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CONTRACT MONITORING

PURPOSE:  

Contract monitoring is the systematic review process utilized by the Authority to ensure that key aspects of all community-based service agreements/contracts are consistently being met by participating Network Providers.  The monitoring process involves reviewing participating provider performance that is indicative of whether the provider is offering services as intended and consistent with set standards of care.  The monitoring process considers performance in the domain of service utilization, individual satisfaction, achievement of performance indicators, and ultimately best-value determination.  The process includes concurrent and retrospective reviews with review results documented.  When poor performance is identified, corrective action can be implemented and/or a provider’s agreement/contract may be terminated if corrections are not made.  The monitoring process includes reviewing a Network Provider’s compliance with contract stipulations, service activities, accounting and billing information, and quality assurance reviews.   The process ensures that individuals receive quality services, in a timely and accessible manner that is considered to be best value.  The Authority will perform the monitoring function by conducting a variety of reviews, which includes but is not limited to:

· Billing Audits

· Clinically Focused Chart Reviews

· Contractual Compliance

· Environmental/Special Reviews (if appropriate)

· Managing Outliers

· Verification of Training and Credentials

· Performance Profiling
DEFINITIONS: 

Accountability:  The responsibility of participating providers to supply evidence to stakeholders and purchasers of services that the services they provide are effective, efficient, outcome driven, and conform to legal and fiscal requirements.

Appropriateness:  The right amount of services, which are medically necessary in achieving the desired outcome.

Cost-benefit Analysis:  Analytical procedure for determining the economic efficiency of a program, provider, and/or service.  Expressed as the relationship between costs and outcomes, usually measured in monetary terms.

Cost-effectiveness:  The efficacy of a program, provider, and/or service in achieving given measurable outcomes in relation to the associated direct and indirect costs.

Coverage:  The extent to which a program reaches its intended target population.

Focus Group:  A small panel of persons selected for their knowledge or perspective on a topic of interest that is convened to discuss the topic with the assistance of a facilitator.  The discussion is usually recorded and used to identify important themes or to construct descriptive summaries of views and experiences on the focal topic.

License/Licensure:  A permission granted to an individual or organization by a competent authority, usually public, to engage lawfully in a practice, occupation, or activity.  Licensure is the process by which the license is granted on the basis of examination and/or proof of education rather than on measures of performance.

Malpractice:  Professional misconduct or failure to apply ordinary skill in the performance of a professional act.  A practitioner is liable for damages or injuries caused by malpractice.

Management Information System:  A data system that routinely collects and reports information about the delivery of services to consumers and, often, billing, costs, diagnostic and demographic information, and outcome status.

Network:  An affiliation of providers through formal and informal contracts and agreements.  

Outcome Monitoring:  The measurement and reporting of outcomes of participating individuals in a program and/or service that is accountable for improving.

Outlier:  The provision of services requiring either substantially more expense or a longer than average length of service provision.

Performance Measurement:  The collection, reporting, and interpretation of performance indicators related to how well programs/services/providers perform, particularly with regard to the delivery of services and the achievement of results.

Survey:  An investigation in which information is systematically collected.  A survey may be conducted by face-to-face inquiry, by self-completed questionnaires, by telephone, by postal service, or in some other manner. 

Utilization:  Use; commonly examined in terms of patterns or rates of use of a single service or type of service.

Utilization Review:  Evaluation of the necessity, appropriateness, and efficiency of services, procedures, and facilities.  

PROCEDURES: 

A.
Credentialing:  All participating licensed Network Providers must complete the credentialing process.  LPHA and QMHP/QMHPP staff may not provide services to consumers until the credentialing process has been completed.

1. The Designated Authority Staff will ensure that each provider wanting to participate in the Center’s network completes a standard application packet.  The completed packet must include educational and work history, listing of all applicable licenses and certificates (with copies attached), professional liability insurance certificate, and professional references.

2.
The Credentialing Coordinator will maintain a credentialing file on all licensed Network Providers.  The file will include: the original credentialing application completed by the Network Provider, copies of all applicable licenses and certificates, credential verification, and any other information deemed necessary.

 3.  Credential Requirements and Verification:

Licensed Practitioner of the Healing Arts (LPHA): An individual who is:

· a physician (M.D. or D.O.) licensed to practice medicine in Texas;

· a licensed or certified doctoral-level psychologist as defined in Texas Civil Statues, 4495(b);

· a licensed masters social worker (LMSW)—Advanced Clinical Practitioner (ACP) as defined in the Human Resources Code, Chapter 50; 

· a licensed professional counselor (LPC) as defined in Texas Civil Statues, 4512(g); or

· a licensed marriage and family therapist (LMFT) as defined in Texas Civil Statues, 4512(f).

Qualified Mental Health Professional (QMHP)/Qualified Mental Retardation Professional (QMRP):  A person with a minimum of a bachelor’s degree from an accredited college or university with a major in social, behavioral, or human services or is a registered nurse, and:

· is clinically supervised by a Licensed Professional of the Healing Arts, and

· has demonstrated competency in the work to be performed.

There is no certification or credentialing process for QMHP/QMRP outside of the MHMR system.  The Local Authority will credential all participating network providers following the Authority’s internal credentialing process.
Qualified Mental Health Paraprofessional (QMHPP):  A person at least 18 years of age with a minimum of a high school diploma or GED, and:

· is clinically supervised by a Licensed Professional of the Healing Arts, and

· has demonstrated competency in the work to be performed.

4. The Quality Management Department will review a random sample of all Network Provider files maintained by Network Services.  

