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Your 
Agency’s 

Team 
Includes: 

Executive 
Lead

Fiscal Lead

Program 
Lead

Quality 
Lead



How is  
everyone  
doing  
today?



Purpose of Medicaid Academy 
Learning Sessions

DHCF and DHS provides the WHAT/ 
Policy requirements

The TA Team helps with HOW so you 
can develop a plan for your agency

Each session will include: 

Helpful tips and tools provided by 
the TA team

Opportunities for sharing 
experiences across agencies

Coaching for your agency

DHS on PSH

The approved State Plan Amendment

https://dhs.dc.gov/page/permanent-supportive-housing-individuals-and-families-project-based-tenant-based-local-veterans
https://www.medicaid.gov/medicaid/spa/downloads/DC-21-0015.pdf


Plan for 
Today: 

Session 5

✓ Review key elements of Medicaid 
Compliant Documentation and look at 
documentation examples

✓ Learn about how DHCF will 
communicate with you regarding 
submitted claims

✓ Review the process for billing and 
payment 

✓ Identify themes and areas needing 
improvement and create next steps for 
your work plan to maximize billing 
revenue
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Housing 
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Services 
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Provider 
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Eligibility 
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Supportive 
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Determination
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Delivery
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Deliver the Service

Document the 
service

Documentation 
leads to creation of 
a CLAIM- CMS 1500 

Form

Claims submission 
(Billing) via agency 
process.  Goal is an 

837P file that is 
submitted to DHCF 

Claims payment by 
DHCF based upon 
approved Claims

Agency review of 
unpaid claims and 
reason for lack of 

payment

Agency adjustment 
as possible and re 

submission of 
claims

Claims payment by 
DHCF based upon 
approved Claims

Agency reviews the 
process to ensure 
compliance and 

sustainability

Billing & Payment Process

https://www.cms.gov/Medicare/CMS-Forms/CMS-Forms/downloads/cms1500.pdf
https://www.cms.gov/outreach-and-education/medicare-learning-network-mln/mlnproducts/downloads/837p-cms-1500.pdf


Internal Monitoring and Audits



Preventing Fraud, Waste & Abuse – Provider Role

Conduct Regular Self-Audits

• Assists providers with prevention
• Identifies submission of erroneous claims
• Helps to prevent engaging in unlawful conduct involving the health care 

programs
• Aids in identifying inefficient business practices 

https://dhcf.dc.gov/page/provider-self-audit

https://dhcf.dc.gov/page/provider-self-audit


Preventing 
Fraud, 
Waste & 
Abuse –
Provider 
Role



Timing Frequency

Number of records for each 

type of review
Designated Staff 

Correcting Mistakes Reports

Internal Chart Reviews & Audits Process



Internal 
Monitoring 
and Audits

CONDUCT REVIEWS OF 
AGENCY BILLING CODING, 

CHARTS AND QUALITY OF CARE

HAVE A PLAN FOR HOW 
INTERNAL AUDITS ARE 

CONDUCTED 

IDENTIFY AREAS AT RISK FOR 
EXTERNAL AUDITS



Corrective 
Action 
Planning and 
Enforcement:

Begins with 
Identification 

Enforce Enforce policies and disciplinary actions with consistency

Report Report when needed to external parties

Track Track the resolution of risk areas, corrective actions, and 
complaints

Act
Act promptly, based on previously determined fair & 
appropriate agency responses that are included in your 
policies





Deliver the Service

Document the 
service

Documentation 
leads to creation of 
a CLAIM- CMS 1500 

Form

Claims submission 
(Billing) via agency 
process.  Goal is an 

837P file that is 
submitted to DHCF 

Claims payment by 
DHCF based upon 
approved Claims

Agency review of 
unpaid claims and 
reason for lack of 

payment

Agency adjustment 
as possible and re 

submission of 
claims

Claims payment by 
DHCF based upon 
approved Claims

Agency reviews the 
process to ensure 
compliance and 

sustainability

Billing & Payment Process

https://www.cms.gov/Medicare/CMS-Forms/CMS-Forms/downloads/cms1500.pdf
https://www.cms.gov/outreach-and-education/medicare-learning-network-mln/mlnproducts/downloads/837p-cms-1500.pdf
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External Monitoring and Audits

Provider Audits



Division of Program Integrity
Surveillance Utilization Review Section (SURS)

• The primary mission of The Division of Program Integrity (DPI) is to identify, 
prevent, and recover improper payments.

• The Office of Program Integrity maintains a strong commitment to identify 
improper payments, and potential fraud, waste and abuse to ensure that State 
and federal tax dollars are spent appropriately. This commitment is driven by a 
firm intent to assure that the right provider is receiving the right payment for 
the right services at the right time.

