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APR -5 2006

TO: Tim Hill
Director, Office of Financial Management
Cengers for Medicar Megdfcaid Services

FROM: eph E. Vengrin

eputy Inspector General for Audit Services

: Medical Review of Green Cross’s Partial Hospitalization Services for the
Period August 1, 2000, Through December 31, 2002 (A-04-04-02003)

Attached are two copies of the U.S. Department of Health and Human Services (HHS),
Office of Inspector General final report entitled “Medical Review of Green Cross’s
Partial Hospitalization Services for the Period August 1, 2000, Through December 31,
2002.” This is one of a series of reports on Medicare partial hospitalization program
(PHP) services provided by community mental health centers. A PHP is an intensive
outpatient program of psychiatric services provided to patients instead of inpatient
psychiatric care.

Our objective was to determine whether the claims that Green Cross submitted for PHP
services met Medicare reimbursement requirements.

Green Cross submitted claims for PHP services that did not meet Medicare
reimbursement requirements. Medical reviewers from a program safeguard contractor
(PSC) determined that 95 of the 100 sampled PHP claims did not meet Medicare
reimbursement requirements because:

¢ initial certification/evaluation did not meet requirements of 42 CFR
§ 424.24(e)(1),

o re-certifications did not meet requirements of 42 CFR §§ 424.24(e)(3) and
424.24(e)(3)(a), and

e Dbeneficiaries did not meet eligibility criteria for PHP services in accordance with
Florida Local Medical Review Policies.

As aresult, Green Cross received $111,591 in unallowable Medicare payments for the 95
sampled claims. Based on our sample results, we estimate that Green Cross received at
least $4,762,036 in payments for claims that should not have been billed to Medicare.

In its comments on our draft report, Green Cross strongly disagreed with the findings and
took issue with many aspects of the review, including the audit review process and the
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medical determinations. Green Cross’s comments relating to the audit review process did
not lead us to change our opinion that Green Cross received some overpayments.
However, because of the medical determination issues that Green Cross raised in its
response to the draft report and the fact that the PSC that conducted the review was no
longer available for consultation because it no longer had a contract with the Centers for
Medicare & Medicaid Services (CMS), we sent the records for the denied claims to the
CMS Program Integrity Group. Based on the preliminary results of the group’s review,
we have decided to issue the final report directly to CMS for resolution. We will make
Green Cross’s medical records concerning all claims reviewed available to CMS for
appropriate consideration in the audit resolution process.

We recommend that CMS determine the allowability of $4,762,036 based on our
statistical estimate of unallowable payments.

Please send us your final management decision, including any action plan, as appropriate,
within 60 days. If you have any questions or comments about this report, please call me
or George M. Reeb, Assistant Inspector General for the Centers for Medicare & Medicaid
Audits, at (410) 786-7104 or through e-mail at george.reeb@oig.hhs.gov. Please refer to
report number A-04-04-02003 in all correspondence.

Attachment
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The mission of the Office of Inspector General (OIG), as mandated by Public Law 95-452, as
amended, is to protect the integrity of the Department of Health and Human Services (HHS)
programs, as well as the health and welfare of beneficiaries served by those programs. This
statutory mission is carried out through a nationwide network of audits, investigations, and
inspections conducted by the following operating components:

Office of Audit Services

The Office of Audit Services (OAS) provides all auditing services for HHS, either by conducting
audits with its own audit resources or by overseeing audit work done by others. Audits examine
the performance of HHS programs and/or its grantees and contractors in carrying out their
respective responsibilities and are intended to provide independent assessments of HHS programs and
operations. These assessments help reduce waste, abuse, and mismanagement and promote
economy and efficiency throughout HHS.

Office of Evaluation and Inspections

The Office of Evaluation and Inspections (OEI) conducts national evaluations to provide HHS,
Congress, and the public with timely, useful, and reliable information on significant issues.
Specifically, these evaluations focus on preventing fraud, waste, or abuse and promoting economy,
efficiency, and effectiveness in departmental programs. To promote impact, the reports also
present practical recommendations for improving program operations.

Office of Investigations

The Office of Investigations (Ol) conducts criminal, civil, and administrative investigations of
allegations of wrongdoing in HHS programs or to HHS beneficiaries and of unjust enrichment by
providers. The investigative efforts of Ol lead to criminal convictions, administrative sanctions,
or civil monetary penalties.

Office of Counsel to the Inspector General

The Office of Counsel to the Inspector General (OCIG) provides general legal services to OIG,
rendering advice and opinions on HHS programs and operations and providing all legal support

in OIG’s internal operations. OCIG imposes program exclusions and civil monetary penalties on
health care providers and litigates those actions within HHS. OCIG also represents OIG in the
global settlement of cases arising under the Civil False Claims Act, develops and monitors
corporate integrity agreements, develops compliance program guidances, renders advisory opinions
on OIG sanctions to the health care community, and issues fraud alerts and other industry guidance.




Notices

THIS REPORT IS AVAILABLE TO THE PUBLIC
at http://oig.hhs.gov

In accordance with the principles of the Freedom of Information Act (5 U.S.C. 552,
as amended by Public Law 104-231), Office of Inspector General, Office of Audit
Services reports are made available to members of the public to the extent the
information is not subject to exemptions in the act. (See 45 CFR part 5.)

OAS FINDINGS AND OPINIONS

The designation of financial or management practices as questionable or a
recommendation for the disallowance of costs incurred or claimed, as well as other
conclusions and recommendations in this report, represent the findings and opinions
of the HHS/OIG/OAS. Authorized officials of the HHS divisions will make final

determination on these matters.
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EXECUTIVE SUMMARY
BACKGROUND

A partial hospitalization program (PHP) is an intensive outpatient program of psychiatric
services provided to patients instead of inpatient psychiatric care. A hospital or a community
mental health center (CMHC) may provide a PHP. PHP services are included in the Medicare
hospital outpatient prospective payment system, which was implemented in August 2000. Under
that system, PHP providers receive a per diem payment. Providers may receive additional
payments, called outlier payments, when the cost of care is extraordinarily high in relation to the
average cost of treating comparable conditions or illnesses.

This review was part of a series of audits of payments to CMHCs.
OBJECTIVE

Our objective was to determine whether the claims that Green Cross, Inc. (Green Cross)
submitted for PHP services met Medicare reimbursement requirements.

SUMMARY OF FINDINGS

Green Cross submitted claims for PHP services that did not meet Medicare reimbursement
requirements. Medical reviewers from a program safeguard contractor (PSC) determined that 95
of the 100 sampled PHP claims did not meet Medicare reimbursement requirements because:

e initial certification/evaluation did not meet requirements of 42 CFR
8 424.24(e)(1),

o re-certifications did not meet requirements of 42 CFR 88 424.24(e)(3) and
424.24(e)(3)(a), and

e Dbeneficiaries did not meet eligibility criteria for PHP services in accordance with Florida
Local Medical Review Policies.

As a result, Green Cross received $111,591 in unallowable Medicare payments for the 95
sampled claims. Based on our sample results, we estimate that Green Cross received at least
$4,762,036 in payments for claims that should not have been billed to Medicare.

RECOMMENDATION

We recommend that the Centers for Medicare & Medicaid Services (CMS) determine the
allowability of the claims that resulted in our $4,762,036 statistical estimate of unallowable
payments.



GREEN CROSS COMMENTS

In its comments on our draft report, Green Cross strongly disagreed with the findings and took
issue with many aspects of the review, including the audit review process and the medical
determinations. Green Cross’s comments are included in their entirety as Appendix D.

OFFICE OF INSPECTOR GENERAL RESPONSE

Green Cross’s comments pertaining to the audit review process did not lead us to change our
opinion that Green Cross received some overpayments. However, because of the medical
determination issues that Green Cross raised in its comments and the fact that the PSC that
conducted the review was no longer available for consultation because it no longer had a contract
with CMS, we sent the records for the denied claims to CMS’s Program Integrity Group. Based
on the preliminary results of the group’s review, we have decided to issue the final report
directly to CMS for resolution. We will make Green Cross’s medical records concerning all
claims reviewed available to CMS for appropriate consideration in the resolution process.
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INTRODUCTION
BACKGROUND
Partial Hospitalization Program

A partial hospitalization program (PHP) is an intensive outpatient program of psychiatric
services provided to patients instead of inpatient psychiatric care. It is designed to provide
patients who have profound and disabling mental health conditions with an individualized,
coordinated, comprehensive, and multidisciplinary treatment program. A hospital or a
community mental health center (CMHC) may provide a PHP.

Partial Hospitalization Payments

The Balanced Budget Act of 1997 required the Centers for Medicare & Medicaid Services
(CMS) to implement a Medicare prospective payment system for hospital outpatient services.
Partial hospitalization services that CMHCs provide are included in the Medicare hospital
outpatient prospective payment system (OPPS), which was implemented in August 2000. Under
the OPPS, CMHCs receive per diem payments.

In addition, Medicare makes outlier payments for situations in which the cost of care is
extraordinarily high in relation to the average cost of treating comparable conditions or illnesses.
Medicare makes these payments when the CMHC’s charges for the services, adjusted to cost,
exceed a given threshold established by the Secretary of Health and Human Services.
Intermediary Responsibilities

CMS contracts with the fiscal intermediaries for assistance in administering the PHP.
Intermediaries are responsible for:

e processing and paying claims for CMHCs,

e conducting audits of CMHCs’ cost reports, and

e performing medical review of claims for necessity and reasonableness of services.
Green Cross, Inc.
Green Cross, Inc. (Green Cross) is a Medicare-certified CMHC located in Coral Gables, Florida.

Green Cross received Medicare payments totaling more than $6 million from the inception of
OPPS in August 2000 through December 2002.



OBJECTIVE, SCOPE, AND METHODOLOGY
Objective

Our objective was to determine whether the claims that Green Cross submitted for PHP services
met Medicare reimbursement requirements.

Scope

This review was part of a series of audits of CMHCs that received high levels of outlier
payments. We selected the providers to audit based on a ranking of total outlier payments
made to each provider from August 1, 2000, to June 30, 2003.

We did not perform detailed tests of Green Cross’s internal controls because we accomplished
our objective through substantive testing.

We performed fieldwork at Green Cross in Coral Gables, Florida, from January to May 2004.
Methodology

We reviewed relevant Federal laws, regulations, and other requirements. We also interviewed
officials of CMS, First Coast Service Options, Inc. (Green Cross’s fiscal intermediary), and
Green Cross.

We selected a random sample of 100 claims from a universe of 4,626 claims for the period of
August 1, 2000, through December 31, 2002. Green Cross received total Medicare payments of
$6.4 million for the 4,626 claims.

Medical reviewers from TriCenturion, a Medicare program safeguard contractor (PSC),
performed a clinical review of the 100 sampled claims on our behalf. The PSC reviewed the
claims and applicable medical records to determine whether PHP services met Medicare
coverage requirements and were medically necessary, reasonable, and billed in accordance with
Medicare requirements. The codes billed on the sampled claims were Current Procedural
Terminology codes 90853 — Group Psychotherapy, as well as Healthcare Common Procedure
Coding System code G0172 and G0177* — Training and Educational Services.

We extracted individual detailed claim information from the Standard Analytic File using the
Data Extract System for PHP claims for the period August 1, 2000, to December 31, 2002. We
reconciled this data to the provider statistical and reimbursement reports from the fiscal
intermediary.

We conducted our review in accordance with generally accepted government auditing standards.

! Code G0172 was deleted and replaced with G0177 in 2001.



FINDINGS AND RECOMMENDATION

Green Cross submitted claims for PHP services that did not meet Medicare reimbursement
requirements. Medical reviewers from the PSC determined that 95 of the 100 sampled PHP
claims did not meet Medicare reimbursement requirements because:

e initial certification/evaluation did not meet requirements of 42 CFR
§ 424.24(e)(1),

e re-certifications did not meet requirements of 42 CFR 8§ 424.24(¢e)(3) and
424.24(e)(3)(a), and

e Dbeneficiaries did not meet eligibility criteria for PHP services in accordance with Florida
Local Medical Review Policies.

