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BHO PROGRAM AGREEMENT 

Prepaid Inpatient Health Plan 
(PIHP)

 

 
HCA Agreement Number: 
1869-33273 

 

This BHO Program Agreement is by and between the State of Washington 
Health Care Authority (HCA) and the Contractor identified below, and is issued in 
conjunction with the HCA and BHO Agreement on General Terms and 
Conditions (GT&C), which is incorporated by reference. 

 

BHO GT&C Contract Number: 
      

Contractor Contract Number: 
      

CONTRACTOR NAME 

North Sound Behavioral Health Organization, LLC 
CONTRACTOR doing business as (DBA) 

  
CONTRACTOR ADDRESS 

301 Valley Mall Way Ste 110 
Mount Vernon, WA  98273-5462 

WASHINGTON UNIFORM 
BUSINESS IDENTIFIER 
(UBI) 

603-583-336 

HCA INDEX NUMBER  
 

1553 

CONTRACTOR CONTACT  

Joe Valentine 
CONTRACTOR 
TELEPHONE 

(360) 416-7013 

CONTRACTOR E-MAIL ADDRESS 

joe_valentine@northsoundbho.org 

HCA DIVISION 

Division of Behavioral Health and Recovery 
HCA CONTRACT CODE 

7084LS-69 
HCA CONTACT NAME AND TITLE  
 

Melinda Trujillo 
Program Manager 

HCA CONTACT ADDRESS 
 

Sky Valley CSO 
19705 SR 2 
Monroe, WA  98272 

HCA CONTACT TELEPHONE  

(360)805-8362 
HCA CONTACT FAX 

(360) 794-1334 
HCA CONTACT E-MAIL ADDRESS 

melinda.trujillo@dshs.wa.gov 
IS THE CONTRACTOR A SUBRECIPIENT FOR PURPOSES OF 
THIS CONTRACT? 

No 

CFDA NUMBER(S) 

93.778 

AGREEMENT START DATE 

07/01/2018 
AGREEMENT END DATE 

12/31/2018 
MAXIMUM AGREEMENT AMOUNT 
Fee For Service 

EXHIBITS.  The following Exhibits are attached and are incorporated into this Agreement by reference: 

 Exhibits (specify):   Exhibit A ï Tribal Planning Checklist; Exhibit B ï BHO Transfer Protocol; Exhibit C ï Projected 

WISe Capacity Expansion; Exhibit D ï Funding; Exhibit E ï Evidence / Research Based Practices 
 

The terms and conditions of this Agreement are an integration and representation of the final, entire and exclusive 
understanding between the parties superseding and merging all previous agreements, writings, and communications, oral 
or otherwise regarding the subject matter of this Agreement, between the parties.  The parties signing below represent 
they have read and understand this Agreement, and have the authority to execute this Agreement.  This Agreement shall 
be binding on HCA only upon signature by HCA. 

CONTRACTOR SIGNATURE 
 
  

PRINTED NAME AND TITLE 
 
      

DATE SIGNED 
 

HCA SIGNATURE 
 
  

PRINTED NAME AND TITLE 
 
BHA Contracts 
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Federal Award Identification for Subrecipients (reference 2 CFR 200.331) 

(i) Subrecipient name (which must match the name 
associated with its unique entity identifier); 

      

(ii) Subrecipient's unique entity identifier; (DUNS)       

(iii) Federal Award Identification Number (FAIN);       

(iv) Federal Award Date (see §200.39 Federal award 
date); 

      

(v) Subaward Period of Performance Start and End 
Date; 

      

(vi) Amount of Federal Funds Obligated by this action;       

(vii) Total Amount of Federal Funds Obligated to the 
subrecipient; 

      

(viii) Total Amount of the Federal Award;       

(ix) Federal award project description, as required to 
be responsive to the Federal Funding 
Accountability and Transparency Act (FFATA); 

      

(x) Name of Federal awarding agency, pass-through 
entity, and contact information for awarding 
official, 

      

(xi) CFDA Number and Name; the pass-through entity 
must identify the dollar amount made available 
under each Federal award and the CFDA number 
at time of disbursement; 

      

(xii) Identification of whether the award is R&D; and       

(xiii) Indirect cost rate for the Federal award (including 
if the de minimis rate is charged per §200.414 
Indirect (F&A) costs). 
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1. PURPOSE OF AGREEMENT  

The purpose of this Agreement is to establish and support a Prepaid Inpatient Health 

Plan (PIHP) that will provide medically necessary Behavioral Health treatment services 

and related support services to Enrollees.  

 

2. DEFINITIONS 

2.1. ñAdministration Costsò means costs for the administration of this Agreement for the 
general operation of the public behavioral health system.  These activities cannot be 
identified with specific direct services or direct services support function as defined in 
the ñBHO Fiscal Program Requirements & Revenue and Expenditure Report 
Instructionsò administered by HCA. 

2.2. ñAdministrative Hearingò means a proceeding before an administrative law judge to 
review an Adverse Benefit Determination as defined below. 

2.3. ñAdverse Benefit Determinationò means: 

¶ The denial or limited authorization of a requested service, including 

determinations based on the type or level of service, requirements for 

medical necessity, appropriateness, setting, or effectiveness of a covered 

benefit; 

¶ The reduction, suspension, or termination of a previously authorized service;  

¶ The denial, in whole or in part, of payment for a service; 

¶ The failure to provide services in a timely manner, as defined by the state;  

¶ The failure of a Behavioral Health Organization (BHO) to act within the 

grievance and appeal system timeframes as provided in WAC 388-877-0660 

through 388-877-0670 regarding the standard resolution of grievances and 

appeals. 

¶ For a resident of a rural area with only one BHO, the denial of an 

individual's request to exercise their right to obtain services outside the 

network; and 

¶ The denial of an individual's request to dispute a financial liability, 

including cost sharing, copayments, premiums, deductibles, coinsurance, 

and other enrollee financial liabilities. 

2.4. ñAnnual Revenueò means all revenue received by the Contractor pursuant to the 
Agreement for July of any year through June of the next year. 

2.5. ñAppeal Processò means one of the processes included in the grievance and appeal 
system that allows an Enrollee to appeal an Adverse Benefit Determination made by 
the Contractor and communicated on a Notice of Adverse Benefit Determination.  

2.6. ñASAMò means the American Society of Addiction Medicine. 

2.7. ñASAM Criteriaò is used to evaluate an individuals need for treatment along six 
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dimensions after systemically evaluating the severity and diagnosis of an individual, 
and then utilize a fixed combination rule to determine which of four levels of care a 
substance abusing Individual will respond to with the greatest success.  ASAM also 
includes the recommended duration of substance use disorder treatment based on 
each individualôs need. 

2.8. ñAssessmentò means diagnostic services provided by a CDP or CDP trainee under 
CDP supervision to determine an Individualôs involvement with alcohol and other 
drugs.  See WAC 388-877B-0500 for a detailed description of assessment 
requirements. 

2.9. ñAuthorized Representativeò means an individual appointed in writing by an Enrollee, 
or authorized under State or other applicable law, to act on behalf of an Enrollee or 
other party involved in an Appeal or Grievance.  If the Enrollee gives written 
permission, the Authorized Representative may include a behavioral health 
practitioner working on behalf of the Enrollee. 

2.10. ñAuxiliary Aids and Servicesò means services or devices that enable persons with 
impaired sensory, manual, or speaking skills to have an equal opportunity to 
participate in the benefits, programs or activities conducted by the Contractor.  
Auxiliary Aids and Services includes: 

Qualified interpreters onsite or through video remote interpreting (VRI), note takers, 
real-time computer-aided transcription services, written materials, telephone handset 
amplifiers, assistive listening devices, assistive listening systems, telephones 
compatible with hearing aids, closed caption decoders, open and closed captioning, 
telecommunications devices for deaf persons, videotext displays, or other effective 
methods of making aurally delivered materials available to individuals with hearing 
impairments; 

Qualified readers, taped texts, audio recordings, Brailled materials, large print 
materials, or other effective methods of making visually delivered materials available 
to individuals with visual impairments; 

Acquisition or modification of equipment or devices; and 

Other similar services and actions. 

2.11. ñBehavioral Health Agencyò (ñBHAò) means an agency licensed by the State of 
Washington to provide mental health and/or substance use disorder treatment and is 
Subcontracted under this Agreement to provide services. 

2.12. ñBehavioral Health Organizationò (ñBHOò) means a county authority or group of 
county authorities or other entity recognized by the Secretary that contracts for 
mental health services and substance use disorder treatment services within a 
defined Regional Service Area. 

2.13. ñBHO Advisory Boardò means the behavioral health advisory board appointed by 
each BHO, which reviews and provides comments on plans and policies related to 
service delivery and outcomes.  The BHO must promote active engagement with 
persons with behavioral disorders, their families, and service providers by soliciting 
and using their input to improve its services, and appoints a BHO Advisory Board to 

http://apps.leg.wa.gov/wac/default.aspx?cite=388-877B-0500
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fulfill this purpose. 

2.14. ñBudget Narrativeò means a description of how costs were estimated and the 
justification of the needs for the cost. 

2.15. ñCapitation Paymentò means a payment the Health Care Administration makes 
monthly to a PIHP on behalf of each recipient enrolled under a Contract for the 
provision of behavioral health services under the Medicaid State Plan. 

2.16. ñChemical Dependency Professionalò (ñCDPò) means an individual licensed through 
the Washington State Department of Health.  A CDP is the individual with primary 
responsibility for implementing an individualized plan for Substance Use Disorder 
treatment services. 

2.17. ñChemical Dependency Professional Traineeò (ñCDPTò) means an individual working 
toward the education and experience requirements for certification as a chemical 
dependency professional, and who has been credentialed as a CDPT. 

2.18. ñChildò means a person under the age of eighteen (18) years.  For persons eligible 
for the Medicaid program, child means a person who is under the age of twenty-one 
(21) years. 

2.19. ñChild Study and Treatment Centerò means the Department of Social and Health 
Servicesô child psychiatric hospital.  

2.20. ñChildrenôs Long Term Inpatient Programsò (ñCLIPò) means the state-appointed 
authority for policy and clinical decision-making regarding admission to and 
discharge from Childrenôs Long Term Inpatient Programs. 

2.21. ñCommunity Mental Health Agencyò (ñCMHAò) means an agency licensed by the 
State of Washington to provide mental health services and Subcontracted to provide 
services covered under this Agreement.  

2.22. ñComprehensive Assessment Reporting Evaluationò (ñCAREò) means the tool used 
by the DSHS Aging and Long-Term Support Administration case managers to 
document a clientôs functional ability, determine eligibility for long-term care services, 
evaluate what and how much assistance a client will receive, and develop a plan of 
care. 

