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I     INTRODUCTION

Fundamentally, compliance efforts are designed to establish a culture within a healthcare facility that promotes prevention, detection, and resolution of instances of conduct that do not conform to federal and state law, and federal, state and private payor health care program requirements, as well as DMHAS ethical and business policies.  A compliance program needs to be a systematic, center-wide plan that sets forth CRMHC’s program for proactively detecting, preventing, and reporting violations of laws and regulations.  The compliance program establishes mechanisms for investigating potential noncompliance, establishes effective, anonymous channels of communication and reporting for employees, and provides guidelines for and education of employees regarding legal obligations.

There are three main factors that affect the behavioral healthcare environment which necessitate implementing internal controls, or a compliance program.  The amount of federal spending for behavioral health has dramatically increased over recent years.  Over the same period, federal regulations have become more complex, and administrative and judicial enforcement of the Medicare/Medicaid Anti-Fraud and Abuse statutes and regulations have been on the rise.  Increased enforcement efforts have created a perception that there is increased incidence of Medicare fraud and abuse, triggering policy makers and regulators to further revise and change existing certification, coverage, reimbursement and other rules, contributing to additional confusion.

CRMHC can gain numerous benefits by implementing an effective compliance program.  These benefits include:

· The development of effective internal procedures to ensure compliance with regulations, payment policies and coding rules;

· Improved medical records documentation;

· Improved education for employees;

· More streamlined operations through better communication and more comprehensive policies;

· The avoidance of potential liability arising from noncompliance; and,

· Reduced exposure to penalties.

With the development of a formal program, everyone may find it easier to comply with their affirmative duty to further the Center’s mission to provide quality care to clients and to ensure the accuracy of claims submitted for reimbursement.

II.   Oversight

Compliance Officer
The Compliance Officer Committee is responsible for the implementation of CRMHC’s Compliance Plan, and will conduct periodic reviews of legal and regulatory compliance matters and will prepare and provide recommendations for actions to be taken in the event of an actual, reported, or suspected instance of noncompliance with this Compliance Plan.  The  Compliance Officer is  appointed by the Chief Executive Officer of Capitol Region Mental Health Center and will periodically report any issues or activities to the Executive Management Committee.  The Executive Management Committee will provide oversight to the Compliance Program.   The Compliance Officer’s  functions include:

· Analyzing the healthcare environment, the legal requirements with which CRMHC must comply, and specific risk areas;

· Assessing existing policies and procedures that address these areas for incorporation into the compliance program;

· Working with appropriate departments to develop standards of conduct and policies and procedures to promote compliance with CRMHC’s program;

· Recommending and monitoring, in conjunction with relevant departments, the development of internal systems and controls to carry out the organization’s standards, policies and procedures as part of its daily operations;

· Determining the appropriate strategy/approach to promote compliance with the program and detection of any potential violations, such as through hotlines and other fraud reporting mechanisms; and,

· Developing a system to solicit, evaluate and respond to complaints and problems.

· Overseeing the implementation of the compliance program;

· Reporting on a regular basis to the CEO  on the progress of implementation, assisting in establishing methods to improve the Center’s efficiency and quality of services, and to reduce the Center’s vulnerability to fraud, abuse, and waste;

· Periodically revising the program in light of changes in the needs of the organization, in the law, and policies and procedures of government and private payor health plans;

· Developing, coordinating, and participating in a multifaceted educational and training program that focuses on the elements of the compliance program, and seeks to ensure that all appropriate employees and management are knowledgeable of, and comply with, pertinent federal and state standards;

· Coordinating personnel issues with the Human Resources department to ensure that the National Practitioner Data Bank and Cumulative Sanction Report have been checked with respect to all employees, medical staff and contractors;

· Independently investigating and acting on matters related to compliance, including the flexibility to design and coordinate internal investigations(e.g. responding to reports of problems or suspected violations) and any resulting corrective action with all Center departments, providers, and sub-providers (e.g. home health agencies and skilled nursing facilities); and,

· Developing policies and programs that encourage managers and employees to report suspected fraud and other improprieties without fear of retaliation.