As a result, we estimate that Green Cross received at least $4,762,036 in payments for claims
that should not have been billed to Medicare.

Appendix C details the errors for each sampled claim.
NONCOMPLIANCE WITH MEDICARE REIMBURSEMENT REQUIREMENTS

Medical review staff determined that 95 of the 100 sampled claims did not meet Medicare
reimbursement requirements. PHP services must meet Medicare PHP coverage requirements
and be medically necessary, reasonable, and billed in accordance with Medicare requirements.
Many of the 95 claims were denied for more than 1 reason.

Initial Certification/Evaluation Did Not Meet Requirements

Regulations (42 CFR § 424.24(e)(1)) require a certification by the physician indicating that
patients admitted to the PHP would require inpatient psychiatric hospitalization if partial
hospitalization services were not provided. It further requires that services be furnished while
under the care of a physician and under a written plan of treatment. In addition, Florida Local
Medical Review Policy also contains requirements that a claim must meet to be in compliance
with Medicare requirements.

The medical reviewers found the following instances of noncompliance with Medicare
requirements:

For 12 claims, initial psychiatric evaluations/certifications did not meet Medicare
requirements.

Medical reviewers denied 2 of the 12 claims because the medical necessity for the partial
hospitalization services was not established. They concluded that there was no medical
history or physical examination that was current or completed within the last 30 days
(Florida Local Medical Review Policy APHPPROG, page 15).



For 10 claims, the initial psychiatric evaluation/certification did not contain the
certification language required by the Florida Local Medical Review Policy
(APHPPROG, page 13). Specifically, they did not include an attestation that the services
would be furnished under the care of a physician and under a written plan of care.

Ten of the 12 claims contained at least 1 other condition that, in the opinion of the medical
reviewers, rendered these claims deniable under other relevant sections of the Florida Local
Medical Review Policy.

Re-Certifications Did Not Meet Requirements

Regulations (42 CFR § 424.24 (e)(3)) require that the physician who is treating the patient and
has knowledge of the patient’s response to treatment must sign a re-certification. The CFR
further requires the first re-certification of treatment as of the 18" day of partial hospitalization
services and subsequent re-certifications at intervals established by the provider, but no less
frequently than every 30 days. Also, regulations (42 CFR § 424.24 (e)(3)(a)) require
documentation of the patient’s response to the therapeutic interventions provided by the PHP and
the psychiatric symptoms, which continue to place the beneficiary at risk of hospitalization.

The medical reviewers found the following instances of noncompliance with Medicare
requirements:

e For 19 claims, the required initial re-certification was not found in the medical records
documentation (Florida Local Medical Review Policy APHPPROG, page 11).

e For 21 claims, the initial re-certification was not documented as being performed within
the 18 calendar days following admission to the PHP (Florida Local Medical Review
Policy APHPPROG, page 14). For 3 of these 21 claims, medical reviewers either did not
find evidence of subsequent re-certifications that are required no less frequently than
every 30 days or the re-certifications that they found were not prepared timely.

e For 27 claims, the re-certification did not contain documentation of the beneficiary’s
response to intensive therapeutic interventions, changes in functioning, or the status of
serious psychiatric symptoms that continued to place the beneficiary at risk for
hospitalization (Florida Local Medical Review Policy APHPPROG, page 14). For 10 of
these 27 claims, medical reviewers also indicated that the re-certification consisted solely
of physician orders and the physician’s attestation that patients’ continued attendance in
the PHP was necessary to prevent inpatient hospitalization.

e For one claim, the re-certification language used was not in accordance with the required
re-certification language (Florida Local Medical Review Policy APHPPROG, page 14).

Fifty-six of the 68 claims contained at least 1 other condition that, in the opinion of the medical
reviewers, rendered these claims deniable under other relevant sections of the Florida Local
Medical Review Policy.



Beneficiaries Did Not Meet Medicare Eligibility Requirements

Florida Local Medical Review Policy APHPPROG, page 4, requires patients to have the capacity
for active participation in all phases of the multidisciplinary and multimodal program; i.e., the
patient must be medically stable and not limited by another serious medical condition, and the
patient must demonstrate an appropriate level of cognition. The Florida Local Medical Review
Policy APHPPROG, page 4, further identifies medical stability as a requirement for participation
in a PHP, and PHP participants must demonstrate an appropriate level of cognition. In addition:
(1) it is generally expected that a less intensive treatment in an outpatient setting be attempted
prior to admission to a PHP and (2) documentation for such patients should support these
attempts as well as the patient’s failure at or inability to be managed in a less intensive outpatient
setting.

The medical reviewers found the following instances of noncompliance with Medicare
requirements:

e For 13 claims, there was no documentation to identify that less intensive treatment
options (e.g., intensive outpatient, psychosocial, day treatment, and/or other community
support) were attempted and had failed prior to admission to the PHP program.

e For one claim, the beneficiary was unable to participate due to medical reasons as
demonstrated by medical records documentation. Also, the psychiatric evaluation
reported that the beneficiary’s concentration and memory was somewhat impaired.

e For one claim, the documentation provided in the psychiatric evaluation presented the
beneficiary as unable to tolerate the intensity of the PHP. According to the psychiatric
evaluation, while an inpatient, the beneficiary underwent eight electroconvulsive therapy
applications and upon admission to the PHP was still slightly confused from the
electroconvulsive therapy treatment. The beneficiary was very depressed and reported
feeling very weak with fear that she was going to fall. She was making irrelevant
comments to her caretaker at home and not able to engage in her activities of daily living
such as showering, dressing, and eating.

One of the 15 claims contained at least 1 other condition that, in the opinion of the medical
reviewers, rendered these claims deniable under other relevant sections of the Florida Local
Medical Review Policy.

EFFECT OF IMPROPER BILLINGS
Green Cross received $111,591 in unallowable Medicare payments for 95 of the 100 claims in

the statistical sample. Based on our sample results, we estimate that Green Cross received at
least $4,762,036 in payments for claims that should not have been billed to Medicare.



RECOMMENDATION

We recommend that CMS determine the allowability of the claims that resulted in our
$4,762,036 statistical estimate of unallowable payments.

GREEN CROSS COMMENTS

In its May 25, 2005, written comments on our draft report, Green Cross strongly disagreed with
the findings and recommendations. Green Cross took issue with many aspects of the review,
including the audit review process and the medical determinations.

Green Cross said that we never explained the verification process that we followed to ensure that
the PSC was qualified as an expert in Medicare coverage and reimbursement of PHP services or
to ensure that the review was conducted according to Medicare rules and regulations.

The full text of Green Cross’s comments is included in Appendix D.
OFFICE OF INSPECTOR GENERAL RESPONSE

Section 202 of the Health Insurance Portability and Accountability Act of 1996, as codified in
section 1893 of the Social Security Act, established the Medicare Integrity Program and
authorized CMS to contract with entities, such as PSCs, to perform certain program safeguard
activities, including medical review, cost report audit, data analysis, provider education, and
fraud detection and prevention. We relied on the medical review determinations of a PSC that
was under contract with CMS to promote the integrity of the Medicare program. CMS verified
the qualifications of the PSCs when it awarded the contracts and through performance
evaluations.

Green Cross’s comments pertaining to the audit review process did not lead us to change our
opinion that Green Cross received some overpayments. However, because of the medical
determination issues Green Cross raised in its comments and the fact that the PSC that conducted
the review was no longer available for consultation because it no longer had a contract with
CMS, we sent the records for the denied claims to CMS’s Program Integrity Group. Based on
the preliminary results of the group’s review, we have decided to issue the final report directly to
CMS for resolution. We will make Green Cross’s medical records concerning all claims
reviewed available to CMS for appropriate consideration in the resolution process.
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APPENDIX A
SAMPLING METHODOLOGY
OBJECTIVE
Our objective was to determine whether the claims that Green Cross, Inc. (Green Cross)
submitted for partial hospitalization program (PHP) services met Medicare

reimbursement requirements.

To achieve our objective, we selected an unrestricted random sample of claims for
medical review.

POPULATION

The population consisted of 4,626 paid claims for community mental health center
(CMHC) Medicare PHP services for the period August 1, 2000, through December 31,
2002,

SAMPLING UNIT

The sampling unit was a paid CMHC Medicare PHP claim to Green Cross with a patient
service date during the period August 1, 2000, through December 31, 2002.

SAMPLE SIZE
The sample size was 100 CMHC Medicare PHP paid claims.
ESTIMATION METHODOLOGY

We used the Office of Audit Services Statistical Software Variable Appraisal program to
project the amount of the unallowable claims.



APPENDIX B

STATISTICAL SAMPLE INFORMATION

POPULATION SAMPLE ERRORS
Items: 4,626 Claims Items: 100 Claims Items: 95 Claims
Dollars: $6,417,223 Dollars: $ 114,350 Dollars: $111,591

We used the RAT-STATS Statistical Software Variable Appraisal program to obtain the

sample projection. We reported the lower limit of the 90 percent confidence interval.
Details of our projection appear below:

Projection of Sample Results
90 Percent Confidence Interval

Point Estimate: $5,162,188
Precision Amount: $400,152
Lower Limit; $4,762,036

Upper Limit: $5,562,340
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MEDICAL REVIEW RESULTS BY CLAIM

Claim
Sample

Claim
Allowed

Initial certification/
evaluation did not
meet requirements

Re-certifications
did not meet
requirements

Beneficiary
did not meet eligibility
requirements
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MEDICAL REVIEW RESULTS BY CLAIM

Claim
Sample
No.

Claim
Allowed

Initial certification/ | Re-certifications Beneficiary
evaluation did not did not meet did not meet eligibility
meet requirements requirements requirements

39

40

X
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MEDICAL REVIEW RESULTS BY CLAIM

Claim
Sample
No.

Claim
Allowed

Initial certification/
evaluation did not
meet requirements

Re-certifications
did not meet
requirements

Beneficiary
did not meet eligibility
requirements

78

79

80

81

82

XX XXX

83

84

85

86

87

88

89

90

91

92

93

94

95

96

XX XXX XX XX XXX

97

98
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99

100

XX

Totals

12

15
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Morgan, Lewis & Begkius LLp N/ O~ O :.; S
1111 Pennsylvania Avenue NW Morgan L’erS
Washington, DC 20004 COUNSELORS AT LAW

Tel, 202.739.3000
Fax: 202,7.39.3001
Www.morganlewis.com

VIA OVERNIGHT DELIVERY

Christopher L. White
202.739.5240
cwhite@morganiewis.com
Patrick L. Gilmore
202.739.5578
pgilmore@morganiewis.com

May 25, 2005

Lori Pilcher

Regional Inspector General for Audit Services
Office of the Inspector General

Office of Audit Services, Region IV

61 Forsyth Street, S.W., Suite 3T41

Atlanta, Georgia 30303

Re:  Green Cross Inc. ("Green Cross") Response to Draft Report entitled, "Medical Review
of Green Cross' Partial Hospitalization Services for the Period of August 1, 2000
through December 31, 2002"

Report Number: A-04-04-02003

Dear Ms. Pilcher:

We hereby submit written comments regarding the OIG’s Draft Report entitled, "Medical
Review of Green Cross' Partial Hospitalization Services for the Period of August 1, 2000 through
December 31, 2002" (“Draft Report”). Green Cross disagrees with essentially every aspect of
this audit review and the Draft Report. Among other points addressed in greater detail below,
Green Cross maintains that the andit is inconsistent with generally accepted government auditing
standards set out in Government Auditing Standards, 2003 Revision (the “Yellow Book™); that
the review bypasses “Progressive Corrective Action” procedures mandated by the Centers for
Medicare and Medicaid Services (“CMS”); and, that the findings of the contractor hired by the
OIG to review the medical records (“TriCenturion”) are so inconsistent with Green Cross® claims

filing and review experiences with its assigned fiscal intermediary (“First Coast”) that it raises

substantial questions regarding the reliability and accuracy of TriCenturion’s review.