2.23. ñContractorò means the BHO named above, recognized by the Secretary, and who 
has authority to establish and operate a community behavioral health program.  

2.24.  ñCopaymentò means a payment made by an Enrollee in addition to a payment made 
by a Managed Care Organization. 

2.25. ñCultural Competenceò means the ability to recognize and respond to health-related 
beliefs and cultural values, disease incidence and prevalence, and treatment 
efficacy.  Examples of culturally competent care include striving to overcome cultural, 
language, and communications barriers, providing an environment in which 
individuals from diverse cultural backgrounds feel comfortable discussing their 
cultural health beliefs and practices in the context of negotiating treatment options, 
encouraging individuals to express their spiritual beliefs and cultural practices, and 
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being familiar with and respectful of various traditional healing systems and beliefs 
and, where appropriate, integrating these approaches into treatment plans. 

2.26. ñDataò means information that is disclosed or exchanged as described by this 
Program Agreement. 

2.27. ñDBHRò means the Division of Behavioral Health and Recovery a division of the 
Washington State Health Care Authority  

2.28. ñDelegation Planò means a document or an identified set of documents that show the 
Contractorôs compliance with the Subcontracts Section of this Agreement. 

2.29. ñDeliverableò means items that are required for submission to HCA to satisfy the 
work requirements of this Agreement and that are due by a particular date or on a 
regularly occurring schedule. 

2.30. ñDenialò means the decision by a PIHP, to refuse authorization of covered Medicaid 
behavioral health services that have been requested by an Enrollee or a provider on 
behalf of an eligible Medicaid Enrollee.  It is also a denial if an intake or assessment 
is not provided upon request by a Medicaid Enrollee. 

2.31. ñDiagnostic and Statistical Manual of Mental Disorders, Fifth Editionò (ñDSM-5ò) 
means the 2013 update to the American Psychiatric Associationôs classification and 
diagnostic tool that serves as a universal authority for psychiatric diagnosis in the 
United States. 

2.32. ñDOHò means the Washington State Department of Health.  

2.33. ñEarly Periodic Screening Diagnosis and Treatmentò (ñEPSDTò) means the program 
under Title XIX of the Social Security Act as amended for children who are under 
twenty-one (21) years of age. 

2.34. ñEmergency Medical Conditionò means: a medical condition manifesting itself by 
acute symptoms of sufficient severity, including severe pain, such that a prudent 
layperson, who possesses an average knowledge of health and medicine, could 
reasonably expect the absence of immediate medical attention to result in:  (a) 
placing the health of the individual or, with respect to a pregnant woman, the health 
of the woman or her unborn child, in serious jeopardy; (b) serious impairment to 
bodily functions; or (c) serious dysfunction of any bodily organ or part (42 C.F.R. § 
438.114(a)). For behavioral health care; this would include instances where imminent 
likelihood of serious harm to self or others, or imminent danger due to grave disability 
has been determined by a designated mental health professional or treating 
physician.  

2.35. ñEmergency Servicesò means covered inpatient and outpatient services needed to 
evaluate or stabilize an emergency medical condition and that are furnished by a 
provider who is qualified to furnish these services. 

2.36. ñEmergent Careò means services provided for an Individual, that, if not provided, 
would likely result in the need for crisis intervention or hospital evaluation due to 
concerns of potential danger to self, others, or grave disability according to RCW 
71.05.153. 
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2.37. ñEmerging Best Practiceò or ñPromising Practiceò means a practice that presents, 
based on preliminary information, potential for becoming a research-based or 
consensus-based practice. 

2.38. ñEnrolleeò means a Medicaid recipient who is enrolled in a Pre-paid Inpatient Health 
Plan. 

2.39. ñEthnic Minorityò or "Racial/Ethnic Groups" means any of the following general 
population groups: 

2.39.1. African American; 

2.39.2. An American Indian or Alaskan Native; which includes: 

 A person who is a member of or considered to be a member in a 
federally recognized tribe; 

 A person determined eligible to be found Indian by the secretary of 
interior; 

 An Eskimo, Aleut, or other Alaskan native; 

 A Canadian Indian, meaning a person of a treaty tribe, Metis 
community, or non-status Indian community from Canada;  

 An unenrolled Indian meaning a person considered Indian by a 
federally or non-federally recognized Indian tribe or off-reservation 
Indian/Alaskan native community organization;  

2.39.3. Asian/Pacific Islander; or  

2.39.4. Hispanic. 

2.40. ñEvaluation and Treatmentò (ñE & Tò) means any facility which can provide directly, or 
by direct arrangement with other public or private agencies, emergency evaluation 
and treatment, outpatient care, and timely and appropriate inpatient care to persons 
suffering from a mental disorder, and which is certified as such by the Department.  
A physically separate and separately operated portion of a state hospital may be 
designated as an evaluation and treatment facility.  A facility which is part of, or 
operated by, the Department or any federal agency will not require certification.  No 
correctional institution or facility, or jail, may be an evaluation and treatment facility 
within the meaning of RCW Chapter 71.05.020. 

2.41. ñEvidence-Based Practiceò means a program or practice that has had multiple site 
random controlled trials across heterogeneous populations demonstrating that the 
program or practice is effective for the population. 

2.42. ñExpedited Appeal Processò allows an Enrollee, in certain circumstances, to file an 
Appeal that will be reviewed by the Contractor more quickly than a standard Appeal. 

2.43. ñExcluded Servicesò means health care services and benefits that the Contractor 
does not pay for or cover. 

2.44. ñFair Hearingò means a hearing before the Washington State Office of Administrative 
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Hearings. 

2.45. ñFamilyò means 

2.45.1. For adult Enrollees, family means those persons the Enrollee defines as family 
or those appointed/assigned (e.g., guardians, siblings, caregivers, and 
significant others) to the Enrollee. 

2.45.2. For children, family means a child's biological parents, adoptive parents, foster 
parents, guardian, legal custodian authorized pursuant to Title 26 RCW, a 
relative with whom a child has been placed by the Department of Social and 
Health Services, or a Federally Recognized Tribe. 

2.46. ñFederally Recognized Tribesñ (ñTribesò) means self-governing American Indian and 
Alaska Native governments recognized under applicable federal and common law.  
Because of their unique sovereign status, Federally Recognized Tribes have the 
inherent power to make and enforce laws on their lands, and to create governmental 
entities.  

2.47. ñGlobal Appraisal of Individual Needs ï Short Screener (ñGAIN-SSò) means a tool 
used for conducting an integrated comprehensive screening of substance use 
disorder and mental health issues. 

2.48. ñGrievanceò means an expression of dissatisfaction about any matter other than an 
adverse benefit determination. Grievances may include, but are not limited to, an 
Enrolleeôs right to dispute an extension of time proposed by the BHO to make an 
authorization decision, the quality of care or services provided, aspects of 
interpersonal relationships such as rudeness of a behavioral health provider or 
employee, and failure to respect the Enrolleeôs rights regardless of whether a specific 
action is requested by the Enrollee. 

2.49. ñGrievance Processò means one of the processes included in the Grievance System 
that allows an Individual to express dissatisfaction about a behavioral health service. 

2.50. ñGrievance and Appeal Systemò means the processes a Behavioral Health 
Organization (BHO) implements to handle appeals of adverse benefit determinations 
and grievances as well as the processes to collect and track information about them. 
The BHO must establish the grievance and appeal system and meet the 
requirements of 42 C.F.R. Sec. 438, Subpart F and include: 

2.50.1. A grievance process; 

2.50.2. An appeal process; and 

2.50.3. Access to the Department's administrative hearing process. 

 

2.51. ñHCAò means the Washington State Health Care Authority.  

2.52. ñHealth Insuranceò means a contract to transfer risk from individuals to an insurance 
company.  In exchange for a premium, the insurance company agrees to pay for 
losses covered under the terms of the policy. 
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2.53. ñHousing Servicesò means the active search and promotion of individual access to, 
and choice in, safe and affordable housing that is appropriate to the individual's age, 
culture, and needs. 

2.54. ñIndividualò means a person who applies for, is eligible for, or receives BHO-
authorized behavioral health services from an agency licensed or certified by the 
State as a behavioral health agency.  In the case of a minor, the Individualôs parent 
or, if applicable, the Individualôs custodian. 

2.54.1. For the purposes of accessing the Grievance and Appeal System, the 
definition of Individual also includes the following if another person is acting on 
the Individualôs behalf: 

2.54.2. The Individualôs legal guardian; or 

2.54.3. The Individualôs representative if the Individual gives written permission. 

2.54.4. The individualôs behavioral health provider if the individual gives written 
consent.   

 

2.55. ñIndividual Using Intravenous Drugsò means a person who has used a needle to 
illicitly inject drugs one or more times.  

2.56. ñInstitute for Mental Diseaseò or ñIMDò means, per P.L. 100-360, an institution for 
mental diseases such as a hospital, nursing facility, or other institution of more than 
sixteen (16) beds that is primarily engaged in providing diagnosis, treatment, or care 
of persons with mental diseases, including medical attention, nursing care, and 
related services.  The term ñmental diseaseò includes alcoholism and substance use 
disorder.  

2.57. ñInternational Statistical Classification of Diseases and Related Health Problems, 
10th Editionò (ñICD-10ò) is the standard diagnostic tool for epidemiology, health 
management and clinical purposes and contains codes for diseases, signs and 
symptoms and other causes of injury or diseases. 

2.58. ñInvoluntary Treatment Act - Mental Healthò (ñITA-MHò) allows for Individuals to be 
committed by court order to a mental hospital or institution for a limited period of 
time.  Involuntary civil commitments are meant to provide for the evaluation and 
treatment of Individuals with a mental disorder and who may be either gravely 
disabled or pose a danger to themselves or others, and who refuse or are unable to 
enter treatment on their own.  An initial detention may last up to seventy-two (72) 
hours, but, if necessary, Individuals can be committed for additional periods of 14, 
90, and 180 calendar days (RCW 71.05.240). 

2.59. ñInvoluntary Treatment Act ï Substance Use Disorderò (ñITA-SUDò) allows for 
Individuals to be committed by court order to an approved treatment program for a 
limited period of time.  Involuntary civil commitments are meant to provide for the 
treatment of Individuals with a substance use disorder and who may be either 
gravely disabled or pose a danger to themselves or others, and who refuse or are 
unable to enter treatment on their own.  Individuals can be committed for a period of 

http://apps.leg.wa.gov/RCW/default.aspx?cite=71.05.240
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60 days unless sooner discharged if it has been determined that the likelihood of 
harm no longer exits or treatment is no longer adequate or appropriate per ASAM 
criteria, or incapacity no longer exists.  A petition for recommitment can be filed for 
an additional period of up to 90 days. (RCW 70.96A.140) 

2.60. ñLarge Rural Areaò means areas with a population density of less than twenty (20) 
people per square mile.  