The Compliance Officer has the authority to review all documents and other information that are relevant to compliance activities, including, but not limited to, patient records, billing records, Center’s arrangements with other parties including employees, independent contractors, and suppliers.  This authority enables the Compliance Officer to review contracts and obligations that may contain referral and payment issues that could violate the anti-kickback statute, as well as the physician self-referral prohibition and other legal or regulatory requirements.

NOTE:
The Cumulative Sanction Report is an OIG report available on the internet at http://exclusions.oig.hhs.gov/search.aspx .   It is updated on a regular basis to reflect the status of health care providers who have been excluded from participation in the Medicare and Medicaid programs.  In addition, the General Services Administration maintains a monthly listing of disbarred contractors on the internet at http://epls.arnet.gov.  Also, once the data base established by the Health Care fraud and Abuse Data Collection Act is fully operational, CRMHC should regularly request information from this data bank as part of its employee screening process.
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Policy:  

Capitol Region Mental Health Center is a public institution dedicated to the highest level of patient care.  In pursuing this mission, CRMHC expects all of its employees to act ethically and legally.  This Code of Conduct has been adopted to ensure that these expectations are understood and met.

The basic principles of conduct are as follows:

· BE HONEST AND ETHICAL. Every employee is expected to adhere to high ethical standards when he or she acts on behalf of CRMHC.
· OBEY THE LAW.  There are many laws and regulations that govern the activities of CRMHC.  CRMHC has developed policies to help explain these requirements.  If you are not certain about what the law requires, you should ask for help.  Guidance can be obtained from your supervisor, Division Director, or Compliance Officer.
· HONOR CONFIDENCES. Our patients rightfully expect that their private healthcare information be handled appropriately.  Confidential information relating to CRMHC should be protected.
· REPORT CONDUCT THAT CONCERNS YOU.  If you believe that you have information about an activity that may be illegal or unethical, you should report such issues to your supervisor, Division Director, Human Resources Director, or Compliance Officer. CRMHC will make every effort to maintain, within the limits of the law, the confidentiality of the identity of an individual who reports misconduct.
Failure to follow these principles of conduct may result in disciplinary action leading up to, and including, termination.
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Policy:  

 
Capitol Region Mental Health Center is committed to maintaining high quality care and service as well as integrity in its financial and business operations.  Therefore, CRMHC will conduct appropriate screening of key providers, employees, and independent contractors to ensure that they have not been sanctioned by a federal or state law enforcement, regulatory, or licensing agency. In addition, As part of the DMHAS Medicare Compliance Program, the Office of the Commissioner’s (OOC) Human Resource Department shall be responsible for checking the Office of Inspector General’s (OIG) Exclusion List twice a year to determine if any current DMHAS employees have been added to the list.  Any employees found to be on this list, shall be referred to the appropriate facility Human Resource Director and Compliance Officer for further investigation/corrective action.

Procedure: 

1.  Capitol Region Mental Health Center will conduct screening of relevant employees and contractors, both at the time of employment and every two years thereafter.  The employment Commitment Letter will include a statement that continued employment is contingent upon the employee always being in good standing (not sanctioned or excluded) by any federal or state law enforcement, regulatory, or licensing agency.  CRMHC will take all reasonable steps to verify that this condition of employment is adhered to.

2.  The credentials of all licensed staff will be verified with appropriate licensing and disciplining authorities, including any adverse actions taken against the individual that might impair his or her performance of duties or fiduciary responsibilities on behalf of the organization.  This verification  process shall include checking against the LEIE of the Office of the Inspector General (US Department of Health and Human Services), General Services Administration Debarment List, and National Practitioners Data Bank.
3.  The OOC Human Resource Department shall download an electronic copy of the OIC Exclusion database on January 1 and July 1 of each year. This database will be electronically compared to the current DMHAS employee database to determine if there are any matches based on last name and date of birth.
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4.  Any such matches will be immediately reported to the appropriate facility Human Resource Department and the facility Compliance Officer.  This report shall include all other identifying information available from the OIG database.