Green Cross is a conscientious community based provider having a history of active participation
in regulatory procedures. Green Cross is JCAHO accredited. As an accredited and reaccredited

Washington Philadelphia New York LosAngeles SanFrancisco Miami Pitisburgh Princeton Chicago
Palo Alto  Northem Virginia Harrisburg Ivine. Boston London Tokyo Brussels Frankfurt
1-WA/2280424.7
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provider, Green Cross has undergone an extensive, independent review to verify that Green
Cross promotes and maintains the following behavioral health care provider requirements,
controls and standards: |

Ethics, rights and résponsibilities

Provision of care, treatment and services

Medication management

Surveillance, prevention and control of infection

Improving organization performance

Leadership

Management of the environinent of care

Management of human resources

Management of information

Behavioral health promotion

has attended meetings and communicated directly with First Coast to achieve and maintain

compliance in a benefit area marked by a lack of clarity and difficulties in 'ImpIEmentatlon;l
Despite Green Cross’ positive relationship with First Coast, Green Cross is concerned that any
final report issued by the OIG that fails to adhere to the Yellow Book standards will bias First
Coast against Green Cross ‘when First Coast is subsequently tasked with adjudicating the results
of such final report.

Green Cross” concerns are arranged into three categories and addressed in detail below.

1. General Observations.

Before addressing specific concerns with respect to such issues as adherence to Yellow Book
standards, content of the Draft Report and medical review findings, we identify certain
overarching concerns regarding the audit in general.

A.  Faulty Review Process and Findings.

First, the Draft Report is based solely on the results of the medical review conducted by
TriCenturion. It is not apparent from the Draft Report whether the OIG conducted oversight

+/ See GAQ report entitled “Medicare — Lesson Learned from HCFA’s Implementation of Changes to
Benefits,” January 2000.

1-WA/2280424.7
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activities to ensure that the field work was carried out in accord with Yellow Book standards or
that competent evidentiary material was developed.

In addition, the conclusion reached in the Draft Report that Green Cross “did not have adequate
procedures in place to ecnsure claims submitted were in compliance with Medicare
requirements[]” is unsupported and unwarranted in the absence of ‘any OIG testing or review of
‘Green Cross’ internal controls. As stated in the letter attached hereto as Attachment B from Lori
Pilcher to Patrick Gilmore dated February 25, 2005:

...the conclusion that the provider did not have adequate procedures in place is a
deductlve conclusion based on the results of the medical review documentation
provided by Green Cross. Our logic is that if the provider had adequate
procedures in place the medical reviewers would not have determined that 95 of

A deductive conclusion that the asserted error rate is attributable only to the provider cannot
‘stand where other possible, and readily apparent, conclusions have not been evaluated and ruled
out. Y ThlS is partrcularly true for an accredlted prov1der having extensive internal controls and

TriCenturion’s finding of a 95% error rate is at odds with First Coast’s claims review history of
Green Cross’ partial hospitalization program. This discrepancy raises serious questions as to
where the asserted lack of adequate procedures truly lies. TriCenturion may have misapplied the
local medical review pelices (“LMRPs”) during the course of this review or it is possible that
First Coast’s LMRP interpretation with respect to Green Cross differs from TriCenturion or
government expectations. However, the OIG never investigated these or other potential
possibilities and simply “deduced” that the problems must be attributable solely to Green Cross.
‘The fact that other potential causes are not evaluated within this audit represents -a particular
weakness, especially when Congress and the Government Accountability Office have attributed
partial hospitalization medical review variances to other non-provider causes?. Deductive
reasoning alone, without any testing of the provider’s internal controls, particularly where it fails

2/ Moreover, a “deductive conclusion” that fails to evaluate and eliminate other obvious potential causes is
inconsistent with verbal representations made by OIG audit management at the outset of this review.
Specifically, provider management was informed that the scope of the review would encompass the entire
partial hospitalization benefit, including CMS and fiscal intermediary performance in regulating,
administering and monitoring the benefit. The Draft Report makes no reference to the outcomes or
findings of these reviews and how they may bear on the asserted error rate.

3/ See ‘GAO report entitled “Medicare — Lesson Learned from HCFA’s Implementation of Changes to
Benefits,” January 2000.

1-WA/2280424.7



Appendix D

Page 4 of 39
Lo Pilcher Morgan Lewis
Regional Inspector General for Audit Services COUNSELORS AT LAW
May 25, 2005
Page 4

to evaluate and rule out other plausible causes, is not appropriate for or supportive of conclusions
that the provider’s lack of adequate procedures caused an overpayment of millions of dollars.

B. Lack of Provider Input in Audit Process.

The OIG acted solely as a conduit between Green Cross and TriCenturion, serving only to select
a sample of records for review, obtain medical records, provide those records to TriCenturion,
and extrapolate and report the results. In fact, the Draft Report relies exclusively on
TriCenturion’s medical review findings, However, despite TriCenturion’s extensive role in this
review, Green Cross was never provided an opportunity to meet with the reviewers from
TriCenturion to discuss the results of the medical review, despite Green Cross’ eamest requests
to .do so. Fundamental faimess dictates that Green Cross would, at minimum, be allowed to
speak with the reviewers to gain-an understanding of their findings, to discuss policy issues or to
identify any factual errors. For example, bad TriCenturion representatives been present during
the exit interview, Green Cross could have easily directed their attention to documentation
contained in the record relevant to the reviewers’ analysis. Not only would a meeting with
TriCenturion representatives have been more administratively efficient and less burdensome, but
OIG audit standards, consistent with fundamental fairness, required greater exchange on the

medical Teview process and standards than was allowed in this case. Because this opportunity
was denied, the provider’s only remaining means :of participation in the review is to identify
factual inaccuracies and to address many other specific medical review inadequacies under the
Medical Review section of this rebuttal.

The OIG’s Audit Process Manual sets out exit conference and advance discussion standards that
call for the OIG to discuss the entire report -- background, scope methodology, results of audit,
etc. - before 1ssu1ng a ﬁnal report. These requlrements are 1ntended to enable the auditee to

The OIG did not follow its own procedures that ostensibly were developed to ensure adherence
to audit standards and accuracy of reporting. In this regard, neither the Draft Report nor the
medical review work papers were available during the initial exit conference. Moreover, the
OIG personnel attending the exit conference were unable to address fundamental ques‘tions
regarding the medical review or to summarize the actual scope and basis for the medical review
findings. Upon receiving these documents, approxunately seven months after the post audit
meeting, Green Cross had serious questions concerning the accuracy of the findings and of the
procedures used by TriCenturion and the OIG auditors. Because of its concemns and because the
Draft Report was not available for review during the initial exit conference, Green Cross
requested a more complete exit conference (see Attachment A).
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Green Cross’ request was rejected (see Attachment B). Green Cross questions why the OIG
would deny a request for a more complete exit interview that would enable the provider to
contnbute to the accuracy of the Draft Report and medlcal rev1ew ﬁndmgs This demal is

meamngf_ul prov1der 111put_

The OIG did not demonstrate to Green Cross that it took steps necessary to ensure the accuracy
of the medical records review, and hence the accuracy of the Draft Report. This is demonstrated
in the February 25, 2005 letter attached hereto as Attachment B, where the OIG states that:

*...due process would be afforded through the provider’s right to appeal. We
stated that any disagreements to [sic] medical review findings would need to be
addressed with the FI during the audit resolution process.”

Basically, the OIG is willing to rely on medical review findings to recommend the repayment of
millions of dollars, but is unwilling to first verify the accuracy of those findings. Further, the
medical review appeals process should not be used as a substitute for ensuring the accuracy of
the OIG audlt report ﬁndmgs In short the audxt process in thlS case and the fallure to allow

review, 1s 1ncons1stent with the Yellow Book and OIG audlt standards and serves to comprormse
the integrity of the overall findings.

In order to verify that the medical review was conducted by competent individuals
knowledgeable of the Florida LMRPs for partial hospitalization services (in effect as of the dates
of service), and that judgments with respect to medical necessity were rendered by licensed
medical professionals, Green Cross requested but was denied access to information concerning
the qualifications and credentials of the TriCenturion reviewers. In the February 25, 2005 letter
the OIG states that it “rel[ies] on CMS to ensure that the PSC medical reviewers are qualified to
perform Medicare medical reviews.” However, this is inconsistent with CMS policy and
practice.

First, CMS does not review or verify the qualifications of the PSC’s non-Key Personnel
employees. CMS leaves those hiring decisions to the discretion of the PSC. Hence, if the OIG
relies on CMS to ensure qualified medical reviewers, and if CMS defers to the PSC, there can be
no assurance that the reviewers in this case were experienced or qualified to interpret and apply
First Coast’s then-current LMRPs. Further, the implication of the statement in the letter is that
the OIG took no affirmative steps to credential or otherwise confirm the -qualification and
competence of the medical revenues, even though the OIG wholly defers to and specifically
adopts the medical reviewers’ findings as accurate in all respects. Second, the OIG did not
specify in its Task Order for this project the categories or qualifications of the personnel required
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to conduct the medical review. If the purpose of this review is to determine medical necessity
and whether medical records meet LMRP standards, then the reviewers should be licensed
medical professionals, as is required by CMS for complex prepay medical reviews under
Medicare (see Program Integrity Manual 100-8, §3.4.5). Despite this program requirement,
Green Cross has been precluded from confirming, (and the OIG appears to be unaware of)
whether licensed clinical professmnals actually conducted the medical review in this-case.

In February 25, 2005 letter the OIG stated that under “a task order awarded on June 3, 2002,
TriCenturion performed fraud and abuse safeguard functions for the Medicare Part A workload
in Florida, a function that used to be performed by First Coast Service Options, Inc.” However,
as mentioned below under Section 1.D, that contract was recently teérminated by CMS, calling
into question the quality and reliability of the program integrity work performed by TriCenturion
in Florida.

The Task Order issued to TriCenturion by the OIG to conduct this review contains the
implication that quality and performance criteria used to measure TriCenturion’s successful
completion of the Task Order would be based on negative outcomes. For example, Section III,
Subsectlon A whlch 1s entltled “Des1red Outcomes ? llsts four (4) tasks These mclude 1)

to the CMHCS for PHP services were made m accordance w1th Medlcare requlrements for
medical necessity, reasonableness, eligibility and reimbursement; 2) Identification of actual
overpayments from the sampled claims; 3) Calculation of correct payment amounts using
applicable Medicare reimbursement requirements for these types of services; and 4)
Identification of potential billing problems by the provider. A simple reading of these “desired
outcomes” strongly implies that in order for TriCenturion to successfully complete the Task
Order, TriCenturion must uncover and identify overpayments. Moreover, the co-Government
Task Leader responsible for evaluating TriCenturion’s performance under the Task Order is the
same oIG ofﬁmal responmble for overseemg the CMHC audlts This relat1onsh1p constltutes a

C. The TriCenturion Medical Review Results Are Grossly Inconsistent with Past
Reviews of Green Cross Claims.

Green Cross was under 100% medical review by First Coast from early 1998 through the
beginning of 1999. Subsequent to that, Green Cross was subject to periodic reviews as well as a
probe review of its clinical documentation. In contrast to TriCenturion, First Coast found that
Green Cross’ medical documentation met applicable LMRP requirements. This discrepancy
demonstrates the possibility that there may be serious flaws with the review conducted by
TriCenturion. The Draft Report provides no explanation for how Green Cross went from few, if
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any, errors under First Coast’s multiple reviews to a 95% error rate under the TriCenturion
review.

Given that the reviews conducted by First Coast do not corroborate TriCenturion’s findings
highlights the lack of reproducibility of the OIG’s findings and undermines the review process
implemented by TriCenturion. It is quite possible that TriCenturion may have misapplied the
LMRP criteria that resulted in adverse findings for the records selected for medical review.