2.61. ñLevel of Care Guidelinesò means the criteria the BHO uses in determining the 
scope, duration and intensity of services to be provided. 

2.62. ñLow-Income Individualò means an Individual whose gross household monthly 
income is at or below 220% of the Federal Poverty Guidelines. 

2.63. "MCEò means managed care entity. 

2.64. ñMedicaidò means the Centers for Medicare and Medicaid Services (CMS) Federal 
Department of Health and Human Services (DHHS) program, which is state-
operated and provides medical benefits for certain indigent or low-income individuals 
in need of health and medical care.  Additionally, these funds are only paid out for 
these services utilizing specified rates of payment for providers following a specified 
administration methodology. 

2.65. ñMedicaid Fundsò means funds provided by the federal Centers for Medicare and 
Medicaid Services (CMS) Authority under Title XIX of the Social Security Act. 

2.66. ñMedicaid Behavioral Health Benefits Bookletò is the state-produced mechanism to 
help Medicaid Enrollees understand the requirements and benefits of the Behavioral 
Health Organizations. 

2.67. ñMedical Necessityò or ñMedically Necessaryò means a requested service which is 
reasonably calculated to prevent, diagnose, correct, cure, alleviate or prevent the 
worsening of conditions in the recipient that; endanger life, cause pain and suffering, 
result in illness or infirmity, threaten to cause or aggravate a handicap, or cause 
physical deformity or malfunction, and there is no other equally effective, more 
conservative, or substantially less costly course of treatment available or suitable for 
the person requesting service.  ñCourse of treatmentò may include mere observation 
or, where appropriate no treatment at all. 

2.68. ñMental Health Advance Directiveò means written instructions such as, a living will or 
durable power of attorney, recognized under state law and relating to the provisions 
of health care if the individual is incapacitated.  

2.69. ñMental Health Care Providerò (ñMHCPò) means the individual with primary 
responsibility for implementing an individualized plan for mental health rehabilitation 
services.  Minimum qualifications are B.A. level in a related field or A.A. level with 
two (2) yearsô experience in the mental health or related fields. 

2.70. ñMental Health Professionalò means: 

2.70.1. A psychiatrist, psychologist, psychiatric nurse or social worker and such other 
mental health professionals as may be defined in Chapters 71.05 and 71.34 

http://apps.leg.wa.gov/RCW/default.aspx?cite=71.05.240
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RCW; 

2.70.2. A person who is licensed by the Department of Health as a mental health 
counselor, mental health counselor associate, marriage and family therapist, 
or marriage and family therapist associate; 

2.70.3. A person with a master's degree or further advanced degree in counseling or 
one of the behavioral sciences from an accredited college or university. Such 
person shall have, in addition, at least two years of experience in direct 
treatment of persons with mental illness or emotional disturbance, such 
experience gained under the supervision of a mental health professional; 

2.70.4. A person who meets the waiver criteria of RCW 71.24.260, which was granted 
prior to 1986; 

2.70.5. A person who had an approved waiver to perform the duties of a Mental 
Health Professional that was requested and granted by DSHS prior to July 1, 
2001; or 

2.70.6. A person who has been granted a time-limited exception of the minimum 
requirements of a Mental Health Professional by the Division of Behavioral 
Health and Recovery. 

 

2.71. ñMental Health Specialistò means: 

2.71.1. A "Child Mental Health Specialist" is defined as a mental health professional 
with the following education and experience: 

 A minimum of one hundred actual hours (not quarter or semester 
hours) of special training in child development and the treatment of 
children and youth with serious emotional disturbance and their 
families; and 

 The equivalent of one year of full-time experience in the treatment of 
seriously emotionally disturbed children and youth and their families 
under the supervision of a child mental health specialist. 

 

2.71.2. A ñDisability Mental Health Specialistò is defined as a mental health 
professional with special expertise in working with an identified disability 
group.  Disabled, for purposes of this Agreement, means an Individual with a 
disability other than a mental illness, including a developmental disability, 
serious physical handicap, or sensory impairment. 

 If the Individual is deaf, the Specialist must be a mental health 
professional with: 

2.71.2.1.1. Knowledge about the deaf culture and psychosocial 
problems faced by people who are deaf; and  
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2.71.2.1.2. Ability to communicate fluently in the preferred language 
system of the Individual. 

 

 The specialist for Individuals with developmental disabilities must be a 
mental health professional who: 

2.71.2.2.1. Has at least one (1) year of experience working with people 
with developmental disabilities; or 

2.71.2.2.2. Is a developmental disabilities professional as defined in 
RCW 71.05.020. 

 

2.71.3. An "Ethnic Minority Mental Health Specialist" is defined as a mental health 
professional who has demonstrated cultural competence attained through 
major commitment, ongoing training, experience and/or specialization in 
serving ethnic minorities, including evidence of one (1) year of service 
specializing in serving the ethnic minority group under the supervision of an 
ethnic minority mental health specialist; and  

 Evidence of support from the ethnic minority community attesting to 
the person's commitment to that community; or  

 A minimum of one hundred (100) actual hours (not quarters or 
semester hours) of specialized training devoted to ethnic minority 
issues and treatment. 

 

2.71.4. A "Geriatric Mental Health Specialist" is defined as a mental health 
professional with the following education and experience: 

 A minimum of one hundred (100) actual hours (not quarter or 
semester hours) of specialized training devoted to the mental health 
problems and treatment of persons sixty (60) years of age or older; 
and 

 The equivalent of one (1) year of full-time experience in the treatment 
of persons sixty (60) years of age or older, under the supervision of a 
geriatric mental health specialist. 

 

2.72. ñNetworkò means physicians, hospitals, and other health care providers that have 
agreed to provide health care services to enrolled clients. 

2.73. ñNon-Participating Providerò means a person, health care provider, practitioner, 
facility or entity acting within their scope of practice and licensure, that does not have 
a written agreement with the Contractor to participate in a MCEôs provider network, 
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but provides health care services to Enrollees. 

2.74. ñNotice of Adverse Benefit Determinationò is a written notice a Behavioral Health 
Organization provides to an Individuals, or the Individualôs Authorized 
Representative, to communicate an Adverse Benefit Determination. 

2.75. ñOpiate Treatment Programò (ñOTPò) means the provision of treatment services and 
medication management to Individuals addicted to opiates. 

2.76. ñParticipating Providerò means a person, health care provider, practitioner, or entity, 
acting within their scope of practice and licensure, with a written agreement with the 
Contractor to provide services to Enrollees under the terms of this Contract. 

2.77. ñPeer Counselor" means a person recognized by DBHR as a person who: 

2.77.1. Is a self-identified consumer of mental health services. 

2.77.2. Is a counselor registered under RCW 18.19. 

2.77.3. Has completed specialized training provided by or contracted through DBHR.  
If the person was trained by trainers approved by the mental health division 
(now DBHR) before October 1, 2004, and has met the requirements in 
subsection (2.81.1.), (2.81.2.) and (2.81.4) of this section by January 31, 2005, 
the person is exempt from completing this specialized training. 

2.77.4. Has successfully passed an examination administered by DBHR or an 
authorized contractor. 

2.77.5. Has received a written notification letter from DBHR stating that DBHR 
recognizes the person as a "peer counselorò. 

 

2.78. ñPlanò means the pairing of health care benefits and payment structure in a product 
with provider networks and service area offered to Enrollees. 

2.79. ñPost-stabilization servicesò means medically necessary services related to an 
emergency medical condition that are received at the site at which the patient is 
treated for an emergency medical condition, after the individual's condition is 
sufficiently stabilized that he or she could alternatively be safely discharged or 
transferred to another facility. 

2.80.  ñPregnant and Postpartum Women and Women with Dependent Childrenò (ñPPWò) 
means: 

2.80.1. Women who are pregnant. 

2.80.2. Women who are postpartum during the first year after pregnancy completion 
regardless of the outcome of the pregnancy or placement of children. 

2.80.3. Women who are parenting children including those attempting to gain 
custody of children supervised by the Department of Social and Health 
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Services, Division of Children and Family Services (DCFS).. 

 

2.81. ñPremiumò means the amount of money an individual or business pays to a managed 
care organization to maintain an insurance policy. In return, the insurer must provide 
coverage for claims made against the policy by the insured. 

2.82. ñPrepaid Inpatient Health Planò (ñPIHPò) for the purpose of this agreement, means an 
entity that under contract with HCA: 

2.82.1. Provides behavioral health services to Medicaid Enrollees and on the basis of 
prepaid capitation payments, or other payment arrangements that do not use 
State plan payment rates; 

2.82.2. Provides, arranges for, or otherwise has responsibility for the provision of any 
inpatient hospital or institutional services for its Enrollees. 

 

2.83. ñPrimary Care Provider (PCP)ò means a health care provider who has the 
responsibility for supervising, coordinating, and providing primary health care to an 
Enrollee.  PCPs include, but are not limited to Pediatricians, Family Practitioners, 
General Practitioners, Internists, Naturopathic physicians, medical residents (under 
the supervision of a teaching physician), Physician Assistants (under the supervision 
of a physician), or Advanced Registered Nurse Practitioners (ARNPs), as designated 
by the Contractor.  The definition of PCP is inclusive of primary care physician as it is 
used in 42 C.F.R. § 438.  All federal requirements applicable to primary care 
physicians will also be applicable to primary care providers as the term is used in this 
Contract. 

2.84. ñPrior Authorizationò means obtaining Contractor approval for a health care service 
before the service is provided.  The approval is required in order for the Contractor to 
pay the provider for the service. 

2.85. ñProviderò means an entity licensed according to 71.24.025 RCW or 71.05 RCW or 
an entity deemed to meet state minimum standards as a result of accreditation by 
recognized behavioral health accrediting body.  

2.86. ñProviderOneò means the State Medicaid Authorityôs Medicaid Management 
Information System. 

2.87. ñPsychiatric Inpatient Servicesò means services provided to an individual admitted 
under appropriate written orders of a physician or other practitioner in a facility 
qualified to furnish services under 42 CFR. 

2.88. ñQuality Assuranceò means a focus on compliance to minimum requirements (e.g. 
rules, regulations, and Contract terms) as well as reasonably expected levels of 
performance, quality, and practice. 
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2.89. ñQuality Improvementò means a focus on activities to improve performance above 
minimum standards/reasonably expected levels of performance, quality, and 
practice. 

2.90. ñQuality Strategyò means a documented overarching system and/or process whereby 
quality assurance and quality improvement activities are incorporated and infused 
into all aspects of a Behavioral Health Organizationôs operations. 

2.91. ñRecoveryò means the processes by which people are able to live, work, learn, and 
participate fully in their communities. 