• We strive for collaboration and partnership with internal and external 
stakeholders to improve accountability for how health care funds are spent. 
Coordination of Medicaid fraud, waste and abuse activities requires partnership 
with every administration entrusted with taxpayer dollars. Program Integrity is 
everybody's business



Regulations that Authorize Medicaid  
Surveillance and Recoupment Activities
• Federal and State laws mandate identifying and recovering improper payments and other program 

integrity activities through audits, investigations and reviews.

• Federal Executive Order No. 13520 (11/20/09)

• Improper Payments Information Act of 2002

• Presidential Memorandum Regarding Finding and Recapturing Improper Payments (3/10/2010)

• Other Federal mandates and requirements: Code of Federal Regulations

• 42 CFR 431.10 State agency designee to administer Medicaid Program

• 42 CFR 447.202 Payment for services - Audits

• 42 CFR 455 Program Integrity: Medicaid

• 42 CFR 438 Managed Care

• 42 CFR 456 Utilization Control

• 42 CFR 1001 Program Integrity

• Title: 29 Public Welfare    - Chapter: 29-13 Medicaid Program Administrative Procedures

• Sec. 1902. [42 U.S.C. 1396a] - STATE PLANS FOR MEDICAL ASSISTANCE

http://www.whitehouse.gov/the-press-office/executive-order-reducing-improper-payments
http://www.whitehouse.gov/omb/memoranda_m03-13
http://www.whitehouse.gov/the-press-office/presidential-memorandum-regarding-finding-and-recapturing-improper-payments
http://www.gpo.gov/fdsys/browse/collectionCfr.action?collectionCode=CFR
http://www.ecfr.gov/cgi-bin/text-idx?SID=b90b3199ef280d41d58ca83bf8ce0b90&node=42:4.0.1.1.2.1.10.1&rgn=div8
http://www.ecfr.gov/cgi-bin/retrieveECFR?gp=1&SID=b27add727e91db5c257a439a6f09448f&ty=HTML&h=L&n=pt42.4.447&r=PART#se42.4.447_1202
http://www.ecfr.gov/cgi-bin/text-idx?SID=2e41d42b933726de0e380bdfee6f0d4c&mc=true&node=pt42.4.455&rgn=div5
http://www.ecfr.gov/cgi-bin/text-idx?SID=4727628e749f6fb08c9544a760a5491e&mc=true&node=pt42.4.438&rgn=div5
http://www.ecfr.gov/cgi-bin/text-idx?SID=2090df35602a3e838709a599d25a49b3&mc=true&node=pt42.4.456&rgn=div5
http://www.ecfr.gov/cgi-bin/text-idx?SID=c4a0c34695005a017e9fedb16567f48b&mc=true&node=pt42.5.1001&rgn=div5


Division of Program Integrity Webpages

Use either link to

Navigate to PI 

webpages

Use link to 

Report Fraud 

and abuse



Fraud, Waste & Abuse…

FRAUD - An intentional deception or misrepresentation made by a 
person with the knowledge that the deception could result in some 
unauthorized benefit to himself or some other person

• Billing for services or supplies that were not furnished or provided

• Altering claim forms and/or manipulating records in order to receive higher 
payment amounts 

• Falsely representing the nature of the services furnished

• Soliciting recipients for equipment not needed

• Completing certificates of medical necessity for patients not professionally known 
by the provider

Code of Federal Regulations, Title 42, Part 455



Fraud, Waste & Abuse…

WASTE - Incurring unnecessary costs as a result of deficient 
management, practices, or controls. 

• Includes practices that, directly or indirectly, result in unnecessary costs to the 
Medicaid Program, such as overusing services. Waste is generally not considered 
to be caused by criminally negligent actions but rather by the misuse of resources. 



Fraud, Waste & Abuse…

ABUSE - Provider practices that are inconsistent with sound fiscal, 
business, or medical practices.

• Includes provider or recipient practices that result in unnecessary cost to the 
Medicaid program

• Charging in excess for services

• Submitting bills to Medicaid/Medicare that are the responsibility of other 
payers

• Reimbursement for services that are not medically necessary or fail to meet 
professionally recognized standards for healthcare

Code of Federal Regulations, Title 42, Part 455



Fraud, Waste & Abuse – False Claims Act

The Act establishes liability when any person or entity improperly 
receives from or avoids payment to the Federal government. 

• Knowingly presenting, or causing to be presented a false claim for 
payment or approval

• Requires an overpayment be reported and returned by the later of —
(A) the date which is 60 days after the date on which the overpayment 
was identified; or (B) the date any corresponding cost report is due, if 
applicable.



The “5 Rights”

25

At the 
right time

In the right 
amount

The right 
care

For the right 
patient

In the right 
setting



The “6th Right”

26

The Right Payment



Audit Types

➢ DESK AUDIT-REVIEW

➢ONSITE / FIELD AUDIT

27



Desk Audits and Reviews
• A Desk Audit is an audit or review conducted at the Division of 

Program Integrity. 