On page 6 of the OIG Final Report entitled “Medical Review of Quitman Clinic’s Partial
Hospitalization Services for the Period August 1, 2000, Through Decermber 31, 2002,” which
involved the medical review of the Quitman Clinic’s partial hospitalization claims by
TriCenturion, this same issue was raised by the auditee. OIG responded “[a]ccording to
TriCenturion review officials, there are significant differences between the scope of a
prepaymient review performed by a fiscal intermediary and the comprehenswe medical review
TriCenturion performed as part of this andit. A prepayment medical review often entails a
review of only certain aspects of a claim. The comprehenswe medical eview entails a review of
the entire claim as well as a more thorough review of a beneficiary’s medical history.” This
pos1t10n is not sustamable in th1s case. The Medlcare Program Integnty Manual 100 8, §3 4, 5

Complex TeViews requlre the app11cat10n of clinical Judgment by a hcensed med:lcal professmnal
in order to evaluate medical records. The manual indicates that complex medical Teview
determinations require a licensed medical professional to make a clinical judgment about
whether a service is covered, and is reasonable .and necessary. The comprehensive medical
review described by TriCenturion appears to be exactly the same as the complex medical review
conducted by First Coast with respect to Green Cross. For this reason, First Coast and
TriCenturion in fact provided the same level of review, and yet, TriCenturion’s findings deviate
materially from First Coast’s. The Draft Report fails to reconcile this difference, or acknowledge
that TriCenturion may have misapplied the LMRP standards.

Moreover, it appears that the results of previous reviews conducted by First Coast were not
reviewed by the OIG as required by Yellow Book standards (See Field Work Standards 7.29 and
7.32). The current audit simply ignored and did not attempt to reconcile the substantial material
differences between First Coast’s medical review results (determined through multiple reviews
over a sustained period) and the one time review by TriCenturion. The absence of such
reconciliation demonstrates that the audit did not gather sufficient evidence regarding the internal
controls to meet Field Work Standards 7.29 and 7.32 described in the Yellow Book. Also, the
evidence gathered was not sufficient to conclude that TriCenturion’s results were acceptable or
accurate. At a minimum, the Draft Report should disclose that the results of the TriCenturion
review differ drastically from prior reviews.
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D.  Reliability of TriCenturion’s Findings.

TriCenturion had :a contract with CMS to provide program safeguard activities (which includes
medical review, data analysis and fraud investigations) for Medicare Parts A and B for Florida
and Puerto Rico. However, TriCenturion’s contract with CMS was abruptly terminated and
TriCenturion was replaced by EDS, along with its subcontractor, IntegriGuard, as the PSC
responsible for Florida and Puerto Rico. 'We submitted a Freedom of Information Act request to
CMS for information concerning TriCenturion’s performance as a PSC and for information
pertaining to the termination of TriCenturion’s PSC contract. As of this date we have not
received any information from CMS. However, we believe that if TriCenturion’s PSC contract
was terminated due to quality or performance related issues, it may seriously undermine the
validity and reliability of TriCenturion’s medical review results. Because the Draft Report relies
exclusively on TriCenturion’s medical review findings, even if TriCenturion’s contract was
cancelled for non-medical review related issues, the OIG should acknowledge and declare what
assurances it obtained to ensure that the medical review results are not be flawed.

2. Failure to Comply with Yellow Book Standards.

1. Reporting Standard 8.17 provides that the audit report should state the
scope of the auditor’s work on internal controls and any significant deficiencies. The “Scope”
section of the Draft Report states that no tests were performed on the provider’s internal controls,
yet these internal controls were reported as the cause of a very significant error rate. Field Work
Standard 7.65 states that the auditors should clearly demonstrate and explain with evidence and
reasoning the link between problems and factor(s) identified as the cause. As noted earlier, there
exists other plausible and recognized reasons for the findings, and it is unclear why the QIG
chose not to evaluate and rule out such equally plausible causes.

2. The Draft Report does not conform to Repomng Standard 8,30 which
provides that: (1) the report should state that the audit was made in accordance with generally
accepted government auditing standards; and (2) the report be qualified in situations where the
auditors did not follow an applicable standard. Auditors are required to disclose any standards
ot followed, the reasons therefor, and how not following such standard affected or could have
affected the results of the audit. The Draft Report stated that internal controls were not reviewed,
but did not explain how the limitation impacted the results of the audit. Green Cross contends
that explaining any such impact is important to fairly reporting the results of the audit.

3. The Draft Report does not measure up to the requirements of Reporting
Standards 8.41 through 8.48 regarding completeness, accuracy and objectivity.
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a). Reporting Standard 8.41 states that findings should include all
necessary facts and explanations to promote an adequate understanding of the matters reported.
The Draft Report appears to report only the matters that support the high error rate and it does
not report the evidence that the provider has previously undergone reviews by First Coast with
no or minimal consequence.

b).  Reporting Standards 8.43 and 8.44 are pertinent to fair and
balanced reporting. Section 8.43 states that the evidence must be true and the ﬁndings cotrectly
portrayed. Section 8.44 states that the report should contain information that is supported by
sufficient, competent, and relevant evidence. If data are significant to the audit findings and
conclusions but are not audited, the report should clearly indicate the data’s limitations and not
‘make unwarranted conclusions or recommendations based on the data. These standards have not
been met in this case because the conclusions in the Draft Report are based solely on
TriCenturion’s medical review findings, despite the fact that serious questions have been raised
regarding the results of the review and documentation contained in the medical records. The
OIG simply relies on TriCenturion’s findings with no input from any other source including the
provider and First Coast.

of the results of the audlt be balanced in content and tone be presented 1mpart1ally and falrly,
and recogmze the posrtlve aspects of the rev1ewed program It further requlres that conclusmns

thrs requrrement because the OIG 1110:glca11y det_ermmed the cause _of the alleged erTOor rate. The
rules of logic allow for deductive conclusions only after other possible causes have been ruled
out, which the OIG did not do.

B. Procedural Non-Compliance with Yellow Book Standards.

1, The OIG decision to select substantive testing over a review of internal
controls suggests a bias contrary to General Standard 3.07(e)&(f) concerning -personal
impairment of auditors. Substantive testing is indicated when controls are known to be
ineffective or unreliable. To Green Cross” knowledge this is not the case. In fact, the opposite is
true as Green Cross experienced successful reviews in the past (see Section 1.C. above).
Additionally, the decision appears to be in conflict with the Field Work Standard 7.07(c), which
requires the auditor to obtain an understanding of the internal controls as they relate to the
specific objectives and scopes of the audit and no review of the internal controls was undertaken.

2. Field Work Standard 7.15 requires that when the internal controls are

significant to the audit objectives, auditors should obtain evidence to support their judgments
about the internal controls. Based on the Draft Report, the QIG concluded the internal controls
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were inadequate without gathering or testing the internal controls; the OIG’s failure to test
internal controls is contrary to this standard.

3. The decision to not review internal controls implies that the auditors were
out of compliance with Field Work Standard 7.32 which requires the consideration of work
performed by other auditors. Since this audit was essentially the same as a probe audit
conducted by First Coast, Standard 7.32 compels the auditors to consider previous medical
reviews performed by First Coast and to reconcile and develop explanations for any differences
in results,

4, Field Work Standard 7.39 states that auditors should communicate
information about the planning, conducting and reporting of the audit to the audited entity. The
communication should help the audited entity understand the objectives, time frames and data
needs. Green Cross believes this standard was only minimally met. Green Cross received
incomplete answers about the reporting requirements during entire audit. Furthermore, Green
Cross was advised by one audit official that the audit would take two weeks and by another that
it would take three to six weeks. The audit ultimately took seven months. During the course of
thlS audlt Green Cross ‘was prov1ded no 1nf01mat10n concermng thc conduct of the med1ca1

5. Field Work Standard 7.52(a) states; “Evidence should be sufficient to
support the auditors’ findings. In determining the sufficiency of evidence, auditors should
ensure that enough evidence exists to persuade a knowledgeable person of the validity of the
findings.” We do not believe that the presentation of non-validated negative medical review
findings would necessarily persuade a knowledgeable person that there is a lack of internal
controls. In addition, the evidence collected was not sufficient to validate the medical review
results. Green Cross was not afforded the opportunity to meet with the TriCenturion reviewers
and the OIG did not gather any evidence to ensure that TriCenturion’s review used the same
standards advocated by First Coast.

6. In addition to aforementioned questions concerning the application of the
Yellow Book standards, Green Cross questions whether the OIG complied with General
Standards 3.06 and 3.41 concerning technical «competence and independence, respectively.
Green Cross attempted to confirm the qualifications, training and competence of the
TriCenturion reviewers but was provided with no information. In addition, the OIG never
explained the verification process that the QIG followed to ensure that the organization selected
to conduct the reviews is qualified as an expert in Medicare coverage and reimbursement of
partial hospitalization services or to ensure that the review was conducted according to Medicare
rules and regulations.
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C. Specific Issues with Respect to Draft Report.

1. “Scope” Section (Draft Report, Page 2).

This section states that the OIG “did not perform detailed tests of internal controls because the
objectives of our review was accomplished through substantive testing.” However, as stated
above, prior to attributing significant deficiencies to an alleged lack of internal controls, the OIG
should have conducted testing of such internal controls.

In addition, internal controls in place at Green Cross were imposed by First Coast. Green Cross
was under review by First Coast during the period encompassed by this audit and willingly
implemented all of First Coast’s suggestions with respect to its internal controls. Moreover, First
Coast’s review of ‘Green Cross’ medical records resulted in no claim denials, in stark contrast to
the results of the OIG audit, which raises serious doubts concerning QIG’s claim of a lack of
internal controls.

The Draft Report should be revised to explain how the OIG evaluated and ruled out other
plausible reasons for the error rate, including the possibility that TriCenturion’s medical review
findings are in error, and the possibility that First Coast was responsible for the internal controls

at Green Cross. Only by ruling out these possibilities can the OIG state that Green Cross® lack of
internal controls are to blame for the error rate.

2. “Findings and Recommendations” Section (Draft Report, Page 3).

denied because of improper certification, improper re-certification or because the beneficiaries
did not :meet Medicare eligibility requirements. At the end of each of these three sections, the
Draft Report states that a particular number -of "claims contained at least 1 other condition, that
in the opinion of medical review experts, would render these claims deniable under other
relevant sections of the Florida Local Medical Review Policy." However, the Draft Report does
not state what those conditions are.

It is unfair and prejudicial to make general accusations of not meeting requirements without
specifying the non-compliant condition. If there is truly a lack of internal controls as stated by
the OIG then it would be beneficial for Green Cross to understand what these additional
conditions are so that its processes can properly strengthened. Without knowing what the
additional conditions are, it is impossible for Green Cross to properly evaluate and comment on

specifying what the additional conditions are along with an -opportunity for Green Cross to
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evaluate and address them, Green Cross requests that these statements be struck from the final
repoit.

3. “Cause” Section (Draft Report, Page 6).

There is no basis for the findings made in the "Cause" section of the report. This section states
that the QIG "concluded that the [sic] Green Cross did not have adequate procedures in place to
ensure claims submitted were in compliance with Medicare requirements." However, OIG never
actually reviewed or tested Green Cross’ compliance procedures. In the absence of any review
of Green Cross’ compliance procedures, the OIG cannot logically reach any conclusion
regarding the effect or impact of such procedures.

Essentially, the Draft Report asserts that the medical documentation did not meet First Coast's
LMRPs for partial hospitalization services, therefore Green Cross must not have adequate
procedures in place to ensure that its claims met Medicare requirements. However, this
statement ignores the fact that Green Cross vigorously disputes the medical review findings. Ina
letter to Donald Czyzewski, Audit Manager, OIG Region IV, dated September 22, 2004 (see
,Attachment C) Dr. Mlguel Nunez spemﬁcally, nomt by pomt refutes the medlca] review

in the Draﬁ Report

Although the OIG stated, “[o]ur logic is that if the provider had adequate procedures in place, the
medical reviewers would not have determined that 95 of the 100 claims did not meet Medicare
reimbursement requirements[],” the conclusion is not logical without first eliminating all other
probable causes, For example, it is possible that TriCenturion found a 95% error rate because. it
misapplied the LMRPs or because First Coast provided incorrect education and guidance to
Green Cross eoncerning its medical review policies and requirements. Because it is equally as
logical that the error rate was caused by a faulty medical review by TriCenturion or by incorrect
guidance from First Coast as it is that the error rate was caused by a lack of internal procedures,
the OIG cannot make the conclusion that it has. Therefore, Green Cross requests that the cause
be struck from the final report unless adequately developed.