5.   The facility HR Department and/or Compliance Officer shall conduct a preliminary investigation to determine if the name on the OIG Exclusion List is, in fact, the same person as the DMHAS employee with the matching last name and date of birth.  If this preliminary investigation confirms that a DMHAS employee is on the OIG Exclusion list, an investigation shall be conducted to determine if disciplinary action or other corrective action is warranted (see procedure MH20).
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*******************************************************************Policy:  

Capitol Region Mental Health Center is committed to ensuring that its reimbursement practices comply with all federal and state laws, regulations, guidelines, and policies.  The organization prohibits the intentional submission for reimbursement any claim that is false, fraudulent, or fictitious.  Furthermore, the organization is committed to ensuring against the accidental submission of any claim that is false or inaccurate.

Procedures

1. All employees will receive compliance training that will reinforce the following: anyone that has knowledge of a problem related to reimbursement  (e.g. submission of a claim that is false or contains false information) must report that problem to management; failure to report a known problem related to reimbursement will subject an employee to disciplinary action; and anyone reporting a problem or concern in good faith will be protected by the non-retaliation and non-retribution requirements.

2. The Compliance Officer is responsible for responding, in a timely manner, to all problems, concerns, or questions related to reimbursement practices.

3. The Compliance Officer is responsible for ensuring that appropriate remedial actions are taken for any irregularities uncovered.

4. The Compliance Officer will ensure that training is provided to all staff involved in reimbursement as part of new employee orientation.
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Policy:  

All employees have an obligation to conduct business within guidelines that prohibit actual or potential conflicts of interest.  This policy is established to ensure that patient care and business activities are conducted in an objective manner and are not motivated by desire for personal or financial gain.  Employees are required to disclose any actual or potential conflict of interest and seek guidance on how to handle the situation.  A conflict of interest is any situation in which financial or other personal considerations may compromise or appear to compromise an employee’s business judgement, delivery of patient care, or ability of an employee to do his or her job.  Business dealings with outside entities should not result in unusual gain for those entities, Capitol Region Mental Health Center, DMHAS, or an employee.  The materials, products, designs, plans, ideas, and data are the property of Capitol Region Mental Health Center and should never be given to an outside firm or individual except through normal channels with appropriate prior authorization.  Any improper transfer of material or disclosure of information, even though it is not apparent that an employee has personally gained by such action, is prohibited.

Procedures:

1. Actual or potential conflicts of interest must be disclosed to the Compliance Officer or CEO.

2. Employees must seek guidance and approval from appropriate management personnel prior to pursuing any business or personal activity that may constitute a conflict of interest.                                                      
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*******************************************************************Purpose:

Capitol Region Mental Health Center recognizes that a critical aspect of its compliance program is the establishment of a culture that promotes prevention, detection, and resolution of instances of conduct that do not conform to federal, state, and private payor healthcare program requirements, as well as the organization’s ethical and business policies. To promote this culture, Capitol Region Mental Health Center establishes a problem resolution process and a strict non-retaliation policy to protect employees and others who report problems and concerns in good faith from retaliation.  Any form of retaliation or retribution can undermine the problem resolution process and result in a  failure of communication channels in the organization.