2.92. ñReductionò means the decision by a PIHP to decrease a previously authorized 
covered Medicaid behavioral health service described in the Level of Care 
Guidelines.  The clinical decision by a Behavioral Health Agency to decrease or 
change a covered service in the Individualized Service Plan is not a reduction. 

2.93. ñReferring BHOò means the BHO in whose region the individual being transferred 
resided and/or from whom he or she received services prior to state hospital 
admission. 

2.94. ñRegional Service Area" means the BHO-contracted geographic region. 

2.95. ñRegional Support Networkò (ñRSNò) means a county authority or group of county 
authorities or other entity previously recognized by the secretary to administer mental 
health services in a defined region through March 31, 2016. 

2.96. ñRequest for Serviceò means the point in time when services are sought or applied 
for through a telephone call, walk-in, or written request for services from an Enrollee 
or the Authorized Representative.  For purposes of this Agreement, an EPSDT 
referral is only a Request for Service when the Enrollee or the person authorized to 
consent to treatment for that Enrollee has confirmed that they are requesting service. 

2.97. ñResidential Mental Health Programs" means a complete range of residences and 
supports authorized by resource management services and which may involve a 
facility, a distinct part thereof, or services which support community living, for 
persons who are acutely mentally ill, adults who are chronically mentally ill, children 
who are severely emotionally disturbed, or adults who are seriously disturbed and 
determined by the Behavioral Health Organization to be at risk of becoming acutely 
or chronically mentally ill. 

2.98. ñResilienceò means the personal and community qualities that enable Individuals to 
rebound from adversity, trauma, tragedy, threats, or other stresses, and to live 
productive lives. 

2.99. ñRoutine Servicesò means services that are designed to alleviate symptoms, to 
stabilize, sustain and facilitate progress toward behavioral health.  These services do 
not meet the definition of urgent or emergent care. 

2.100. ñRural Areaò means areas with a population density of at least twenty (20) and less 
than five hundred (500) people per square mile. 

2.101. ñService Areaò means the geographic area covered by this Agreement for which the 
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Contractor is responsible. 

2.102. ñService Authorization Requestò means an Enrolleeôs request for the provision of a 
service.  

2.103. ñSingle Case Agreementò (SCA) is a contract between a managed care plan and an 
out-of-network provider for a specific patient, so that the patient can see that provider 
using their in-network benefits. 

2.104. ñSpecialized Non-Medicaid Servicesò means, for purposes of the BHO Transfer 
Protocol, IMD admissions, residential placement, and state hospital census. 

ñStabilizedò means that the treating physician has determined that the individual is 
safe to be discharged or transferred. Psychiatric patients are considered stable when 
they are protected and prevented from harming themselves or others.  

2.105. ñState Minimum Standards" means minimum requirements established by rules 
(Washington State Administrative Code) adopted by the secretary and necessary to 
implement the delivery of behavioral health services. 

2.106. ñSubstance Use Disorderò (ñSUDò) means a problematic pattern of alcohol/drug use 
leading to clinically significant impairment or distress as categorized in the DSM 5. 

2.107. ñSubstance Use Disorder Treatment Agencyò (ñSUDTAò) means an agency that is 
licensed or certified by the State of Washington to provide Substance Use Disorder 
Treatment Services and is subcontracted to provide services covered under this 
Agreement. 

2.108. ñSuspensionò means the decision by a PIHP, or their formal designee, to temporarily 
stop previously authorized covered Medicaid behavioral health services described in 
their Level of Care Guidelines or addressed by the ASAM Criteria.  The clinical 
decision by a Behavioral Health Agency to temporarily stop or change a covered 
service in the Individualized Service Plan is not a suspension. 

2.109. ñTerminationò means the decision by a PIHP, or their formal designee, to stop 
previously authorized covered Medicaid behavioral health services described in their 
Level of Care Guidelines.  The clinical decision by a Behavioral Health Agency to 
stop or change a covered service in the Individualized Service Plan is not a 
termination. 

2.110. ñTribal Authorityò means, for the purposes of Behavioral Health Organizations and 
RCW 71.24.300 only, the Federally Recognized Tribes and the major Indian 
organizations recognized by the Secretary as long as these organizations do not 
have a financial relationship with any Behavioral Health Organization that would 
present a conflict of interest. 

2.111. ñTribal Behavioral Health Programò means a behavioral health program that is 
overseen by a Federally Recognized Tribe within Washington State, or overseen by 
a Recognized American Indian Organization within Washington State.  

2.112. ñUrban Areaò means an area that has a population density of at least five hundred 
(500) people per square mile.  
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2.113. ñUrgent Careò means a service to be provided to persons approaching a behavioral 
health crisis.  If service are not received within twenty four (24) hours of the request, 
the personôs situation is likely to deteriorate to the point that emergent care is 
necessary. 

2.114. ñWISeò means Wraparound with Intensive Services, a program model that includes a 
range of service components that are individualized, intensive, coordinated, 
comprehensive and culturally competent and provided in the home and community.  
WISe is for children, youth, and young adults up to age twenty-one (21) who are 
experiencing mental health symptoms to a degree that is causing severe disruptions 
in the youthôs behavior, interfering with their functioning in family, school or with 
peers that requires: 

2.114.1. The involvement of the mental health system and other youth, young 
adults, and child-serving systems and supports; 

2.114.2. Intensive care collaboration; and 

2.114.3. Ongoing intervention to stabilize the child, youth, young adult, and family in 
order to prevent a more restrictive or institutional placement. 

 

2.115. ñYoung Adultò means a person aged eighteen (18) through twenty (20) years old. 

2.116. ñYouthò means a person aged ten (10) through seventeen (17) years old. 

     

3. SPECIAL TERMS AND CONDITIONS 

3.1. Administrative Review Activities. The Department of Social and Health Services, 
the Health Care Authority, Office of the State Auditor, the Federal Department of 
Health and Human Services, Centers for Medicare and Medicaid Services, the 
Comptroller General, the Office of the Inspector General or any of their duly-
authorized representatives, may conduct at any time: 

3.1.1. Surveys, audits and reviews of compliance with licensing and certification 
requirements and the terms of this Agreement;  

3.1.2. Reviews regarding the quality, appropriateness, and timeliness of behavioral 
health services provided under this Agreement; 

3.1.3. Audits and inspections of financial records of the Contractor or subcontractor. 
42 CFR § 438.6(g); 

3.1.4. Audit and inspect any books, records, computers, or electronic systems of the 
Contractor and of any subcontractor, that pertain to the ability of the entity to 
bear the risk of potential financial losses, or to services performed or 
determinations of amounts payable under the contract per Section 
1903(m)(A)(iv) of the Social Security Act; and 
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3.1.5. On-site inspections of any and all contractor and subcontractor locations, 
premises, physical facilities, and equipment where Medicaid-related activities 
are conducted.  

3.1.6. The Contractor must notify HCA when an entity other than HCA performs any 
audit or review described above related to any activity contained in this 
Agreement. 

3.1.7. The right to audit under this section exists for ten (10) years from the final date 
of the contract period or from the date of completion of any audit, whichever is 
later.  The contractor must maintain and make available any and all 
information that falls within the 10 year window.  

3.2. Behavioral Health Advisory Board.  The Contractor must maintain an Advisory 
Board that is broadly representative of the demographic character of the region.  
Composition of the Advisory Board and the length of terms must be submitted to 
HCA upon request and meet the criteria below: 

3.2.1. Representative of the geographic and demographic mix of service population;  

3.2.2. At least 51% of the membership is persons, with lived experience, family of 
persons and/or self identifies as a person in recovery from a behavioral health 
disorder;   

3.2.3. Law Enforcement representation; 

3.2.4. County representation, when the BHO is not a County-operated BHO; 

3.2.5. No more than four elected officials; 

3.2.6. No employees, managers or other decision makers of subcontracted agencies 
who have the authority to make policy or fiscal decisions on behalf of the 
subcontractor; and  

3.2.7. Three (3) year term limit, multiple terms may be served, based on rules set by 
the Advisory Board. 

 

3.3. Compliance with Additional Laws. At all times during the term of this Agreement, 
the Contractor must comply with all applicable Federal, State, and local laws, 
regulations, and rules including but not limited to the following: 

3.3.1. All applicable Office of the Insurance Commissionerôs statutes and 
regulations. 

3.3.2. Any applicable federal and state laws that pertain to Enrollee rights and 
ensure that its staff and affiliated providers take those rights into account when 
furnishing services to Enrollees. 

3.3.3. Title XIX and Title XXI of the Social Security Act and Title 42 § CFR. 

http://www.ecfr.gov/cgi-bin/text-idx?tpl=/ecfrbrowse/Title42/42tab_02.tpl
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3.3.4. All local, State, and federal professional and facility licensing and accreditation 
requirements/standards that apply to services performed under the terms of 
this Agreement. 

3.3.5. All applicable standards, orders, or requirements issued under Section 306 of 
the Clean Air Act (42 USC §1857(h)), Section 508 of the Clean Water Act (33 
USC §1368), Executive Order 11738, and Environmental Protection Agency 
(EPA) regulations (40 CFR Part 15), which prohibit the use of facilities 
included on the EPA List of Violating Facilities.  Any violations must be 
reported to HCA, Department of Health and Human Service (DHHS), and the 
EPA. 

3.3.6. Any applicable mandatory standards and policies relating to energy efficiency 
which are contained in the State Energy Conservation Plan, issued in 
compliance with the federal Energy Policy and Conservation Act. 

3.3.7. Those specified in Title 18 RCW for professional licensing. 

3.3.8. Reporting of abuse as required by RCW 26.44.030. 

3.3.9. Industrial insurance coverage as required by Title 51 RCW. 

3.3.10. Any other requirements associated with the receipt of federal funds. 

3.3.11. Any provision of this Agreement which conflicts with State and federal 
statutes, or regulations, or CMS policy guidance is hereby amended to 
conform to the provisions of State and federal law and regulations.  

3.3.12. Law enforcement or court inquiries regarding firearm permits. The Contractor 
must respond in a full and timely manner to law enforcement or court requests 
for information necessary to determine the eligibility of a person to possess a 
pistol or to be issued a concealed pistol license under RCW 9.41.070 or to 
purchase a pistol under RCW 9.41.090. 

3.4. Confidentiality of Personal Information.  

3.4.1. The Contractor must protect all Personal Information, records, and data from 
unauthorized disclosure in accordance with 42 CFR § 431.300 through 42 
CFR § 431.307, RCWs 70.02, 71.05, 71.34, and for individuals receiving 
substance abuse services, in accordance with 42 CFR Part 2 and RCW 
70.96A.  The Contractor must have a process in place to ensure that all 
components of its provider network and system understand and comply with 
confidentiality requirements for publicly funded mental health services.  
Pursuant to 42 CFR § 431.301 and 42 CFR § 431.302, personal information 
concerning applicants and recipients may be disclosed for purposes directly 
connected with the administration of this Agreement and the State Medicaid 
Plan. Such purposes include, but are not limited to: 

 Establishing eligibility. 

