  a DMH/Collaborative authorization in place, the service must still be included on the ITP.

Note:  The following services have specific modalities that must be named specifically: 

· Psychotropic Medication Administration, Monitoring, or Training. 

( Community Support – Individual (CSI)  

( Community Support – Group (CSG) 

( Community Support - Team (CST)

( Community Support – Residential (CSR)  

( Psychosocial Rehabilitation – Individual (PSR-I)

      ( Psychosocial Rehabilitation – Group (PSR-G)   

      ( Therapy/Counseling Individual, Group (two or more), or Family (client need not be present)

      ( Case Management Mental Health 

      ( Case Management Client Centered Consultation 

      ( Case Management Transition Linkage and Aftercare   
Example: ITP’s with “Community Support” or “Medication” or “Therapy” do not identify the specific service, so Item 16 would be checked for these instances, as we do not know the modality being used: individual, group, family, etc./ administration, monitoring, training.  Documentation does not have to include the word ‘Psychotropic’ before Medication.

Therapeutic Behavioral Services and Rehabilitation Stabilization are terms no longer used effective 2007 Rule 132:  Effective 7-1-07 these old terms are not to be on ITP’s.

17. The specific service is authorized by the ITP but is not based on a clinical need as identified in the MHA.

Definition:  The service associated with the billing is included on the ITP and is authorized by the LPHA, however the MHA does not reflect a clinical need for that particular service.  For example, ACT being provided to someone who is functioning well in the community and has the skills to independently manage symptoms associated with his/her illness.  When writing report, PLEASE GIVE SPECIFIC EXAMPLES FOR THIS ITEM as this item is subjective in nature.

Note 1:  Clinical assessment is ongoing, and therefore, a treatment plan may include services to address needs that are identified after the mental health assessment is completed.  These assessments may be documented in a number of ways depending on the agency's practice, such as, MHA addendums, as an assessment portion within a review of the treatment plan, or a clinical progress note.  Any of these would be acceptable to documenting an assessed need that could be included in an ITP.  If you cannot find documentation of an assessed need, request assistance from provider staff.
Note 2:  Rule 132.145.e includes: “The public payer, or his or her designee, may provide additional clinical direction in determining whether services are medically necessary.  If the public payer or its designee and the LPHA do not concur on medical necessity, an appeal may be initiated in writing or by phone in accordance with the Service Authorization Protocol located on the DHS website at http://www.dhs.state.il.us/page.aspx?item=33244.

18. Service provided to an ineligible person – a) Diagnosis in the clinical record is not a covered diagnosis and/or does not match the diagnosis on the billing; or b) insufficient documentation of functional impairment to establish medical necessity.  (Diagnosis/Medical Necessity)

Definition:  The diagnosis is not eligible for these services, such as 303.90 Alcohol Dependence with no other diagnosis documented.  An example of insufficient documentation of functional impairment to establish medical necessity is for a consumer receiving CST services is that the consumer’s record does not contain evidence that the consumer exhibits at least three of the eligibility items in Rule 132.150.h.4.A-M, or if receiving ACT services with no evidence of meeting eligibility criteria in Rule 132.150.i.4.A

Co-Occurring Disorders must have an eligible mental health diagnosis, but the mental health diagnosis does NOT have to be the primary diagnosis.  Documentation must clearly reflect that services being provided are addressing the mental health issues.

19. Service provided to ineligible person – service not available for persons in consumer’s age category.  (Age)

Definition:  Service provided is not available for the person’s age.  For example, individuals must be 14 years or older to receive vocational services, 18 years and older to receive Psychosocial Rehabilitation (PSR), 17 years and younger to receive Individual Care Grant (ICG).
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