Policy:  

All employees have an affirmative duty and responsibility for reporting perceived misconduct, including actual or potential violations of laws, regulations, policies, procedures, or this organization’s code of conduct.  An “open door policy” will be maintained at all levels of leadership to encourage employees to report problems and concerns.  Employees may proceed up the chain of command or communicate with the Human Resources Department or Compliance Officer if their problem or concern is not resolved.  Any form of retaliation against an employee who reports a perceived problem or concern in good faith is strictly prohibited.  Any employee who commits or condones any form of retaliation will be subject to discipline up to, and including termination.  Employees cannot exempt themselves from consequences of their own misconduct by reporting the issue, although self-reporting may be taken into account in determining the appropriate course of action.
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Procedures:

1. Knowledge of misconduct, including actual or potential violations of laws, regulations, policies, procedures, or the organization’s code of conduct must be immediately reported to leadership or to the Compliance Officer.

2. Employees may also report problems or concerns to the Human Resources Department.

3. If an employee’s concern or problem cannot be satisfactorily resolved or special circumstances exist, the employee should report such concern or problem to the Compliance Officer.

4. Management must take appropriate measures to ensure that all levels of leadership support this policy and encourage the reporting of problems or concerns. 

5. The Human Resources Director will be responsible for the investigation and follow-up of any reported retaliation against an employee.  

6. The Human Resources Director will report the results of an investigation into   suspected retaliation to the Executive Management  Committee.
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Policy:  

The development and implementation of regular, effective education and training seminars for all employees are integral parts of the compliance program.  All employees, including new hires, will receive education related to the organization’s overall compliance program.  Employees in identified risk areas will receive more detailed education related to their function and responsibilities.

Procedures:

1. The Compliance Officer is responsible for developing the center-wide compliance education curriculum and monitoring and ensuring that the compliance training and orientation occurs and is meaningful to employees.

2. Compliance education seminars at a minimum will include information on the Code of Conduct, communication channels, organizational expectations for reporting problems or concerns, and non-retaliation policy.

3. Education materials will be developed to facilitate the compliance sessions and ensure a consistent message is delivered to all employees.  Education materials must be standardized to ensure that everyone attending the seminar receives the same instruction.

4. Employees will be provided with the opportunity to seek clarification or more information on any aspect of the compliance program.

5. Only properly trained individuals will be used to provide compliance education and training seminars.

6. All managers are responsible for coordinating with the Compliance Officer and Staff Development Coordinator to ensure that specialized compliance education occurs in identified risk areas.
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7. Individual supervisors and managers should also use normal communication and supervisory channels to inform employees about compliance policies and legal requirements applicable to their job functions, and to reinforce the necessity of strict compliance with CRMHC policies and requirements.

8. The Staff Development Coordinator is responsible for submitting periodic reports to the Compliance Committee on all education seminars related to the compliance program.
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Policy: 
Capitol Region Mental Health Center developed and implemented a compliance program in an effort to establish, in part, effective internal controls and promote adherence to applicable federal and state laws  and the program requirements of federal, state, and private health plans.  An important component of the compliance program is the use of audits and/or other evaluation techniques to monitor compliance and assist in the reduction of identified problem areas.  Capitol Region Mental Health Center will conduct ongoing auditing and monitoring of identified risk areas related to compliance.  It is the responsibility of the leadership of Capitol Region Mental Health Center to ensure that ongoing auditing and monitoring are properly executed, documented, and evidenced.

Procedures:

1. The Compliance Officer will identify  risk areas related to compliance with laws and regulations, as well as organizational policies, procedures, and code of conduct.  Risk areas may be identified through the regular course of business, external alerts, or internal reporting channels.

2. Leadership will conduct and/or oversee compliance reviews with guidance from the Compliance Officer.

3. All auditing and monitoring groups will provide a report to the Compliance Officer of findings and recommendations.

4. The Compliance Officer will verify completion of compliance reviews and any corrective action measures arising from them.  
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Policy: 

Capitol Region Mental Health Center implemented a compliance program in an effort to establish a culture within the organization that promotes prevention, detection, and resolution of misconduct.  Employees are allowed to use any communication channel they deem appropriate to report issues.  Retaliation and retribution for reporting issues in good faith is prohibited. 

Procedures:

1. Issues received by the Compliance Officer will be either referred to the appropriate department or individual or responded to within 30 days.