• A notification letter with request for records may be sent to the 
provider and generally requires the provider to submit copies of 
the requested records. 
• Audit staff may conduct provider and/or provider personnel interviews by 

phone. 
• Some examples of desk audits and reviews are clinical reviews, pharmacy 

third party liability (TPL) audits, hospital outpatient claims audits, and 
hospital credit balance reviews. 

• Data mining/Algorithm Based Desk Audits and Reviews are 
conducted by applying rules-based filters (called algorithms) to 
claims payment data to identify overpayments within the District of 
Columbia Medicaid program. 



Onsite/Field Audit

• The SURS team conducts an entrance conference with the providers 
designated personnel to:

• Introduce each team member

• Explain the nature and purpose of the utilization review

• Request selected recipient medical records for the utilization review

• Request all records, and items needed for the survey

• Conduct the utilization review by following the survey tool which includes 
touring the facility to ascertain appropriateness of equipment and suitability 
of area for patient care and services

• Conduct an exit conference to present tentative finding to provider

• Have the provider representative sign the exit conference summation sheet 
indicating that they have had the opportunity the meet with the SURS team 
and was given an explanation of the tentative findings.



The Audit Process

• Select a Topic

• Identify Measures

• Identify Patient Population

• Determine Sample Size

• Create Audit Tools

• Collect and Analyze the Data

• Summarize Results

• Apply the Results
30



Corrective Actions

•Provider Education

•Regular Monitoring

•Designation as a “High Risk Provider”

•Mandated Compliance Training
31



Compliance Training Programs

Compliance programs components:

• Conducting internal monitoring and auditing 
• Implementing compliance and practice standards  
• Designating a compliance officer or contact  
• Conducting appropriate training and education 
• Responding appropriately to detected offenses and developing 

corrective action  
• Developing open lines of communication; and  
• Enforcing disciplinary standards through well-publicized guidelines

https://dhcf.dc.gov/page/provider-compliance-programs

https://dhcf.dc.gov/page/provider-compliance-programs


Potential Consequences

• Recoupment of Payments

• Monetary Penalties

• Potential Referral to Investigation which could result in:
• Program Exclusion
• Possible Criminal Prosecution
• Provider Suspension

33



Breakout Room Questions
Add to your  

Agency’s Work Plan
based on what you have 

learned so far 

15 minutes 
for teams 
to consider



Language Access Program

● The Language Access Act of 2004 was enacted by Mayor Anthony A. Williams on 
April 21, 2004. The Act’s purpose is to provide greater access and participation in 
public services, programs and activities for residents of the District of Columbia 
with limited or non-English proficiency (LEP/NEP).

● The Department of Health Care Finance is a Covered Entity with Major Public 
Contact under the Language Access Act.

● All Medicaid Providers are considered Contractors

● All providers serving Medicaid beneficiaries are responsible for ensuring 
translations and interpreter services are available for patients who need them.



Language Access Program



Language Access Program - Provider 
Role

● To request an interpreter service through DHCF, please fax the completed 
request form to 
● 202-722-5685

● Questions regarding the Language Access Program should be directed to:

● Dr. Antonio Lacey, Program Analyst
● Email: antonio.lacey@dc.gov
● Phone:  202-442-5847

● Beneficiaries Concerns should be directed to:
● Ombudsman Office at 202-724-4788

mailto:antonio.lacey@dc.gov


Medicaid Integrity Program-
Educational Resources

● CMS has resources that cover important topics in Medicaid program 
integrity. They are organized by audience and by topic to help you 
easily find what is most relevant to you. 

● A list of all current resources is available in the Resource Library, where 
you can sort and filter by topic, date, and keyword.

● Medicaid Program Integrity Educational Resources | CMS

https://www.cms.gov/Medicare-Medicaid-Coordination/Fraud-Prevention/Medicaid-Integrity-Program/Education/Resource-Library
https://www.cms.gov/Medicare-Medicaid-Coordination/Fraud-Prevention/Medicaid-Integrity-Program/Education


Up Next 

Q&A on today’s session

Thursday, August 25th 12 PM about 

what we learned today.

Session 6: Quality Standards

Tuesday, August 30, 2022

3 PM -5PM EST

DC Medicaid Academy Schedule



Planning 
ahead 
for 
Session 6

Who needs to attend: 
Executive Director, Program Lead and QI

What do you need to gather and have access to 
during Session 6:

❑ Have your team workplan out and ready
❑ Have access to current policy manual and Quality 

Improvement Section
❑ Progress case notes from 2-Clients 
❑ Client File



THANK YOU
Please join us again for one of our many course offerings. 
Visit www.csh.or/training 