4. “Recommendations” Section (Draft Report, Page 6).

The "Recomimendations" portion of the Draft Report makes only general statements and is not
developed. For example, the Draft Report states that Green Cross should "strengthen its
procedures to ensure that claims for partial hospitalization services are in accordance with
Medicare requirements and are properly documented." Because internal processes and
procedures were never reviewed and the cause was not developed, the OIG is unable to identify
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which processes and procedures are found or asserted to be weak or which need to be
strengthened.

The second recommendation is that Green Cross work with First Coast to reimburse the
Medicare program $4,762,036 in unallowable payments. The Draft Report does not explain
what is meant by "work with," ignores the fact that Green Cross does not concur with the
medical review findings and fails to reference other critical facts.

Ordinarily, if problems are uncovered by a fiscal intermediary with respect to a provider, CMS
requires the fiscal intermediary to enroll the provider into a progressive corrective action
program (*PCA”). Such programs consist of educating the provider with respect to correct
billing practices and medical review policies, subjecting the provider to pre-pay review and
mamtalmng open commumcatlon with the provrder unt11 the prov1der 5 problems have been
procedure, but rather smrply collect the overpayment Green Cross beheves that the OIG d1d not
recommend PCA because the OIG did not properly develop the cause of the overpayment.
Therefore, if the OIG truly believes that there is a lack of internal controls at Green Cross, the
OIG should revise the Draft Report to eliminate the requirement that First Coast collect an

overpayment and instead instruct First Coast to engage Green Cross in a PCA program so that
Green Cross may improve its internal procedures.

3. Medical Review Issues.
Green Cross, assisted by outside clinical consultants, closely reviewed relevant medical records,
TriCenturion’s work papers and Executive Summary. Green Cross’ review uncovered gross
inconsistencies between TriCenturion’s reported findings and the content of the records.
TriCenturion’s findings raise significant concerns because; (1) they are inconsistent with the
results of past partial hospitalization audits; (2) they appear contrary to the LMRPs in effect at
the time claims were submitted; and (3) they overlook, or at worst ignore, documentation
included in the medical records under review.
The Draft Report outlined TriCenturion’s findings under three subsections:

o Initial Certification/Evaluation Did Not Meet Requirements

e Re-Certifications Did Not Meet Requirements, and

¢ Beneficiaries Did Not Meet Medicare Eligibility Requirements

Green Cross’ response to TriCenturion’s findings under each subsection is outlined below.
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A.  Initial Certification/Evaluation Did Not Meet Requirements.

'1-._ 'TriCenturion asserts that for two claims the medical necessity for partial
there was no medical hlstory or phy51ca1 exammatlon that was current or completed w1th1n the
last 30 days as required by LMRP. However, Green Cross’ Medical Director performs physical
examinations for all patients admitted to the partial hospitalization program 1f one has not been
performed within 30 days prior to admission, or if not available from another provider for
inclusion in the medical record. When performed by the Medical Director, it is included in the
Admission Note/Psychiatric Evaluation in the section titled "Physical Examination.” This is
easily found in the medical documentation.

For example, in the medical records for patient sample #41, on page 2 of the Admission
Note/Psychiatric Evaluation performed on 9/19/2002, a Physical Examination is included. Green
Cross requests that TriCenturion re-review these records where indicated above to locate the
medical history and physical examination. Because this information is in the records, Green
Cross requests that these claims not be denied.

contain the requn‘ed certification content as per the LMRP

First Coast reviewed Green Cross’ charts in 2002 and intermittently throughout recent years and
has always found them to be favorable. Green Cross has established a cooperative working
relationship with the First Coast reviewers, who often given verbal feedback on ways to improve
documentation. Green Cross has always considered such feedback and implemented immediate
changes. Some of these same charts that had been reviewed and approved by First Coast have
now been denied by TriCenturion.

The language used in the LMRP is: “I certify that the beneficiary would require inpatient
psychiatric care in the absence of partial hospitalization services, and services will be furnished
under the care of a physician, and under a written plan of treatment.” Green Cross reviewed the
medical records implicated and each contained certification language as follows:

“I, a physician licensed to practice medicine, certify that Partial
Hospltahzatlon servxces are medlcally necessary in lieu of hospltahzatlon to

the patlent is capabl_e o_f partlclpatlng n all aspects of the Partlal

Hospitalization Program, has adequate support outside the PHP and is not
currently a threat to him/herself or others. I'will oversee care for this patient
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and help develop a written individualized treatment plan geared toward
stabilization.”

While not the exact same language as contained in the LMRP, the above clearly meets the
substance and intent of the LMRP. In fact, CMS does not require specific language with respect
to a physician’s certification. Section 3194.2.A of the Medicare Intermediary Manual states:
“[u]pon admission, a certification by the physician must be made that the patient admitted to the
PHP would require inpatient psychiatric hospitalization if the partial hospitalization services
were not provided. The certification should identify the diagnosis and psychiatric need for the
partial hospitalization. Partial hospitalization services must be furnished under an individualized
written plan of care, established by the physician, which includes the active treatment provided
through the combination of structured, intensive services identified in §1861 that are reasonable
and necessary to treat the presentation of serious psychiatric symptoms and to prevent relapse or
hospitalization.” Nowhere does CMS indicate that specific certification language must be used
for a certification to be acceptable. In addition, it is unclear how not using verbatim certification
language contained in the LMRP makes an underlying PHP service medically unnecessary.

1. TriCenturion asserts that the required initial re-certification was not found
in the medical record documentation for nineteen claims as required by LMRP. But, in fact, a
certification statement is included at the end of each Admission Note/Psychiatric Evaluation. In
addition, a certification statement is also included in the Physician Admission Order. Each of
these documents is completed and placed in the chart within 24 hours of the patient’s admission
to the partial hospitalization program. The first recertification is completed on the 14 calendar
day following admission to the PHP, with subsequent recertification completed no less
frequently than every 30 days.

Green Cross’ practice is that, when a chart is requested for review, Green Cross sends, in
addition to other requested documents, the Admission Note/Psychiatric Evaluation, the Physician
Admission Order and the Physician Re-Certification Order that pertain to the dates of service
under review. For example, for patient sample #68, a certification statement was included :at the
end of the Admission Note/Psychiatric Evaluation completed on 5/08/02. In addition, a
certification statement was included on the Physician Admission Order completed on 5/08/02.
The first re-certification order for this patient was completed on 5/22/02, the second on 6/02/02,
the third on 6/20/02, the fourth on 7/19/02 and the last one on 8/16/02. However, only the
Physician Admission Order and the Physician Re-Certification Order completed on 7/19/02
were sent to OIG because the dates of service requested were from 7/24/02 through 7/31/02.
That is, Green Cross complied with the OIG’s document request relative to the specific dates of
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service referenced - the provider did not submit the entire voluminous medical record for each
patient. If the OIG wanted the complete record of each patient for review in this case, it should
have so requested. In short, the re-certifications TriCenturion claims are missing for 19 records,
in fact appear in the medical record. Green Cross is more than happy to submit the re-
certifications for these denied claims to the OIG. TriCenturion’s findings on all charts where the
re-certifications exist and can be provided should be reversed.

2, TriCenturion asserts that for twenty-one claims the initial re-certification

following admission to the program). In addition, for three of the twenty-one claims (samples
34, 37 and 47) subsequent re-certifications, required no less frequently than every 30 days, were
not found or not timely executed.

As mentioned above, only re-certifications that pertain to the dates being reviewed were sent
when a review is requested. For example, in the records for patient sample #88, the first
recertification order was completed on 10/07/02, which was the 14" calendar day following the
patient’s admission to the PHP on 09/23/02. Subsequent recertification orders were completed
on 10/23/02 and 11/20/02. Green Cross is more than happy to submit this information to the

— OIG. TriCenturion’s findings on all charts where the re-certifications exist and can be provided
should be reversed.

3. TriCenturion asserted that for twenty-seven claims, Green Cross’ records
did not include documentation of beneficiaries’ response to intensive therapeutic interventions,
changes in functioning and the status of serious psychiatric symptoms which continue to place
the beneficiary at risk of hospitalization. According to the relevant LMRP “re-certification
should be based on a thorough reevaluation of the treatment plan in relation to the reason for
admission and the progress of the patient.” Green Cross reviewed a sampling of the specific
records in question and in each case the re-certification met the requirements of the LMRP, The

patient. The Green Cross Medical Director is a “physician trained in the diagnosis and treatment
of the patient” as required by the relevant LMRP. Issues discussed include the patient's
treatment plan, progress toward identified and objective goals, response to treatment
interventions and obstacles in treatment. A summary of the discussion for each patient, along
with a mental status and review of each identified short-term treatment goal, is included in the
Weekly Summary and Treatment Plan Review. Each member of the interdisciplinary team,
including the Psychiatrist/Medical Director, signs each Summary and Treatment Plan Review.
Re-certification by the Medical Director is based on these findings, along with his own weekly
Individual Therapy session with each patient. This is clearly documented in Green Cross’ charts.
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For example, in the Weekly Summary and Treatment Plan Review for patient sample #26, on
08/03/01 states the patient’s response to intensive therapeutic interventions (“cooperative,”
“passive” and “needs frequent redirection™). It also states that the patient “reports feeling
comfortable in the groups” and that the patient is making progress towards “being less guarded
and defensive.” Changes in functioning and the status of serious psychiatric symptoms which
continue to place him at risk of hospitalization are reflected through the Treatment Goals Update.
Each short-term, measurable freatment goal is reviewed, along with the status of each goal. Each
treatment goal reflects a serious psychiatric symptom which places the patient at risk for
hospitalization.

In addition, the Weekly Summary and Treatment Plan Review completed on 07/05/02 for patient
sample #66 indicates the patient’s response to intensive therapeutic interventions (“cooperative,”
“inappropriate,” and “needs frequent redirection™). It also indicates changes in functioning and
the status of serious psychiatric symptoms which continue to place the patient at risk of
hospitalization, as indicated by the Treatment Goal Updates. These problems and goals
correspond to the problems and goals documented in the Interdisciplinary Master Treatment
Plan. For example, on this particular date (07/05/02), the findings of the clinical team ‘were that
patient had made further progress on Problem #1, Short-Term Goals #2, 3, 4 and 5, and Problem

#2, Short-Term Goal #1. Each of the goals mentioned in the Interdisciplinary Master Treatment
Plan reflect an objective and medically necessary behavior needed to obtain stabilization and
prevent hospitalization and thus reflect serious psychiatric symptoms which place the patient at
risk of hospitalization.

As the above examples demonstrate, this information is indicated in the medical records and
Green Cross would be more than happy to point them out to TriCenturion. Because this
information is contained in the records, these claims should be allowed.

4. TriCenturion asserts that one claim was denied because the re-certification
language utilized was not in compliance with the re-certification language required by the
LMRP. As noted above, the language used by Green Cross is unquestionably in compliance
with the substance of the language recommended by the LMRP and therefore these claims
should be allowed.

C. Beneficiaries Did Not Meet Medicare Eligibility Requirements.

1. The Draft Report states that thirteen claims were denied because there was
no documentation to identify that less intensive treatment were attempted and failed prior to
admission to the partial hospitalization program. The relevant LMRP does NOT require that less
intensive treatment options be tried and fail prior to admission to a partial hospitalization
program. Specifically, the LMRP states “[i]t is generally expected that less intensive treatment
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in an outpatlent seiting be attempted prior to admission to partial hospitalization.” A genéeral
expectation is not a mandatery requirement and it is improper and inconsistent with First Coast
practices and policy to deny a claim on this basis.