 Determining the amount of medical assistance. 

http://apps.leg.wa.gov/rcw/default.aspx?cite=9.41.070
http://apps.leg.wa.gov/rcw/default.aspx?cite=9.41.090
http://www.gpo.gov/fdsys/pkg/CFR-2011-title42-vol4/xml/CFR-2011-title42-vol4-sec431-300.xml
http://www.ecfr.gov/cgi-bin/text-idx?SID=c0193d1b46ab036dea72762f33657bb3&mc=true&node=se42.4.431_1307&rgn=div8
http://www.ecfr.gov/cgi-bin/text-idx?SID=c0193d1b46ab036dea72762f33657bb3&mc=true&node=se42.4.431_1307&rgn=div8
http://apps.leg.wa.gov/rcw/default.aspx?cite=70.02&full=true
http://app.leg.wa.gov/rcw/default.aspx?cite=71.05
http://apps.leg.wa.gov/rcw/default.aspx?cite=71.34
http://www.ecfr.gov/cgi-bin/text-idx?rgn=div5;node=42%3A1.0.1.1.2
http://apps.leg.wa.gov/Rcw/default.aspx?cite=70.96A
http://apps.leg.wa.gov/Rcw/default.aspx?cite=70.96A
http://www.gpo.gov/fdsys/pkg/CFR-2011-title42-vol4/xml/CFR-2011-title42-vol4-sec431-301.xml
http://www.gpo.gov/fdsys/pkg/CFR-2011-title42-vol4/xml/CFR-2011-title42-vol4-sec431-302.xml
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 Providing services for recipients. 

 Conducting or assisting in investigation, prosecution, or civil or 
criminal proceedings related to the administration of the Medicaid 
State Plan. 

 Assuring compliance with federal and State laws and regulations, and 
with the terms and requirements of this Agreement. 

3.4.2. The Contractor must (and require its subcontractors and providers to) 
establish and implement procedures consistent with all confidentiality 
requirements of the Health Insurance Portability and Accountability Act 
(HIPAA) (45 CFR § 160 and 45 CFR § 164) for medical records and any other 
health and enrollment information that identifies a particular Enrollee. 

3.4.3. Declaration That Individuals Served under the Medicaid and other Behavioral 
Health Programs Are Not Third-Party Beneficiaries Under this Agreement:  
Although HCA and the Contractor mutually recognize that services under this 
Agreement must be provided by the Contractor to individuals receiving 
services under the Medicaid program, and RCW 71.05, RCW 71.24, RCW 
71.34, RCW 70.96A and RCW 70.96B.  It is not the intention of either HCA or 
the Contractor that such individuals, or any other persons, occupy the position 
of intended third-party beneficiaries of the obligations assumed by either party 
to this Agreement. 

3.4.4. The Contractor must prevent inappropriate access to confidential data and/or 
data systems used to hold confidential client information by taking, at a 
minimum, the following actions: 

 Verify the identity or authenticate all of the systemôs human users 
before allowing them access to any confidential data or data system 
capabilities.  

 Authorize all user access to client applications. 

 Protect application data from unauthorized use when at rest. 

 Keep any sensitive data or communications private from unauthorized 
individuals and programs. 

 Notify the appropriate point of contact within five (5) business days 
whenever an authorized user with access rights leaves employment 
or has a change of duties such that the user no longer requires 
access.  If the removal of access is emergent, include that information 
with the notification. 

3.4.5. In the event of a Breach of unsecured PHI or disclosure that compromises the 
privacy or security of PHI obtained from any data system, the Contractor must 
comply with all requirements of the HIPAA Security and Privacy for Breach 
Notifications and as otherwise required by state or federal law.  

3.4.6. HCA reserves the right at any time to conduct audits of system access and 

http://www.ecfr.gov/cgi-bin/text-idx?SID=5afd102bce0a859068d0aa2eb702f8aa&mc=true&node=pt45.1.160&rgn=div5
http://www.ecfr.gov/cgi-bin/text-idx?SID=8916d5fa316f5e6d932f68f09ae033c0&mc=true&node=pt45.1.164&rgn=div5
https://teamshare.dshs.wa.gov/sites/bhsia/dbhr/pdds/BHO%20Draft%20Contracts/PIHP%20Team/71.05
http://apps.leg.wa.gov/rcw/default.aspx?cite=71.24
https://teamshare.dshs.wa.gov/sites/bhsia/dbhr/pdds/BHO%20Draft%20Contracts/PIHP%20Team/71.34
https://teamshare.dshs.wa.gov/sites/bhsia/dbhr/pdds/BHO%20Draft%20Contracts/PIHP%20Team/71.34
https://teamshare.dshs.wa.gov/sites/bhsia/dbhr/pdds/BHO%20Draft%20Contracts/PIHP%20Team/RCW%2070.96A
http://apps.leg.wa.gov/rcw/default.aspx?cite=70.96B
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use, and to investigate possible violations of this Agreement and/or violations 
of federal and state laws and regulations governing access to protected health 
information contained in any State data systems. 

3.4.7. The State reserves the right to withdraw access to any of its confidential data 
systems at any time for any reason. 

3.5. Governing Body. The Contractor must establish a Governing Body responsible for 
oversight of the Behavioral Health Organization. The Governing Body can be an 
existing executive or legislative body within a county government.  Each member of 
the Governing Body must be free from conflicts of interest and from any appearance 
of conflicts of interest between personal, professional and fiduciary interests.  
Members of the Governing Body must act within the best interests of the Contractor 
and the Individuals. The Contractor must maintain membership roster(s) and by-laws 
of the Governing Body demonstrating compliance.  The Governing Body by-laws 
must include: 

3.5.1. Actions to be taken when a conflict of interest, or the appearance of a conflict 
of interest, becomes evident; 

3.5.2. Requirements that members refrain from voting or joining a discussion when a 
conflict of interest is present; and 

3.5.3. A process for the Governing Body to assign the matter to others, such as staff 
or advisory bodies to avoid a conflict of interest. 

 

3.6. Limited Liability Company Obligations.  If the Contractor is incorporated as a 
limited liability company under Chapter. 25.15 RCW, the Contractor agrees that 
nothing shall limit the debts, obligations, and liabilities of Contractorôs member county 
authorities to HCA, including, but not limited to, the requirements of county 
authorities under Chapter 71.24 RCW and the requirements of this Agreement 
regarding use of funds, reserves and fund balances.  The Interlocal Agreement to 
form a multi-county BHO must comply with RCW 71.24.100 and identify the treasurer 
of one participating county as the custodian of funds for the BHO and that the county 
treasurer is responsible to HCA for all debts, obligations, and liabilities owed to HCA 
upon termination of this Agreement or as a result of remedial action. 

3.7. Medicaid State Plan Amendments. HCA may petition CMS to amend the Medicaid 
State Plan during this Agreement period.  If the Medicaid State Plan is amended the 
Contractor must implement any changes to the provision of Medically Necessary 
behavioral health services no later than thirty (30) calendar days following CMS 
approval of the amended plan. 

3.8. Nondiscrimination.  The Contractor must ensure that its provider selection policies 
and procedures do not discriminate against particular providers that serve high-risk 
populations or specialize in conditions that require costly treatment.  

3.9. The Contractor shall submit audited financial reports specific to this Medicaid 
contract on an annual basis. The audit must be conducted in accordance with 
generally accepted accounting principles and generally accepted auditing standards. 
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4. PAYMENT AND FISCAL MANAGEMENT 

4.1. The funds for payment of this contract are Medicaid Funds and are provided for the 
exclusive provision and administration of the State Plan. All funds provided, including 
interest earned, shall be utilized to support the Prepaid Inpatient Health Plan. 

4.1.1. Cost sharing and premium charges are not allowed under this Agreement. 

4.1.2. HCA must make no payment to a provider other than the Contractor for 
services available under this Agreement, except when specifically provided for 
in Title XIX of the Social Security Act.  

4.1.3. HCA may suspend some or all payments to the Contractor when there is a 
pending investigation of a credible allegation of fraud against the Contractor, 
per Section 1903.(i)(2)(C) of the Social Security Act. 

 

4.2. Rates.  The Contractor must be reimbursed based upon the rates contained in 
Exhibit D. 

4.2.1. Local Match.  For those BHOs that provide local matching funds (King County 
BHO, Salish BHO and Spokane County BHO ONLY). 

 The Local Match Rates are contained in Exhibit D.  HCA will notify the 
Contractor of the number of Medicaid eligibles in these categories 
each month. The Contractor must multiply the Qualifying Local Funds 
rates by the eligibles in each category and submit this amount in 
Qualifying Local Funds. Qualifying Local Funds received by HCA by 
the 20th day of any month will be paid on the 1st business day of the 
following month. 

 HCA will pay the Contractor the Local Match Rate for each category 
multiplied by the number of eligibles in each category for each month 
of the Agreement period. 

 HCA must not make payment in the amounts specified if it would 
result in total payments exceeding the Medicaid rate approved by 
CMS. 

 Sources of revenue eligible to be used as Qualifying Local Funds are 
broad based taxes at the county or other local taxing authority level 
that are spent and have been certified by the local authority as public 
funds for mental health services allowable under this Agreement.  
Qualifying Local Funds under this Agreement may not be used as 
match for any other federal program.  Qualifying Local Funds may be 
local funds that have not been previously matched with federal funds 
at any point.  Qualifying Local Funds do not include donations. 

 Participation in local match is not required; the Contractor may 
participate in the option voluntarily.  Performance of all duties and 

https://www.ssa.gov/OP_Home/ssact/title19/1900.htm
https://www.ssa.gov/OP_Home/ssact/title19/1903.htm
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responsibilities by both parties is not contingent on the BHO 
participating in this option.  

 The Contractor must provide a completed Local Match Certification 
Form as provided by HCA with the final R&E report for this Agreement 
period. 

4.3. Rate Setting Methodology.  HCA sets actuarially-sound managed care rates that: 

4.3.1. Have been developed in accordance with generally accepted actuarial 
principles and practices; 

4.3.2. Are appropriate for the populations to be covered, and the services to be 
furnished under this Agreement; and 

4.3.3. Have been certified, as meeting the requirements of 42 CFR 438.6(c), by 
actuaries who meet the qualification standards established by the American 
Academy of Actuaries and follow the practice standards established by the 
Actuarial Standards Board.  

4.4. Capitation Payment. 

4.4.1. During the term of this Agreement, capitation payments are made at the 
beginning of each month of service.  The Contractor must be responsible to 
provide all behavioral health services through the end of the month for which it 
has received a capitation payment. 