2. Issues with the potential for legal liability or containing issues of a legal nature will be referred to the Office of the Commissioner and the designated Assistant Attorney General.

3. The Compliance Officer will involve various leadership staff and other employees when appropriate to resolve issues.

4. For compliance related issues the Compliance Officer will conduct an Initial Inquiry that may include documentation review, interviews, audit, or other investigative techniques.  

5. The Compliance Officer will ensure that the complainant is fully debriefed, all appropriate internal parties are notified, identify cause of problem, affected parties, and possible regulatory or financial impact, and provide a list of findings and recommendations to the CEO and Compliance Committee.

6. The Compliance Officer will maintain all records in accordance with the Compliance              Records Management Policy.
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Policy: 

Generally, records related to a specific incident should be retained if a review or investigation is ongoing.  Otherwise, all records should be destroyed on a periodic basis unless applicable state or federal law/regulation requires longer retention.  However, all program overview memoranda, reports, and meeting minutes should be retained in order to maintain a record of the compliance program operations.

Procedures:

1.  All compliance office records will be maintained in a secure area.

2.  All records of information received by the compliance office will be maintained, at a minimum, until the related matter is resolved.  A log system will be utilized to document the following steps in the records management process: identification, control, and maintenance of records; retrieval/return of records to and from storage; and  destruction of records and deletion from storage.
3.  Upon receipt of notice regarding the initiation of an investigation or the service of                       legal process, the Compliance Officer will take immediate steps to cease the destruction of any relevant documents pending further notice that the investigation or litigation has concluded.
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Policy: 

It is the policy of Capitol Region Mental Health Center to Inform Employees, Contractors and Agents of Details of the Federal False Claims Act, Protections for Reporting Individuals, Penalties for Violations, and Relevant State Laws,  to combat  fraud, waste, and abuse in the healthcare system, and to describe the remedies and fines for violations that can result from certain types of fraudulent activities.
Procedure
Reporting Fraud, Waste, or Abuse: All employees, contractors, agents, and volunteers must immediately report to the  compliance officer, any suspicion of fraud, waste, or abuse in connection with the business of  Capitol Region Mental Health Center, which  engages in specific compliance efforts to detect and prevent fraud, waste, and abuse, as noted in the previous policies and via the provision of education and training on compliance issues. 

Detailed Information of the Federal False Claims Act
The federal False Claims Act (FCA) imposes civil penalties on people and companies who knowingly submit a false claim or statement to a federally funded program, or otherwise conspire to defraud the government, in order to receive payment.  It also protects people who report suspected fraud.

The FCA is not confined to healthcare claims, but extends to any payment requested of the federal government.  The FCA applies to billing and claims sent from Capitol Region Mental Health Center  to any government payor program, including Medicare and Medicaid. 

It is the policy of Capitol Region Mental Health Center  that an employee, contractor, or agent of the Center  who submits a false claim will be reported to the necessary authorities.  Anyone, or any company, that submits a false claim or statement to the government may be fined under the FCA between $5,500 and $11,000 for each such claim submitted, regardless of the size of the false claim, and the person or company could be required to pay an additional fine of three times the value of any charges.

Part of the FCA's purpose is to create an environment where employees and others feel safe reporting concerns about fraud.  Capitol Region Mental Health Center  fully supports that goal.  Any person who lawfully reports information about false claims or suspected false claims that are submitted by others, may not be retaliated against, demoted, suspended, threatened, or harassed by the Capitol Region Mental Health Center  for making such a report.  The FCA also protects individuals who assist in an investigation, provide testimony, or participate in the government's handling of a false claim.  

The FCA provisions are generally enforced by the U.S. Department of Justice.  The FCA provides that a person may initiate a formal claim if he or she is the "original source" of the information.  This means that the person bringing the claim must have direct and independent knowledge of the alleged fraud.  If any funds are recovered, a portion of the funds may be paid to the person who initiated the formal claim, at the discretion of a federal court.  This amount, if awarded, generally is between 15% and 30% of the total damage amount.