Even so, most of the patients referred to the PHP at Green Cross. are either transitioned from an
inpatient hospital treatment program or -are referred by their primary psychiatrists following
failed attempts to stabilize them at a less intensive level of treatment (i.e., outpatient therapy with
medicat‘ion management) Oﬁentimes patients are adm'i'tted to a weekly ontpatient program at
L1_censed P_sycholog1_st or L1.censed Cllmcal Somal W_orker ThlS outpat1ent pr.ogram is used
either as a step-down from PHP treatment or as an attempt to manage patients in a less intensive
outpatient setting.

For example, the Admission Note/Psychiatric Evaluation for patient sample #83 on 10/15/02
states: “patient had begun the weekly :outpatien_t program once again on 09/09/02 after
-recognizing that [the patient] was getting worse,’ A treatment plan for outpatlent therapy was

- . py by
iLlcensed Cllmcal Somal Worker In addltlon the patlent 'S prlmary psychlatnst the Medlcal
Director of Gteen Cross, was also making attempts ‘to stabilize patient through medication
changes"’ but the patient ¢ continued to deteriorate Because of these failed attempts ata less

adnntt.ed_ to the P_HP

2. TriCenturion concluded that one beneficiary was unable to participate due
to medical reasons as demonstrated by medical record documentation and that another
beneﬁclary could not tolerate the 1nten51ty of the part1a1 hospltahzanon pro gram as dernonstrated
all_patlents are both thSvlcally and mentally prepar_e.d to part1c1pate in the partlal hospltahzatlon
program. The Green Cross Medical Director, a Board Certified Psychiatrist, performs an
extensive initial evaluation for each patient referred. Included in the evaluation is a physical
examination. If the patient is admitted to the partial hospitalization program, on the day of
admission he/she is seen by the Clinical Director, a Licensed Psychologist, and an Initial
Treatment Plan is formulated. This initial treatment plan, along with clinical findings regarding
the patient, is discussed between the Medical Director and Clinical Director. At this time notes
are compared and questions are raised regarding any discrepancy in information or opinions.
Although the Medical Director makes the final decision, mutual respect and confidence allows
for open communication regarding whether or not a patient meets admission criteria. One of the
criteria addressed is whether a patient has the capacity for active participation in all phases of the

1-WA/2280424.7



Appendix D
Page 19 of 39

Loti Pilcher Morgan Lewis
Regional Inspector General for Audit Services COUNSELORS AT LAW
May 25, 2005

Page 19

program. In addition, within 72 hours of admission to the partial hospitalization program, a
patient is also evaluated by a Licensed Clinical Social Worker and a Psychosocial Assessment is
-completed The weekly 'clinical team meetings are also utilized to address treatment issues and

treatment this issue is addressed amon_gst the climcal team and the Medical Director m_a_kes a
decision regarding continued treatment.

The first patient referred to by TriCenturion is patient sample #32. Upon admission, this patient
presented with medical problems, as indicated by the Admission Note/Psychiatric Evaluation. In
particular the patient suffered from glaucoma and an ulcer on his right ankle. The Patient was
receiving treatment for the latter problem twice a week at South Shore Wound Healing Center, as
indicated in the evaluation, Although his medical problems exacerbated the patient’s depression,
the patient’s depression had been deteriorating following the loss of the patient’s sibling one year
prior to admission. The patient had been living with this sibling and other family members for
10 years Approxlmately one month followmg the loss of the patlent’s s1b11ng, this patient found
th_e farmly member ,pass.ed .away These los_ses,_ along w1th the patient’s medlcal problcm.s
contributed to severe impairment in daily functioning. However, the degree of impairment was

not considered so severe that the patient ‘was incapable of participating and benefiting from .an
active treatment program. ‘On the contrary, the patient made significant progress while in the
program. In particular, the Discharge Summary states, “[ The patient] appears less depressed and
more accepting of the losses [the patient] has expenenced in [the] family during the last year.
Patient is starting to show more motivation to engage in ADL’s, including self-care, and [the
patient’s] energy level has increased considerably. In addition, [the patient] is less isolative and
more able to interact with others and participate in pleasant activities. Regarding [the patient’s]
physical and medical problems patient started to learn better ways to compensate for [the
patient’s] limitations and to cope with [] illness. [The patient] was able to remain medically
stable while in the program and demonstrated more appropriate sleeping and eating patterns.”

Although TriCenturion believed that patient sample #32 was unable to participate due to medical
reasons, the above clearly shows that this patient was able to participate and in fact benefited
from the PHP. TriCenturion reviewers should not simply substitute their opinion for that of
medical professionals who actually interact, treat and care for patients. This claim should be
allowed.

The second patient referred to by TriCenturion is patient sample #76. As indicated in the
Admission No‘te/Psychi‘atric Evalua'tion this patient was referred to PHP treatment f0110wing
adrmtted 1n 11eu of continued hosp1talizat10n 7 During the initial evaluat1on the patient
presented as “very depressed and still slightly confused from the ECT applications,” The patient
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was “oriented to person and place but had difficulty with the date.” The patient needed
“prompting to elaborate on some of [the patient’s] responses, presenting as very quiet.” These
symptoms are common in patients following ECT treatment and tend to subside shortly following
such treatment. The patient’s primary psychiatrist, Dr. Hector Sanchez, had been treating this
patient for three years and also felt the patient was appropriate for PHP treatment at that time.

On the patient’s first date of treatment the patient responded adequately in the groups. In the
Symptoms Management Group on 09/09/02, the patient was “able to identify specific symptoms
that she is currently feeling. The patient was able to acknowledge how treatment is very
important in the patient’s life this time and is the patient’s number one priority, even though the
patient “appeared to be somewhat somatic and concerned with [the patient’s] physical health...”
On that same day in the Psychotherapy Process Group, the patient stated “at this time, the most
important thing is [the patient’s] health and what [the patient] needs to do to .improve [the
patient’s] mental health.” It later stated that “the patient became receptive towards the end of the
session.” On the following day the patient was “attentive and -alert” and “oriented x3” in all
three groups. The patient was able to verbally participate and demonstrated insight into the
patient’s problems. For example, in the Decision Making/Problem Solving Skills Group the
patient stated that “lately, [the patient] has not been strong enough to- make decisions by [the

patient’s self].” In the Grief/Loss Group that same day the patient discussed how the patient “is
having difficulty dealing with the multiple changes [the patient] has undergone during the
patient’s later years.” On 09/11/02 in the Insight/Self-Awareness Group it is stated that the
patient “was attentive and willing to participate™ and that the patient “was able to explore more
effective ways of coping with family conflicts as well as with [] mental illness.” In the Relapse
Prevention Group on that same date the patient “identified the need to comply with []

that “Positive feedback was provided to reinforee [the patient’s] insight and participation in this
group session,”

It was not until 09/13/02 that the patient began to demonstrate symptoms that were incompatible
with benefiting from treatment. For example, in the Psychotherapy Process Group it is noted
that “patient continues to be with a lack of concentration and communicating in a tangential
manner.” The therapist later stated that the patient “was not able to adequately discuss the
concept of control of our lives. The clinical will continue to monitor this situation to discuss
appropriate steps to take with this patient.” The patient had been presenting as tangential with
difficulty staying focused most of the day, which had been a setback for this patient. The issue
was addressed with the Medical Director and Clinical Director on that same date, as is protocol,
and the Medical Director made the decision to discharge patient that same day “due to medical
instability.”
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Although TriCenturion believed that patient sample #76 could not tolerate the intensity of the
partial hospitalization program, the medical records indicate that for a period of time, the patient
in fact was able to tolerate the intensity of the program. When it was later determined that the
patient was no longer able to tolerate the intensity of the program, the patient was discharged. It
is entirely normal for a patient’s mental status and ability to respond to treatment to change over
time, which is what occurred in this case. Because Green Cross appropriately dealt with the
subsequent changes in this patient’s status and made the proper decision to discharge the patient,
this claim should be allowed.. '

4. Conclusion.

We hope this letter clearly and unequivocally explains Green Cross’ position with respect to this

review. Because of its many weaknesses, we hope that the OIG reconsiders issuance of the Draft

Report in its current form. At minimum, Green Cross requests that the OIG reissue the Draft
Report after the following bulleted revisions and actions have been taken:

» Reconsider the denial of Green Cross’ request for an exit interview to discuss the

Draft Report and to have a full and meaningful dialogue concerning the conduct of

the Teview and the medical review findings.

e The OIG should reconsider its findings concerning a lack of internal controls because
the OIG never tested or reviewed Green Cross” internal controls.

o The Draft Report should be revised to explain how the evidence forms a rational basis
for the reviewer’s judgment that there is a lack of internal controls when other likely
and reasonable alternative explanations for the evidence, such as faulty medical
review, incorrect direction provided by First Coast and other reasons were not first
reviewed and ruled out.

o The Draft Report should describe and reconcile Green Cross’ longstanding positive
history with First Coast with the fact that TriCenturion’s asserted a 95% error rate.
At minimum the disparate results should be referenced,

e The Draft Report should describe what procedures were undertaken by the OIG to
ensure that TriCenturion’s medical review was accurate, fair and unbiased and that

LMRPs.

e The Draft Report should explain any procedures undertaken by the OIG to validate
the accuracy and reliability of TriCenturion’s medical review findings.
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¢ The Draft Report should disclose the fact that TriCenturion subsequently had its
contract to perform as a PSC for Florida and Puerto Rico terminated, the reasons for
such termination and whether the reasons behind the termination may affect the
reliability of the medical review results referenced in this report.

o The OIG should strike the medical review findings until a subsequent review can be
undertaken by properly licensed and qualified medical personnel to evaluate the
information Green Cross has provided herein.

o The OIG should revise the “Recommendation” section of the Draft Report to

Green Cross in a progressive action program as required by §3.11 of Medicare
Manual 100-8.

If we can be of any further assistance, please contact through the contact information set out
above,

Very ttl.'uly yours,

Attachments

cc:  Miguel Nunez MD, MBA
Gerald Dunham
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Morgan, Lewis & Bockius LLP A P

1111 Pennsylvanfa Avenue NW MOI'gan LJEWIS

Washington, DC 20004 COUNSELORS AT LAW

Tel, 202.739.3000

Fax:'202.739.3001

www.marganlewis.com

Patrick L. Gilmore
202.739.5578
pailmore@morganlewis.com

February 2, 2005

John T. Drake

Acting Regional Inspector General
for Audit Services, Region IV

61 Forsyth Street, S.W., Suite 3T41
Atlanta, Georgia 30303

Re:  Report Number: A-04-04-02003

_ DearMrDrake:
Thank you for your response dated January 24, 2005 to our correspondence of October 11 and
18,2004 to Charles Curtis. Although the information set out in your correspondence is helpful,
it raises material questions. In addition, we hereby request a formal exit conference to discuss
draft report number A-04-04-02003 entitled “Medical Review of Green Cross® Partial
Hospitalization Services for the Period August 1, 2000, through December 31, 2002 (the “Draft
Report”). As you know, in a meeting on July 20, 2004 between representatives of Green Cross
(the “Provider”) and OIG auditors, the OIG only presented the Program Safegua:rd Contractor’s
(the “PSC’s”) medical review results and were unable to discuss the PSC review resulis in any
substantive or meaningful way.

The following are questions and concerns raised by your January 24, 2005 correspondence:

1. Your response stated that the OIG had no interviews with the FI and CMS concemning
directions, policies or guidelines relative to the medical review and that the only
documentation concerning the conduct of the medical review was the Florida Local Medical
Review Policy (“FLMRP”) However, the Draft Report section entitled “Methodology”
states that the auditors “;..interviewed officials with the FI, CMS, and provider.” We are
requesting all documentatlon that was used by the independent reviewer to support the
statement that these officials were interviewed and information concerning the substance of
those interviews. We are basing this request on the OIG requirement found in The Audit
Process Manual (the “TAP Manual”) that all reports be independently reviewed.