5. The Quality Management Department will maintain the results of the review and forward a summary to the Director of Authority Functions for review and/or development of a plan of corrective action if necessary.

B.     Provider Training:  All participating Network Providers must complete required training         prior to the provision of services.

1.   Network Services will ensure that all participating Network Providers who have entered

 into a contract/agreement with the Authority for the provision of consumer services will

 meet training requirements prior to the provision of services.
2.   Required training will be documented in the Network Provider’s file.

C.    Billing Review Process:
       1.   Participating Network Providers record all services delivered.
       2.   Network Providers will retain the original signed copy of the Service Record.  

       3.  Upon verifying all services, billing will be submitted to Accounting.
D.   Provider Profiling:  Quality Management will complete performance profiles on internal and           external providers on the audit schedule.     

Provider Performance Profiles:  The Provider Profile may indicate the following as determined by the UM Committee.  Indicators to be monitored include but are not limited to:
	Domain
	Indicator(s)

	Budget
	Quarterly revenues meet or exceed            expenditures.

Average cost per hour of service.

Utilize no more than the County-specific hospital allocation.



	Targets
	Providers meet or exceed specific service targets: adults, children/adolescents, ACT, Supported Employment, Supported Housing, FTO

	Service Quality
	At least 80% of those individuals served show improvement in functioning as measured by the BPRS, GAF, MCAS, and Basis 32. 

At least 90% of those individuals served are satisfied with: services, access, staff competency, and the quality of the service(s).

	Documentation
	At least 95% of Medicaid billing documentation requirements met.

100% accuracy on CARE service documentation requirements.

95% of services entered into the information system within 5 business days of service event.


       1.  The UM/QM Committee will review provider performance on meeting established                                performance indicators.

E.  Clinical Record Review:  The QM Department will review clinical records as indicated on 

     the audit schedule.

      1.   The results of the review will be shared with the UM/QM Committee.  The results will be

 sent to the Director of Authority Functions.  

2. Any deficiencies in the documentation will be reviewed with the provider.  A Plan of

Correction will be developed outlining the deficiency and what actions must be taken in a specified time frame by the Network Provider to ensure that problems do not persist. 

F.   Contract Compliance:  Participating Network Providers are expected to meet all

contractual requirements on a continuous basis (Any provider whom is unable, for any reason, to meet requirements in one or more of the following may result in contract termination).

· Ensure the safety and welfares of consumers.

· Ensure confidentiality, protection of consumer rights, and freedom from abuse, neglect and/or exploitation.

· Maintain credentials, licensures, accreditations and/or certifications.

· Disclose criminal activity by Network Provider and/or Network Provider’s employees/subcontractors.

· Comply with all local, county, state and/or federal laws and regulations.

· Provide required documentation and/or reports within specified timelines.

· Provide billing documentation.

· Maintain professional liability insurance coverage.

· Implement and carrying out necessary corrections to problems identified in quarterly performance reviews.

· Respond to consumers in emergency situations.

Upon a finding that the Network Provider is in default of their contract, the Authority designee and Network Provider will jointly develop a written Plan of Correction.  The plan shall include activities that will lead to the resolution of the problem areas, specific timelines, and clearly stated expectations.

G.  Contract Sanctions:  The Authority designee imposes sanctions upon contracted Network
      Providers as a result of activities or events, which constitute a default of the conditions of

      the contract.

1. Any person may alert the Authority of questionable activities, which may lead to the

      imposition of sanctions.  The Authority designee will discuss the activity in question with the       Network Provider giving them an opportunity to investigate the matter and respond in writing       within five (5) days of discussion with the Authority designee concerning the matter.

      Activities or events, which constitute a default of the conditions of a contract and that, may

      require imposing sanctions include, but are not limited to:

· Failure to maintain or remain in good standing with regard to credentials, licensure, accreditations, or certificates;

· Violation of the Health Safety Code;

· Failure to provide billing documentation as required;

· Failure to respond to consumers in emergencies;

· Failure to provide required documentation and reports within specified timelines;

· Loss of professional liability insurance coverage;

· Failure to make necessary corrections to problems identified in performance reviews;

· Failure to disclose criminal activity.

2.   The Authority Designee, Director of Quality Assurance and Network Services will review

the written response offered by the Network Provider.  A decision will be made about whether the imposition of sanctions is appropriate and what sanction(s) will be imposed.  Possible sanctions include but are not limited to:    

· Withholding new referrals;

· Withholding outstanding payments, in whole or part;

· Limiting additional authorizations for services;

· Request for recoupment of funds paid to the provider by the Authority for services;

· Suspension of contract and referral of existing consumers elsewhere, pending additional review;

· Fines, charge backs, or offsets against future payments; and

· Other sanctions as determined to be appropriate by the Authority.

3. The Authority Designee will notify the Network Provider in writing of the decision to impose

sanctions and the type.  Included will be instructions on how to appeal the decision to impose sanctions.

4. The Authority Designee will develop a Plan of Correction with the Network Provider to address the area of concern.  The plan will include timelines for ensuring that the problem is resolved in a timely manner.

H.   Contract Termination:  The Authority may initiate contract termination if there is an                 occurrence of an event described in the contract as grounds for immediate termination,             failure to complete the actions specified in a Plan of Correction, or other actions which              constitute a breach or default of the contract.

      1.   The Executive Director or designee will review the situation and determine whether to

initiate contract termination.

2. The Authority Designee will contact the Network Provider to review with them the decision   to initiate contract termination.  The Authority Designee will send a written notice to the
      Network Provider via certified mail indicating termination of the contract for specified

      reasons.  The Network Provider will be given written instructions on how to appeal the

      decision to terminate the contract.