4.4.2. Payments to the Contractor will be made according to the Health Care 
Authority, Managed Care Organization, and Primary Care Case Management 
Reporting Schedule, and will be no later than the second Monday of each 
month.  

4.4.3. Capitation payments may only be made by the state and retained by the BHO 
Medicaid-eligible enrollees. 

4.4.4. Capitation payments made under ProviderOne system will be based on 
eligibles assigned to a BHO by Enrollee zip code.  The initial capitation 
payment will be calculated using eligibles from the current month.  Weekly 
enrollment and payment updates for eligibility changes occur weekly.  
Eligibility reconciliations occur continuously for six (6) months.  

4.4.5. The Contractor is required to limit Administration costs to no more than ten 
percent (10% of the annual revenue supporting the prepaid inpatient health 
plan operated by the Contractor).  Administration costs must be measured on 
a fiscal year basis and based on the information reported in the Revenue and 
Expenditure reports and reviewed by HCA. 

4.4.6. The Contractor must reimburse the subcontracted BHA and any crisis service 
provider accessed by Enrollees while the Enrollee is in or out of the State 
within sixty (60) calendar days from the date the bill is received from the 
service provider 

http://www.gpo.gov/fdsys/pkg/CFR-2011-title42-vol4/xml/CFR-2011-title42-vol4-sec438-6.xml
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4.4.7. If monies under this Agreement are required by audit or otherwise to be 
recouped from the Contractor, the Contractor must reimburse the amount 
identified for recoupment to HCA within thirty (30) calendar days of notification 
by HCA.  

4.4.8. If the Contractor chooses to use the ProviderOne system for inpatient claims 
processing, HCA or its designee will provide a bill to the Contractor on a 
monthly basis for claims paid on behalf of the Contractor. The Contractor has 
thirty (30) calendar days from the receipt of the inpatient claims bill to pay the 
costs assessed.  

4.4.9. IMD reporting and recoupment.  

 The Contractor shall provide a monthly report no later than the 20th 
day of each month in a format provided by HCA which identifies 
enrollees who spent sixteen (16) or more days in an IMD during any 
previous month without duplication.  

 The Contractor shall not cover any services for the enrollee during the 
month in which the enrollee spent sixteen (16) or more days in an IMD 
with funds provided under this contract. The Contractor is responsible 
for payment of authorized IMD services. 

 IMD services provided in lieu of State Plan Services are limited to 
fifteen (15) days in a calendar month. Date of discharge is not to be 
counted towards the fifteen (15) day limit.    

 This limitation shall not apply for any services where CMS has 
granted authority through a waiver of federal requirements.  

 The monthly capitation payment for any enrollee who spends sixteen 
(16) or more days in a single month in a Mental Health IMD will be 
recouped by HCA.  

4.4.10. The Contractor must report to HCA within sixty (60) calendar days when 
it becomes aware of an overpayment of the monthly capitation payment 
or other payment under this contract.   

4.4.11. The contractor must implement and maintain arrangements or procedures for 
prompt notification to the state when it receives information about changes in 
an enrollee's circumstances that may affect the enrollee's eligibility including 
the death of the enrollee. 

4.5. Reserves.  The Contractor must maintain a risk and inpatient reserve of the 
Contractorôs annual Medicaid premium payment at the levels specified in Exhibit D.   

4.5.1. The Contractor must maintain an Inpatient and Risk Reserve of the 
Contractorôs annual Medicaid premium payment within the range indicated in 
Exhibit D.   
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 If the Contractor spends a portion of the risk and inpatient reserve, the 
funds must be replenished within one (1) year, or at the end of the 
fiscal year in which the funds were spent, whichever is longer. 

 These reserve funds are designated into a reserve account by official 
action of the Contractorôs Governing Body.  These reserve funds may 
only be used in the event costs of providing service exceed the 
revenue the Contractor receives and for anticipated psychiatric 
inpatient costs.  

 The Contractor may have an additional Operating Reserve within the 
range indicated in Exhibit D. Operating Reserves are funds set aside 
into an account by official action of the Contractorôs Governing Body.  
Operating Reserve funds may only be set aside to maintain adequate 
cash flow for the provision of behavioral health services. 

 If the Contractorôs reserves are found to be outside the range 
indicated in Exhibit D, the Contractor shall upon request, submit a 
corrective action plan to HCA for approval. HCA may initiate remedial 
actions per Section 17 of this contract if deemed necessary.  

4.5.2. Transition of RSN reserves and financial obligations. 

 The Contractor must have a DBHR approved process to receive 
unspent reserves from a RSN. 

 These funds must be used for payment of the RSNôs outstanding 
financial liabilities. 

 All funds received from a RSN and the expenditures of those funds 
must be documented and made available to DBHR on demand 

 In the event that the received funds are greater than the RSNôs 
outstanding liabilities the remainder shall be used to establish BHO 
reserves. 

4.5.3. The Contractor may have an additional Operating Reserve not to exceed the 
percentage specified in Exhibit D of the Contractorôs annual Medicaid premium 
payments.  Operating Reserves are funds set aside into an account by official 
action of the Contractorôs Governing Body.  Operating Reserve funds may 
only be set aside to maintain adequate cash flow for the provision of mental 
health services. 

4.5.4. Transition of RSN reserves and financial obligations. 

 The Contractor must have a DBHR approved process to receive 
unspent reserves from a RSN. 

 These funds must be used for payment of the RSNôs outstanding 
financial liabilities. 
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 All funds received from a RSN and the expenditures of those funds 
must be documented and made available to DBHR on demand. 

4.5.5. If the Contractor terminates this Agreement for any reason or will not be 

entering into any subsequent Agreements, the Contractor shall spend all 
remaining reserves and fund balances within a reasonable timeframe 
agreed upon with HCA. 

HCA will conduct a fiscal closeout review after one hundred eighty 
(180) days of the termination date of this Agreement.  Any funds 
not spent for the provision of services under this contract shall be 
returned to HCA within sixty (60) calendar days after the completion 
of the fiscal closeout review.  Once all fund balances have been 
returned, the BHO is no longer liable for inpatient claims incurred 
during the contract period. DBHR will hold the risk and inpatient 
reserve dollars in abeyance for a period of eighteen (18) months 
from the date of receipt to pay any outstanding psychiatric inpatient 
costs accrued under this contract.   

4.6. Financial Reporting and Certification.  Financial Reports and Certifications are 
due no later than forty five (45) days after the last day of the fiscal quarter.  

4.6.1. The Contractor shall submit and certify the single Revenue, Expenditure, 
Reserves and Fund Balance report in compliance with BHO Fiscal Program 
Requirements & ñFiscal/Program Requirements Supplementary Instructions 
ï Behavioral Health Programsò.  

 The report submission must include indication that administrative 
costs, as defined in the ñBehavioral Health Program Revenue and 
Expenditure (R&E) Report Instructionsò incurred by the Contractor are 
no more than ten (10) percent of the annual revenue supporting the 
prepaid inpatient health plan operated by the Contractor. 

 Administrative costs must be measured on a fiscal year basis and 
based on the information reported in the Revenue and Expenditure 
reports. 

 The amounts paid to Federally Qualified Health Centers for services. 

 Any revenue collected by Subcontractors for services provided under 
this Agreement. This includes revenue collected from Medicare, 
insurance companies, co-payments, and other sources. The 
Contractor must certify that a process is in place to demonstrate that 
all third party revenue resources for services provided under this 
Agreement are identified, pursued, and recorded by the 
Subcontractor, in accordance with Medicaid being the payer of last 
resort.  

4.6.2. If the Contractor is unable to provide valid certifications or if DBHR finds 
discrepancies in the Revenue and Expenditure Report, DBHR may initiate 
remedial action. Remedial action may include recoupment from funds 
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disbursed during the current or successive Agreement period. Recoupment 
must occur within ninety (90) calendar days of the close of the State fiscal 
year or within ninety (90) calendar days of the DBHR's receipt of the 
certification, whichever is later. 

4.6.3. DBHR reserves the right to modify the form, content, instruction, and 
timetables for collection and reporting of financial data.  DBHR agrees to notify 
the Contractor of any anticipated changes prior to the implementation.  The 
Contractor may review and comment on changes before they go into effect. 

4.7. Medical Loss Ratio (MLR) 

4.7.1. General Reporting Requirements. The contractor must calculate and report an 
MLR once per state fiscal year, consistent with the MLR standards as 
described in this section and in 42 CFR 438.8. The first MLR report shall cover 
state fiscal year 2017-2018 and will be submitted on November 30th, 2018. 

4.7.2. The contractor provided annual MLR report will be in a format provided by 
HCA that includes the following: 

¶ Total incurred claims. 

¶ Expenditures on quality improving activities. 

¶ Expenditures related to activities compliant with program integrity 
requirements. 

¶ Non-claims costs. 

¶ Premium revenue. 

¶ Taxes. 

¶ Licensing fees. 

¶ Regulatory fees. 

¶ Methodology(ies) for allocation of expenditures. 

¶ Any credibility adjustment applied. 

¶ The calculated MLR. 

¶ A comparison of the information reported with the audited financial 
report. 

¶ A description of the aggregation method used to calculate total 
incurred claims. 

¶ The number of member months. 
 

 
4.7.3. The contractor must attest to the accuracy of the calculation of the MLR in 

accordance with the MLR standards when submitting required MLR reports.  

4.7.4. Third Party Claims Adjudication.  

The contractor must require any third party vendor providing claims 
adjudication activities to provide all underlying data associated with MLR 
reporting to the contractor within 180 days of the end of the MLR reporting 
year or within 30 days of being requested by the contractor, whichever comes 
sooner, regardless of current contractual limitations, to calculate and validate 
the accuracy of MLR reporting. 
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4.7.5. Retroactive Changes to Capitation Payments. 

In any instance where a state makes a retroactive change to the capitation 
payments for a MLR reporting year where the MLR report has already been 
submitted to the state, the contractor must: 

¶ Re-calculate the MLR for all MLR reporting years affected by the change. 

¶ Submit a new MLR report meeting the applicable requirements. 
 

4.7.6. Credibility Adjustments. 

The contractor may add a credibility adjustment to a calculated MLR if the 
MLR reporting year experience is partially credible. The credibility adjustment 
is added to the reported MLR calculation before calculating any remittances, if 
required by the state. 

The contractor may not add a credibility adjustment to a calculated MLR if the 
MLR reporting year experience is fully credible. 

If a contractor's experience is non-credible, it is presumed to meet or exceed 
the MLR calculation standards. 