Washingfon Philadelphia New York 'Los Angeles San Francisco Miami Pittsburgh  Princeton
" Chicago PaloAlto Dallas Harisburg Invine Boston London Paris Brussels Frankfurt Tokyo
1-WA/2334876.1 '
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2. Your response also stated that the OIG has no working papers regarding a review of the
Provider’s procedures because the OIG relied on substantive tests. The deductive conclusion
that the excessive error rate was the fault of the provider does not appear valid because it
does not rule out other possible conclusions. In a letter to Donald Czyzewski dated
September 22, 2004, the Provider suggested at least three other possible conclusions.
Briefly, these included: (1) The PSC review was based on different standards; (2) The
findings were contrary to the operable FLMRP as'it is construed by the cognizant FI; and (3)
the findings may have overlooked documents included in records reviewed.

In addition to the three possibilities mentioned above, there are other plausible conclusions as
well. Processing Medicare clainis includes an integrated network of control efivironments
that cannot be unilaterally reviewed. When assessing the cause of claims not meeting
reimbursement requitements, one is compelled to inspect a provider’s claims submission
procedures, the FI’s progressive corrective action program, and the FI's medical review and
provider education activities. Historically, the Provider fared well under claims reviews

conducted by the FI. There was rarely ever a denial and the Provider adopted any

d by the FL.

We therefore request the working papers that support the deductive conclusion that the
Provider did not have adequate procedures in place to ensure claims met the Medicare
.relmbursement requ1rements We are also requestmg the authonty or the guldance that the

not appear to be appropnate for conclusmn_s t_hat result in the repayment of millions of dollars
by a Medicare provider.

3. Your response implied that the reason that the information in the September 22, 2004 letter
from the Provider was not mentioned in the Draft Report was because the letter stated that it
was not to be considered a final rebuttal. While it is true that the Provider wanted to make
certain that the letter was not.considered a final rebuttal, the information in the letter was
directly relevant to the conclusions reached by the OIG in the Draft Report and warranted
serious consideration. ‘The letter advised the OIG of specific medical review errors on the
part of the PSC, and the Provider believed the OIG would want to investigate these disparate
matters before issuing an erroneous report. The Provider still intends that the matters
discussed in the letter be addressed in the Draft Report. In fact, the TAP Manual indicates
that the comments of the Provider should be sought throughout the audit; not just as a
rebuttal to the draft report ( see SWP-4).

1-WA/2334876.1
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4, The OIG has placed the totality of its audit results on the expertise of an external
organization: the PSC. We are requesting that we be provided with the verification process
that the OIG followed to selectan organization that qualifies as an expert in Medicare
coverage and reimbursement and to verify that the review was conducted according to
Medicare rules and regulations. We do not believe that a PSC is qualified by definition to
apply coverage and reimbursement rules developed by another entity.

Finally, we are requesting that we be given the opportunity to have a formal exit conference with
the audi'tors 'to dlSCllSS t'he draft report. At the time of the earlier meeting held on July 20, 2004,

PSC results could not be addressed at that time desplte the Prov:der s request because the
auditors said they could not discuss them. Again the TAP manual provides for an exit
conference to discuss the draft report and we are therefore requesting that one be scheduled as
soon as practicable.

Thank you for your usual prompt attention to this request.

cc: Miguel A. Nuiiez, Jr., M.D.
' Gerald R. Dunham

Christopher L. White, Esq.

T YUY A MM L0MIC 1
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y/, Office of Audit Services

REGION Iv
61 Forsyth Street, S.W.,, Suite 3T41
Atlanta, Georgia 30303

February 25, 2005
Report Number: A-04-04-02003

Mr. Patrick Gilmore, Esq.
Morgan, Lewis & Bockius LLP
1111 Pennsylvania Avenue N.wW.
Washington, D.C. 20004

Dear Mr. Gilmore:

This is in response to your February 2, 2005 letter requesting a second exit conference and
additional information to respond te our draft report entitled Medical Review of Green Cross’
Partial Hospitalization Services for the Period of August 1, 2000, through December 31, 2002
(report number A-04-04-02003). Specifically, in your February 2" fetter you requested:

(1)  asecond exit conference with the auditors to discuss the draft report;
(2)  all documentation that was used by the independent reviewet to support the statement

that officials with the fiscal intermediary (FI), the Centers for Medicare & Medlcald
Services (CMS), and the provider were interviewed and information concerning t

substance of those interviews;

(3)  the working papers that support the deductive conclusion that the provider did not
have adequate procedures in place to ensure claims met Medicare reimbursement
requirements;

(4)  that the matters-discussed in the September 22, 2004 letter from the provider be
addressed in the draft report; and

(5)  the verification process that the Office of Inspector General (OIG) followed to select
an organization that qualifies as an expert in Medicare coverage rules and regulations.

In response to requested item (1), we have provided all available information relative to medical
review findings and during the initial exit conference on July 20, 2004, we informed Green Cross
that due process would be afforded through the provider’s right to appeal. We stated that any
disagreements to medical review findings would need to be addressed with the FI during the
audit resolution process. We do not believe another conference would be beneficial.

We also explained to Green Cross that it would have the opportunity to provide management
comments to express concerns relating to the findings. ‘Green Cross’ management comments
will be incorporated as submitted into the final report. The only exception is if the response
specifically identifies a patient, that part would have to be redacted.
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Relating to requested item (2), we have no documentation other than the Florida Local Medical
Review Policies (FLMRP) as the interviews we had with the FI and CMS did not involve
directions, policies or guidelines relative to the medical review. Rather, our discussions related
primarily to identifying providers for review.

Relating to requested item (3), as stated in our draft report, the conclusion that the provider did
not have adequate procedures in place is a deductive conclusion based on the results of the
medical review documentation provided by Green Cross. Our logic is that if the provider had
adequate procedures in place, the medical reviewers would not have determined that 95 of the
100 claims did not meet Medicare reimbursement requirements. -Generally accepted government
auditing standards permit the use of analytical evidence based on rational arguments. Our
conclusion is a logical sequence and to the reported findings. Therefore, we continue to believe
our conclusion is appropriate.

Relating to requested item (4), we again assert that Green Cross would have an opportunity to
provide management commients to express concems relating to the findings, and that these
comments will be incorporated into the final report.

Regarding requested item (5), OIG uses an existing CMS contract with the program safeguard
contractor (PSC) to perform claims reviews on behalf of the QIG. We rely on CMS to ensure
that the PSC medical reviewers are qualified to perform Medicare medical reviews.

Your letter also stated that, “We do not believe that a PSC is qualified by definition to apply
coverage and reimbursement rules developed by another entity.” The Health Insurance
Portablhty and Accountability Act (HIPAA) of 1996 established the Medicare Integrity Program,
in part, to strengthen CMS’s ability to deter fraud and abuse in the Medicare program. CMS
created PSCs to perform program safeguard functions such as medical review, cost report audit,
data analysis, provider education, and fraud detection and prevention. Under a task order
awarded on .Tune 3, 2002 TriCentunon perfonned ﬁaud and abuse safeguard ﬁmctlons for the

Optlons Inc

We have provided you with all requested information, except for information applicable to your
firm’s Freedom of Information Act (FOIA) request. Once your firm has been notified of the
departmental decision regarding your FOIA request, please provide us with a response to report
number A-04-04-02003 no later than 30 days from that date. If you do not provide comments by
close of business on that date, we reserve the right to issue the report as final without comments.
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If you have any questions or need additional information, please contact Mr, Donald Czyzewski,
Audit Manager, at (305) 536-5309, extension 10, or Mr. Mario Pelaez, Senior Auditor, .at
(305) 536-5309, extension 15.

Sincerely,

ez LoriS.Pilcher =~ %
Regional Inspector General
for Audit Services, Region IV
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September 22, 2004
neLno MG
e Donald G. Czyzewski, Audit Manager
i Office of inspector General _
. Cifice of Audit Services, Region IV
SRR 51 SW 1% Ave., Rm 504
Federal Building, Box 20
D Miami, FL 33130-1631
i A L L)
BN RE: *Summaiy of Findings" and exit conference for Green Cross, Inc.
10-4666. CIN: A-07-04-04028 (This should not be construed as a
WS e T s response to a “draft repoit” of the OIG).

Dear Wir. Don Czyzewski:

1 am writing in folfow up to the exit conference of July 20, 2004, where the
OIG shared, but were unable to substantively address, the PSC's findings
based upon review of 100 patient charts. The Green Cross clinical team,

assisted by cutside clinical cansultants, closely reviewed each medical
record al issue in response to the PSGC's findings. The review
demonstiraled gross error and inconsistencies with prior audit results.
Based on these errors, we feel compelled to write at this time, even before
having received a draft audit report, to bring these erors and
inconsistencies to the OIG's attention. Notwithstanding the detail and
anaiysis presented in this letter, 1his letler should not be construed as
Green Cross's rebuital statement in response to the audit. Green Cross
expressly reserves its rights to comment upon the drait audil report, within
a reasonable period after Green Cross's receipt of the report.

The “Summary of Findings” provided in a spreadsheel formal during our
exit conference provides reasons for denial that on our careful review are
nct substantiated by the facts. Our confidence in our medical records is
nol sclely based on our review but also of being under periodic review by
the fiscal inlermediary and by undergoing a full probe review of forly
medical records covering this same time period conducted by the medical
review department of our fiscal intermediary.

Pane 1 or 8



Green Cross, Jag. 10-4066, CIN A207-04:04028 Response ta O1G: Exii: Cont Suinmary — Sept- 22, 2004

Green Cross, inc. was under 100% medical review by the fiscal
intermediary from early 1998 through the beginting of 1999. Subsequent
to that we came steadily off review and have had periedic reviews of
samples of our charts as well as the probe review at the end of 2001. The
probe review during this period showed our medical records to be in
compliance with the standards of documentation and found the claims to
be acceptable. The other periodic reviews conducted around this same
time penod by the fiscal intermediary of a sampling of our records also
resulted in favorable findings. We have had a good waorking relationship
with the fiscal intermediary and any feedback the FI has provided we have
been quick to ‘adopt. Qur center has also undergone Joint Commisgsion
(JCAHQ) accreditation and reaccredidation reviews. We have been
JCAHO accredited since 1996, We believe from our detailed review of the
records in question that all of the claims will ultimately be acceptabie to
the fiscal intermediary.

It is quite possible that in reviewing these claims, if we are to assume a
noh-ptejudiced review, the PSC may have .applied different criteria thal
have resuited in adverse findings for the providers selected for medical
review. Given that other reviews by independent eutside agencies do not
corroborate the findings presented at the exit conference but instead
clearly contradict them highlights the lack of reproducibility -of the OIG

findings and undermines the review process implemented by the PSC of

the medical records. In the scientific community such contradictory and
non= reproducnble fmdmgs would not be worthy of pubhcatlon in any peer—
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reviewed jou

conclusions c¢ou Id be drawn they would be to hlghhghl a possnble dlspanty
in tha review process and criteria used by ihe fiscal intermediary (whose
reviews have been cotroborated by JCAHO reviews and our own internal
reviews) and the current review produced by the PSC that has a radically
different outcome.

Upon close scrutiny, the PSC's findings raise significant concerns
because: (1) they are inconsistent with the provider's long-standing
experience with mulliple other audits, and appear to be based on different
standards than those applied in other Medicare audits; (2) the findings are
contrary to the operable LMRP as it is construed and applied by Green
Cross's fiscal intermediary; (3) the findings overlock documents included
within the recerds under review. We woutd welcome the opportunily o
discuss the PSC findings with their reviewer.

I will highlight some of our findings in reviewing the summary provided by

the OIG in the Exit Conference. On the first page of the summary, 17
claims were denied stating “...the required certification language did nol
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contain the required certification content as per LMRP...." The language
suggested by the LMRP is: "l certify that the benefi mary would require
inpatient psychiatric care in the absence of partial hospitalization services,
and services will be furnished under the care of @ physician, and under a
written plan of treatment.” We looked at all 17 medical records and -each
had the certification language. An example of the cerdification language
we use contained at the end of the Psychiatric Admission Note and signed
by a licensed Psychiatrist is a follows:

“l, @ physician licensed to practice medicine, certify that Partial
Hospitalization services are medically necessary in lieu of
hospitalization to improve the patlent's condition and functional
level. | further certify that the patient is capable of paricipating in
all aspects of the Partial Hospitalization Program, has adequate
support outside the PHP and is not currently a threat to him/herself
or others. | will oversee care for this patient and help develop a
written individualized treatment plan geared toward stabilization.”