If a person wishes to file a claim regarding fraud or suspected fraud related to a healthcare payment directly with the government, he or she must first present a formal complaint, along with all material evidence relating to the alleged fraud, to the authorities at the U.S. Department of Justice.  The authorities have 60 days to investigate, during which time the complaint is kept confidential.  Upon completion of the investigation, the government will decide either to pursue the case on its own or decline to proceed with the case.  If the federal government declines the case, the individual may still proceed with the case on his or her own, but without the government's assistance, and at his or her own expense.  

A private legal action under the FCA must be brought within six years from the date that the false claim was submitted to the government.  (A government-initiated claim may be brought up to ten years after the false claim, depending on the circumstances.)
Detailed Information of the Federal Program Fraud Civil Remedies Act
Persons or companies that commit fraud on the federal government, by false claim or statement, can be assessed money penalties in addition to the penalties of the False Claims Act because of a law called the Program Fraud Civil Remedies Act (referenced in this policy as "PFCRA").  Specifically, PFCRA penalties of $5,000 per false claim or statement apply if a person or company submits a claim to the federal government that: the person or company knows or has reason to know is false, fictitious, or fraudulent; includes or is supported by written statements containing false, fictitious, or fraudulent information; includes or is supported by written statements that omit a material fact, which causes the statements to be false, fictitious, or fraudulent, and the person submitting the statement has a duty to include the omitted fact; or is for payment of property or services that are not provided as claimed.  

The $5,000 penalty also applies if a person or company provides written back-up or materials relating to the claim in which the person or company asserts a material fact that is false, fictitious or fraudulent; or omits a fact that the individual had a duty to include, the omission causes the statement to be false, fictitious, or fraudulent, and the statement contains a certification of accuracy.

Connecticut State Law
It is a crime in Connecticut to bill Medicaid or the general assistance program fraudulently.  All employees, contractors and agents of Capitol Region Mental Health Center  must immediately report suspicion of any criminal activity occurring at Capitol Region Mental Health Center , including criminal fraud, to the hospital's compliance officer.  

Anyone who provides services to a state Medicaid beneficiary and seeks or accepts payment for unnecessary or improper services is subject to possible imprisonment and/or criminal fines under state law.  Depending upon the amount of the fraudulent services involved, such offenses carry potentially significant penalties, with a maximum of 20 years in prison and a maximum fine of $15,000.

Anyone who provides services to a recipient of Connecticut's general assistance program and seeks or accepts payment for unnecessary or improper services is also subject to civil and criminal penalties.  Depending upon the amount of the fraudulent services involved, such offenses carry a minimum one year prison sentence and a maximum of 20 years, as well as a maximum fine of $15,000.  Any person who defrauds Connecticut's general assistance program is also excluded from participating in the program for a minimum of one year.

Connecticut law protects employees who report suspected violations of state or federal law, including reports of criminal fraud.  An employer may not discharge, discipline or otherwise penalize an employee for reporting a violation of the law, or suspected violation, as long as the employee does not know the information being reported is false.

References:                 Section 6032 of the Deficit Reduction Act of 2005




31 U.S.C. §§ 3729-3733




31 U.S.C. §§ 3801-3812




Connecticut General Statutes § 31-51m




Connecticut General Statutes § 53a-290 et seq.




Connecticut General Statutes § 17b-127
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ATTESTATION STATEMENT

I certify that I have received the Capitol Region Mental Health Center Compliance Plan, which includes the Code of Conduct, Conflict of Interest policy, and other policies and procedures.  I understand the Compliance Plan represents mandatory policies of the organization and I agree to abide by it.

Signature:  _______________________________________
Printed Name______________________________

Position ____________________________

Employee Identification Number___________________
Date_____________________
Written:   4/17/2002   Reviewed:  5/28/02   Revised:  1/4/2007