4.7.7. Insolvency. 

The contractor must submit data on the basis of which the state determines 
that the contractor has made adequate provision against the risk of 
insolvency. This requirement is met through reporting of the contractorôs 
inpatient and risk reserve amounts through annual revenue and expenditures 
reporting.  

 

4.8. WISe Service-Based Enhancement (SBE).   

4.8.1. Rate Setting Assumptions. Due to the complex nature of the WISe Program 
the following items were taken into consideration when establishing the WISe 
SBE: 

¶ Increase in mandatory training for WISe team members above and beyond 
that required for other services. 

¶ Increase in staff hours due to the team-based approach of WISe 
mandating additional group meetings and conferences. 

¶ Higher than standard use of on-call crisis services during peak hours.  

¶ The WISe Programôs design of service delivery based on individual needs 
and the delivery of some services by multiple providers.  

4.8.2. The Contractor will receive the WISe Service-Based Enhancement one time 
per calendar month when a WISe service encounter is reported for an enrollee 
who is a WISe participant. Services must be state plan services as identified 
under the WISe Program Section 12.5 of this contract.   
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5. ACCESS TO CARE 

5.1. The Contractor must provide or purchase age, linguistic, and Culturally Competent 
community behavioral health services for Enrollees for whom services are medically 
necessary and clinically appropriate pursuant to: 

5.1.1. CFR § 42, CFR § 438, DBHRôs Federal 1915 (b) Mental Health and 
Substance Use Disorder Waiver, and Medicaid (Title XIX) State Plan. 

5.1.2. Other provisions of Title XIX of the Social Security Act. 

5.1.3. RCW 70.96A, 70.96B, 70.02, 71.05, 71.24, and 71.34. 

5.1.4. WAC 388-865. 

5.2. The Contractor must ensure services are sufficient in amount, duration, and scope to 
reasonably be expected to achieve the purpose for which the services are furnished.  
Policies for guidelines must include all services detailed in the Access to Care 
Standards for Behavioral Health Organizations that now include qualifying substance 
use diagnoses and the American Society of Addiction Medicine (ASAM) Criteria.   

5.3. Services must be furnished in an amount, duration, and scope that is no less than 
the amount, duration, and scope for the same services furnished to beneficiaries 
under fee-for-service Medicaid, as set forth in CFR § 440.230. 

5.3.1. The Contractor may place appropriate limits on a service for the purpose of 
utilization control, provided the services furnished can reasonably be expected 
to be sufficient in amount, duration, or scope to reasonably be expected to 
achieve the purpose for which the services are furnished. CFR § 
438.210(3)(iii)(B) 

5.3.2. Ensure that the network providers offer hours of operation that are no less 
than the hours of operation offered to commercial enrollees or comparable to 
Medicaid FFS, if the provider serves only Medicaid enrollees. 

 

5.4. The Contractor must not deny or reduce the amount, duration, or scope of a required 
service solely because of the diagnosis, type of illness, or condition. 

5.5. The Contractor must not discriminate against difficult-to-serve Enrollees.  Examples 
include a refusal to treat an Enrollee because the Enrollee is deemed too dangerous, 
because housing is not available in the community, or that a particular type of 
residential placement is not currently available. 

5.6. The Contractor may refuse to provide, reimburse for, or provide coverage of certain 
services based on moral or religious grounds. 

5.6.1. If the Contractor chooses to refuse any services or coverages on moral or 
religious grounds it must provide a list of those services to Enrollees. 

http://www.ecfr.gov/cgi-bin/text-idx?tpl=/ecfrbrowse/Title42/42tab_02.tpl
http://www.gpo.gov/fdsys/granule/CFR-2011-title42-vol4/CFR-2011-title42-vol4-part438/content-detail.html
https://www.ssa.gov/OP_Home/ssact/title19/1900.htm
http://apps.leg.wa.gov/RCW/default.aspx?cite=70.96A
http://apps.leg.wa.gov/rcw/default.aspx?cite=70.96B
http://apps.leg.wa.gov/rcw/default.aspx?cite=70.02
http://apps.leg.wa.gov/RCW/default.aspx?cite=71.05
http://apps.leg.wa.gov/RCW/default.aspx?cite=71.24
http://apps.leg.wa.gov/RCW/default.aspx?cite=71.34
http://www.gpo.gov/fdsys/pkg/CFR-2011-title42-vol4/pdf/CFR-2011-title42-vol4-sec440-230.pdf
http://www.gpo.gov/fdsys/pkg/CFR-2008-title42-vol4/pdf/CFR-2008-title42-vol4-sec438-210.pdf
http://www.gpo.gov/fdsys/pkg/CFR-2008-title42-vol4/pdf/CFR-2008-title42-vol4-sec438-210.pdf
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5.6.2. If the Contractor establishes any new policy regarding a moral or religious 
objection to any service or coverage it must notify HCA thirty (30) days prior to 
enacting the policy and all of its Enrollees within ninety (90) days of adopting 
of enacting the policy.  Any policy not expressly conveyed to HCA prior to the 
start date of this contract must be classified as ñnewò. 

 

5.7. If the Contractor is unable to provide the services covered under this Agreement, the 
services must be purchased within twenty-eight (28) calendar days for an Enrollee 
with an identified need. The Contractor must continue to pay for medically necessary 
behavioral health services outside the service area until the Contractor is able to 
provide them within its service area. 

5.8. Network Capacity. The Contractor must establish and maintain a network based on 
the anticipated Medicaid enrollment, expected utilization of services, and the number 
of network providers who are not accepting new Medicaid patients, with sufficient 
capacity, including the number, mix, and geographic distribution of Behavioral Health 
Agencies (BHAs) which serve individuals with mental health and/or substance use 
disorders, Mental Health Care Providers (MHCPs) and Chemical Dependency 
Professionals (CDPs/CDPTs) to meet the needs of all eligible Enrollees under this 
Agreement with (42 C.F.R. § 438.206(b)(1)).  

5.8.1. The Contractor must maintain and monitor an appropriate provider network, 
supported by written agreements, sufficient to serve all eligible Enrollees 
under this Contract. 

5.8.2. The Contractor must submit documentation verifying its network adequacy at 
the following times: 

¶ Upon entering this Contract 

¶ On an annual basis, 

¶ When there has been a significant change in the Contractorôs provider 
network.   
 

5.8.3. The Contractor must contract with licensed BHAs to provide plan services for 
the Enrollees in their service area.  If the Contractor is unable to provide 
services within its network, it must provide services in accordance with the 
Benefits Section of this Agreement. 

5.8.4. The Contractor must maintain documentation regarding its maintenance, 
monitoring and analysis of the network to determine compliance with the 
requirements of this Section.   

 The Contractor must provide the required documentation at any time 
upon HCA request, when there has been a change in the Contractorôs 
network or operations that, in the sole judgment of HCA, would affect 
adequate capacity and/or the Contractorôs ability to provide services. 

 This information must include at least, the names of all sub-contracted 
BHAs and the scope of services provided by the sub-contractors.  

http://www.ecfr.gov/cgi-bin/text-idx?tpl=/ecfrbrowse/Title42/42tab_02.tpl
http://www.gpo.gov/fdsys/pkg/CFR-2004-title42-vol3/pdf/CFR-2004-title42-vol3-sec438-206.pdf
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5.8.5. To the extent necessary to comply with the provider network adequacy and 
distance standards required under this Agreement, the Contractor must offer 
contracts to providers in bordering states (74.09.171 RCW).  The Contractorôs 
provider contracts with providers in bordering states must ensure timely 
access to necessary care, including inpatient and outpatient services and 
must coordinate with Oregon and Idaho providers to explore opportunities for 
reciprocal arrangements that allow Washington, Oregon, and Idaho border 
residents to access care when care is appropriate, available, and cost-
effective. 

The Contractor must provide quarterly status reports to DBHR on its 
contracting activities in border communities and services area. 

5.8.6. At a minimum the Contractor must: 

 Offer a mental health intake evaluation by a MHP within ten (10) 
business days of an Enrollee request. If a FFS individual was 
previously authorized for outpatient services under the managed 
care system, the BHO may re-enroll the person in care without a new 
intake if they return to the managed care system before the end of 
previously authorized period. 

 Offer a substance use disorder assessment by a CDP/CDPT within 
ten (10) business days of an Enrollee request 

 Maintain the ability to provide an intake evaluation at an Enrolleeôs 
residence, including adult family homes, assisted living facilities or 
skilled nursing facilities, including to persons discharged from a state 
hospital or evaluation & treatment facilities to such placements when 
the Enrollee requires an offsite service due to medical needs. 

 Provide or purchase age, linguistic, and culturally competent 
community behavioral health services for Enrollees for whom 
services are medically necessary and clinically appropriate 
consistent with the Medicaid state plan and the Federal 1915 (b) 
Behavioral Health Waiver. 

 Maintain the ability to adjust the number, mix, and geographic 
distribution of behavioral health clinicians to meet Access and 
Distance Standards as the population of Enrollees needing 
behavioral health services shift within the service area. 

 Maintain the ability to adjust reimbursement amounts for different 
specialties or for different practitioners in the same specialty to meet 
Access and Distance Standards as the needs of the Enrollees shift 
within the service area. 

 The provider network must include providers that have specialized 
expertise in the provision of manualized, evidence-based substance 
use disorder treatment services for offenders who meet the 
Contractorôs level of care guidelines for medical necessity. 

http://apps.leg.wa.gov/RCW/default.aspx?cite=74.09.171
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 The provider network must include providers that have specialized 
expertise in the provision of substance use disorder treatment 
services for women who are pregnant and who meet the Contractorôs 
level of care guidelines for medical necessity.  

 The provider network must include access to medication assisted 
treatment when itôs clinically appropriate and medically necessary.  
This can be provided either through DSHS or DOH licensed and 
certified Opiate Treatment Program providers or through a medical 
Medicaid benefit. 

 

5.8.7. Changes in provider network: A significant change in the provider network is 
defined as the termination or addition of a Subcontract with an entity that 
provides behavioral health services or the closing of a Subcontractor site that 
is providing services required under this Agreement. The Contractor must 
notify HCA and impacted Enrollees sixty (60) calendar days prior to the end  of 
any of its Subcontracts with entities that provide direct services or entering into 
new Subcontracts with entities that provide direct service. This notification 
must occur prior to any public announcement of this change.  

 If either the Contractor or the Subcontractor terminates a 
Subcontract in less than sixty (60) calendar days or a site closure 
occurs in less than sixty (60) calendar days, the Contractor must 
notify HCA as soon possible and prior to a public announcement.  

 The Contractor must notify all impacted Enrollees at least thirty (30) 
calendar days prior to the end of the contract with any of its 
providers.  