This same language, minus the last sentence, is again contained and
reaffirmed on our physician’s admission order sheet.

The next reason given for denial states, “... Specifically, it did not include
documentation of beneficiaries response 1o iniensive therapeutic
interventions, changes in funclioning and the status of serious psychiatric
symptoms which continue to place the beneficiary at risk of
hospitalization.” According to the relevant LMRP *recettificationshauldbhe

based on a thorough reevaluation of the treatment plan in relation to the
reason for agdmission and the progress of fhe patient.” We looked at the
specific records in question (or a sampling of them) and in each case the
recertification met the requirements of the LMRP, Al Green Cross, Inc.,
weekly clinical team meetings are held by the Medical Director to
thoroughly discuss each palient. Issues discussed during these meetings
include, but are not limited to, the patient’s treatment plan, progress
toward identified and objective goals, response to treatment interventions
and obstacles in treatment. A summary of the discussion for each patient,
along with a mental stalus and review of each identified short-term
treatment goal, is included in the Weekly Summary and Treatment Plan
Review. Each member of the interdisciplinary ieam, including the
Psychiatrist/Medical Director, signs each Summary and Treatment Plan
Review. Recertification by the Medicai Direclor is based on these findings,
along with his own weekly Individua! Therapy session with each patient.

This is ali clearly documented in our chars as can be seen from a sample
of a reviewed chart. In the Weekly Summary and Treatment Plan Review
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for this patient, it states his response to intensive therapeutic interventions
("cooperative,” "passive” and "needs frequent redi’rection"). [t also stales
that he "reports feeling comfortable in the groups” and that he is making
progress towards "being less guarded and defensive.," Changes in
functioning and the status of serious psychialric symploms which centinue
!o place h|m at nsk of hosp:tahzalton are reflected through the Treatmenl
lnterdlsmphnary Master Treatmenl Plan) is rewewed along with the status
of each goal. Each treatment goal reflects a serious psychiatric symptom
which places the patient at risk for hospitalization.

The next reason for denial given was "Recertification did not mest
requirements” and “For these 19 claims, the required initial recertification
was not found in the medical records documentation as required by
LMRP." As noted above, a cerlification statement is included at the end of
each Admission NotefPsychlatnc Evaluation, In addition, a certification
statement is also included in the Physician Admission Order. Each of
these documents IS completed and plac:ed m lhe chart wuhm 24 hours of
.recemﬂcahon is completed on 1he 14th calendar day followmg admlssvon
to the PHP (this is -more stringent than the pubtished guideline in the
LMRP to recertify on the 18 " calendar day), with subsequent
recertification completed no less frequently than every 30 days. This also
addresses the following reason given for denial of 21 other claims, “the
initial recerlificalion was not documented as being performed on the date
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required by LMRP (18 calendar days follawing admission to the program)
. subsequent recertification required no less frequently than every 30
days were not found or not timely executed.”

When a chart is requested for review, Green Cross, [nc. sends, in addition
to other requested documents, the Admission Note/Psychiatric Evaluation,

the Physiclan Admission Order and the Physician Recertification Order

that pertains to the dates of service being reviewed. As an example one
of the palients listed had an admission on May 8, 2002, For this patient, a
cettification statement ig included at the &nd of the Admission
Note/Psychiatic Evaluation completed on 5/08/02. In addilion, a
certificalion statement is included on the Physician Admission Order
completed ¢n 5i08/02. The first recertification order for this patient was
completed on 5/22/02, the second on 6/02/02, the third on 6/20/02, the
fouth on 7/19/02 and the last one on 8{16/02. Only the Physician
Admission Order and the Physician Recertification order completed on
7/19/02 were sent because the dates of service requested were from
7/24/02 through 7/31/02.
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Another reason given for denial of 10 claims was “...the initial psychiatric
evaluation/certification did not contain cerfification language required by
LMRP. Specifically, they did not include an attestation that the services
wilk be furmnished under the care of a physician and under a written plan of
care”. We have already noted abave the language in our certification
which contains in substance everything required by the LMRP.
Furthermore, a review of charts was conducted by the Fiscal Intermediary
ih 2002. In addition, charts have also been reviewed intermittently
throughout the recent years by the Fl and have always been found
favorable. A cooperative working relationship has been maintained with
the reviewers and verbal feedback was often given by them on ways the
chart documentation can be improved. Such feedback has always been
considered and immediale changes implemented. Throughout these
reviews comments were never made regarding certification documents
and the charts have been found favorable. Some of these same charts
that have been reviewed and found favorable have been denied at this
time by the OIG Inspection. As noted our charts include a comprehensive
treatment plan signed by the psychiatrist as well as at least weekly
pragress notes by the psychiatrist, there is no question treatment in our
facility is under the care of a physician.

The next denial reason for 2 claims is “...the medical necessity for partial
hospitalization services was not established. Medical reviewers concluded
that there was no medical hislory of physical examination that was current
or completed within the last 30,days as required by LMRP." The Medical
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Director of Green Cross, Inc. performs physical examinations far all
patients admitted to the partial hospitalization program if one has not been
performed within 30 days prior to admission or if not available from
another provider for inclusion in the medical record. When performed by
the Medical Director, it is included in the Admission Note/Psychialric
Evaluation in the section titled "Physical Examination. In our review and
the muiltiple reviews conducted by the fiscal intermediary this has always
been easily found in our documentation.

Another reason for denial of 13 claims was “...there was no
documentation to identify that less intensive treatment options (i.e.,
intensive outpatient, psychological, cay treatment) were attempted and
had failed prior to admission to the PHP program.” Most of the patients
referred to the PHP at Green Cross, Inc. are either iransitioned from an
inpatient hospital treaiment program or are referred by their primary
psychiatrists following failed attempts to stabilize them at a less intensive
level of trealment (i.e., outpatient therapy with medication management).
Oftentimes patients are admitted to a weekly outpatient program at Green
Cross, Inc., which consists of weekly group therapy and/or individual
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therapy conducted by a Licensed Psychologist of Licensed Clinical Social
Worker. This outpatient program is used either as a stepdown from PHP
freatment or as an attempt to manage patients in a less intensive
outpatient setting.

All of this is clearly documented in the chads in question. As an exampie
from one of the charts, in the Admission Note/Psychiatric Evaluation it
was noted that the patient “had begun the weekly outpatient program once
again on 08/09/02 after recognizing that she was getting worse.” A
treatment plan for outpatient therapy was formulaied andfor reviewed by
two Licensed Psychologists and a Licensed Clinical Social Worker at that
time and attempts were made to stabilize patient at this less intensive
level of treatment. Specifically, she was being seen weekly for group and
individual therapy by a Licensed Clinical Social Worker. In addition, her
primary psychiatrist, the Medical Direclor of Green Crass, Inc., was also
making attempls "to slabilize patient through medication changes” but she

"continued to deteriorate.” Because of these failed atlempts at a less

intensive level of treatment and because of her severe presenting
sympioms, she was admitted to the PHP.

Again, another reason given for denial of 10 claims was "...the re-

certification did not contain the required cerlification content as per the
LMRP. Spec‘iﬁcally it did n‘ot 'inc'l‘ude documentation oi beneﬁciaries

Appendix D
Page 37 of 39

a nd the Status of se_n_ous psychnatnc symp,tomb which con__tmue to _place
the beneficiary at risk of hospitalization. In addition, the re-certification
decument consisted solely of physician orders and the physician
aftestation thal continued attendance to the PHP was necessary to
prevent inpatienl hospitalization. " As menlioned above, the VWeekly
Summary and Treatment Plan Review contains documentation of the
patient's response to intensive therapeutic interventions, changes in
funetioning and the slatus of serious psychiatric symptoms which continue
to place the patient at risk of hospitalization. These Weekly Summary and
Trealment Plan Reviews, along with the Medical Directors weekly
individual Therapy sessions with each patient, help him determine
whether recerlificationfcontinued PHP treatment would benefit patient to
prevent relapse or hospitalization.

Also. as indicated ahove, are the reviews of charts which have been
conducted intermittently in recent years by the Fiscal intermediary.
Throughout these reviews comments were never made regarding
recertification documents and the charts have been found favorable. As
an example taken from one of the charts in question, the Weekly
Summary and Treatment Plan Review completed on indicates her
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response  to  intensive therapeutic interventions (“cooperative,”
"inappropriate,” and "needs f{requent redirection"). It also indicates
changes in funclioning and the status of serious psychiatric symptoms
which continue to place her at risk of hospitalization, as indicated by the
Treatment Goal Updates. These problems and goals correspond 1o the
problems and goals docurmented in the (nterdisciplinary Master Traatment
Plan. Each of the goals mentioned in the Interdisciplinary Master
Treatment Plan reflect an objective and medically necessary behavior
needed 1o obtain stabilization and prevent hospitalization and thus reflect
serious psychiatric symptoms which place the patient at risk of
haospitalization.

The next reason for denial of 1 claim was "...the recertification language
utilized was not in compliance ith the recerimcatnon language required by
the LMRP". 1have previously noted the language we use and noted how
itis unquest|0nably in compliace with the substance of the language in the
LMRP. Furthermare, several charls from the same period of lime
reviewcd b_y :’(‘h‘e -O'IG 'have been re&"ie;wed and. approved -hy- the Fiscal

has been prowded changes have been made gmmedlatelvy For exampie
Green Cross, In¢. was asked in December, 2000, 10 include the length in
time of each group provided on page 1 of the Inlerdisciplinary Master
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Treatment Plan form. This form was modified immediately,

For 2 claims, "...it was c¢oncluded that 1 beneficiary was unable to
participate due to fmedical reasons as demonstrated by medical records
documentation and Lthe other beneficiary could not tolerate the intensity of
the PHP as demonstrated in the psychiatric evaluation.” At Green Cross,
Inc., an extensive initial evaluation is performed by the Medical Director, a
Board Certified Psychiatrist, for each patient referred. Included in the
evaluation is a p’hys’ur-a'l examinatnon 'If the patlent is adm’xﬂed ta the PHP
Psychologlst and an lmtlal Treatmem Plan is formulated (see Attachment
N). This initial treatment plan. along with clinical findings regarding the
pcment is dlscussed be‘(ween the Med lcal Dlrec!or and Chmcal D:rector At
d;sc_repancy in mformahon or op:mons Although tho Medlcal Dlrector
makes the final decision, mutual respect ané confidence allows for open
communication regarding whether or not a patiehl meets admission
criteria. One of the criteria addressed is whether a patient has the capacity
for active participation in all phases of the program. In addition, within 72
hours of admission to the PHP, a patient is also evaluated by a Licensed
Clinical ‘Social Worker and a Paychospcial Assessment is completed, The
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weeKly clinical team meetings are also utilized to address treatment issues
and iffhow the patient is benefiting from the program. lf a patient
decompensales in lhe course of treaiment, this issue is addressed
amongst the clinical team and the Medical Director makes a degcision
regarding continued treatment,

In conclusion, based on our review of the records and the documentation
we provided as well as based on the previous multiple intensive reviews of
our medical records by the fiscal intermediary these denials could tot hold
up when reviewed in a non-prejudicial manner. We would welcome the
opportunity fo meet in persan with the PSC reviewers for a direct
explanation af the basis for each denial. If this audit were to he held up to
the government's due diligence standards the only reasonable conclusion
from the data presented at the exit conference is to highlight a possible
disparity in review processes and not an internal deficiency of a provider.

I hope these comments have been helpiul. At Green Cross, lnc. we have
a long history of working together with government, it's agencies, and
contractors to provide quality mental health services to our community.
Should you have any questions or wish 1o dialog further please feel free lo
contacl me.

Caordiaily,

Chief Executive Officer

Cc:  Patrick J. Cogley, Audit Manager, OIG/OAS
James |. Korn, CPA, OIG/OAS
Iario Pelaez, OIG/OAS
Christopher L. White, Esq., Morgan, Lewis & Bockius
Gerold Dunham, PPS, inc.
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