 The Contractor must notify HCA of any other changes in capacity 
that results in the Contractor being unable to meet any of the time 
and distance standards as required in this Agreement. Events that 
affect capacity include: decrease in the number or frequency of a 
required service; employee strike or other work stoppage related to 
union activities; or any changes that result in the Contractor being 
unable to provide timely, Medically Necessary services.  

 If HCA issues a stop placement of clients in a subcontracted 
treatment facility upon finding that a facility is not in substantial 
compliance with provisions of any WAC related to substance use 
disorder treatment, the Contractor must work with the subcontracted 
Contractor to transition care of any impacted Individuals.  

 If any significant changes to network capacity occur, the Contractor 
must submit a plan to HCA for Enrollees and services that include at 
least: 

5.8.7.5.1. Notification to Ombuds services. 

5.8.7.5.2. Crisis services plan. 
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5.8.7.5.3. Client notification plan. 

5.8.7.5.4. Plan for provision of uninterrupted services. 

5.8.7.5.5. Plan for retention and/or transfer of clinical records. 

5.8.7.5.6. Any information released to the media. 

 

5.9. BHA Provider Non-Discrimination. 

5.9.1. The Contractor must establish and use written policies and procedures for the 
selection of providers and ensure there is no discrimination in selection of 
providers based on:  

 The participation, reimbursement, or indemnification of any BHA 
acting within the scope of its license or certification under applicable 
State law solely upon the basis of that license or certification. 

 BHAs who serve high risk behavioral health Enrollees or specialize in 
behavioral health conditions that require costly treatment. 

 In the event that the Contractor declines to include a provider in the 
network, the Contractor must give the provider written notice of the 
reason for that decision.   

 

5.10. Enrollment Standards.  The Contractor is responsible for services within the 
boundaries of the Counties listed in the Exhibit B ï BHOs and Service Areas of the 
DSHS and BHO Agreement on General Terms and Conditions, incorporated herein 
by reference.  Enrollees of all ages who reside within the Contractorôs service area 
who are enrolled in any of the programs included in the Federal 1915 (b) Behavioral 
Health Waiver are covered by this Agreement. 

5.11. Access Standards.  A request for services may be made through a telephone call, 
walk-in, or written request from an Enrollee or those defined as Family in this 
Agreement. 

5.11.1. The Contractor must verify eligibility for Title XIX prior to the provision of non-
crisis services to an Enrollee. 

5.11.2. The Contractor must maintain documentation of all requests for service even if 
no service actually occurs. 

5.11.3. The Contractor must not refer a Washington Apple Health Enrollee to the 
Enrolleeôs Apple Health managed care plan for behavioral health services if 
the Enrollee is determined to be eligible based on medical necessity and the 
Access to Care Standards for BHOs. 
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5.12. Distance Standards. 

5.12.1. The Contractor must ensure that when Enrollees must travel to service sites, 
the drive time to the closest  provider of the behavioral health service they are 
seeking is within a standard of not more than: 

 In Rural Areas, a thirty (30)-minute drive from the primary residence 
of the Enrollee to the service site. 

 In Large Rural Geographic Areas, a ninety (90)-minute drive from the 
primary residence of the Enrollee to the service site. 

 In Urban Areas, service sites are accessible by public transportation 
with the total trip, including transfers, scheduled not to exceed ninety 
(90) minutes each way. 

5.12.2. Travel standards do not apply:  

 When the Enrollee chooses to use service sites that require travel 
beyond the travel standards;  

 To mental health clubhouses when the population is insufficient to 
support additional clubhouses within the geographic area;  

 To psychiatric inpatient services including E&T;  

 To substance use disorder treatment residential treatment facilities or 
withdrawal management (detoxification facilities); and  

 Under exceptional circumstances (e.g. inclement weather, hazardous 
road conditions due to accidents or road construction, public 
transportation shortages or delayed ferry service). 

 

5.13. Customer Service.  The Contractor must provide customer service that is customer-
friendly, flexible, proactive, and responsive to Individuals, families, and stakeholders. 
The Contractor must provide a toll free number for customer service inquiries. A local 
telephone number may also be provided for Enrollees within the local calling area. 

5.13.1. Promptly answer telephone calls from Individuals, family members and 
stakeholders from 8:00 a.m. until 5:00 p.m. Monday through Friday, holidays 
excluded. 

5.13.2. Respond to Individuals, family members, and stakeholders in a manner that 
resolves their inquiry.  Staff must have the capacity to respond to those with 
limited English proficiency or hearing loss. 

5.13.3. Customer service staff must be trained to distinguish between a benefit 
inquiry, third party insurance issue, Appeal, or Grievance and how to route 
these to the appropriate party.  At a minimum, logs must be kept to track the 
date of the initial call, type of call and date of attempted resolution.  This log 



 
 

Page 36 of 131 
HCA 7084LS BHO PIHP Contract (6-4-2018) 

must be provided to HCA for review upon request. 

5.14. Miscellaneous Changes. In the event that any of the following is significantly 
changed the Contractor must notify its Enrollees within thirty (30) days of the change 
occurring: 

5.14.1. Restrictions on the Enrolleeôs freedom of choice among network providers. 

5.14.2. Grievance and Fair Hearing procedures. 

5.14.3. Amount, duration, and scope of benefits available. 

5.14.4. Procedures for obtaining benefits, including authorization requirements. 

5.14.5. Extent to which, and how, Enrollees may obtain benefits. 

5.14.6. Extent to which, and how, after-hours and emergency coverage are provided. 

5.15. Individuals identified as AI/AN in Medicaid enrollment are only to be included if the 
individual chooses to opt in to the BHO. In the event they choose not to be part of the 
BHO behavioral health services for that individual shall be provided on a fee-for-
service basis and billed to The State.  

5.15.1. AI/AN individuals who are current Medicaid clients and opt in to the BHO shall 
have their effective date be set to the first day of the month following their 
request for enrollment.  

5.15.2. Newly eligibly AI/AN individuals who opt in to the BHO shall have their 
effective date set to the first day of the month following enrollment. 

5.16. The Contractor must accept referrals from Indian Health Care Providers to network 
providers for AI/AN enrollees. 

6. UTILIZATION MANAGEMENT 

6.1. Level of Care Guidelines.  The Contractor and its subcontractors must establish 
written policies and procedures for authorization of Behavioral Health services, and:   

6.1.1. Maintain written utilization management criteria that include, Level of Care 
Guidelines that reflect both the Access to Care Standards for BHOs and the 
ASAM criteria. 

6.1.2. The Contractorôs Level of Care Guidelines must be provided to HCA upon 
request.  HCA reserves the right to request changes to the Contractorôs Level 
of Care Guidelines. 

6.1.3. Prior to March 31st 2018, the Contractor must submit a plan to DBHR 
describing how it will comply with the following requirements by January 1, 
2019:   

Level of Care guidelines must meet all behavioral health parity requirements, 
including the requirement that initial outpatient services will be considered 
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authorized based on a determination by a contracted BHA that medical 
necessity is met, except for higher-level services identified by the Contractor. 
The Contractor must identify higher-level services as those where the 
intensity, scope, or duration of the service is greater than routine outpatient 
services. The Contractor may implement these changes prior to January 1, 
2019 if a plan is submitted to and approved by DBHR.  

 

6.2. The Contractor must use these policies for making decisions about scope, duration, 
intensity and continuation of services.  The Level of Care Guidelines described in 
section 6.1. and include: 

6.2.1. Criteria for authorization of initial routine services including outpatient and 
residential treatment services.  These services do not meet the definition of 
Urgent or Emergent Care. 

6.2.2. The requirement for documentation of the presence of a covered Mental 
Health or Substance Use Disorder diagnosis based on DSM 5.  

6.2.3. The ASAM criteria for initial authorizations, continuing stay, and discharge for 
SUD services.  

 ASAM levels of care for outpatient and residential services include 
the following: 

Level 1  Outpatient Services  

Level 2.1  Intensive Outpatient Services 

Level 3.1  Clinically Managed, Low Intensity Residential Services  

Level 3.3  Clinically Managed, Population Specific, High Intensity, 
Residential Services. (This level of care not designated 
for adolescent populations) 

Level 3.5  Clinically Managed, Medium Intensity Residential 
Services 

 ASAM levels of care for Withdrawal Management (Detoxification 
Services) include the following: 

Level 1 WM Ambulatory withdrawal management without extended 
onsite monitoring.  

Level 2 WM Ambulatory withdrawal management with extended 
onsite monitoring. 

Level 3.2 WM Clinically managed Residential Withdrawal 
Management.  

Level 3.7 WM Medically monitored inpatient withdrawal management.  

6.2.4. Mental Health Access to Care Standards for mental health services. 

6.2.5. Criteria for Authorization of Routine and Inpatient care at a community 
psychiatric hospital. 
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6.2.6. Enrollees cannot be required to relinquish custody of minor children in order to 
access residential SUD treatment services.  

6.2.7. Continuing Stay and Discharge Criteria for Routine and Inpatient Care.  
Mental Health - Access to Care Standards for BHOs may not be used as 
continuing stay and discharge criteria from Routine mental health services and 
psychiatric inpatient services.  

6.2.8. The requirement that any decision to deny a service authorization request or 
to authorize a service in an amount, duration, or scope that is less than 
requested must be determined by a professional who meets or exceeds the 
requirements of a Chemical Dependency Professional or Mental Health 
Professional with the appropriate clinical expertise.  

6.3. Appointment Standards.  The Contractor must comply with appointment standards 
that are consistent with the following: 

6.3.1. The Contractor must make available crisis mental health services on a twenty-
four (24) hours, seven (7) days per week basis that may be accessed without 
full completion of intake evaluations and/or other screening and assessment 
processes. 

 Emergent mental health care must occur with two (2) hours of a 
request for mental health services from any source. 

 Urgent care must occur within twenty-four (24) hours of a request for 
mental health services from any source. 

6.3.2. A routine behavioral health intake evaluation or assessment appointment must 
be available and offered to every Enrollee within ten (10) business days of the 
request, with a possible extension of up to an additional ten (10) business 
days, unless both of the following conditions are met: 

 An intake evaluation or assessment has been provided in the 
previous twelve (12) months that establishes medical necessity; and 

 The Contractor agrees to use the previous intake evaluation or 
assessment as the basis for authorization decisions. 

6.3.3. The time period from request for behavioral health services to the first Routine 
Service appointment offered must not exceed twenty-eight (28) calendar days. 

6.3.4. The Contractor must document the reason for any delays.  This includes 
documentation when the Individual declines an intake appointment within the 
first ten (10) business days following a request or declines a Routine 
appointment offered within the twenty-eight (28) calendar day timeframe. 

6.3.5. The Contractor must monitor the frequency of Routine appointments that 
occur after twenty-eight (28) calendar days for patterns and apply corrective 
action where needed. 
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6.4. Authorization for SUD Services. The Individual must be determined to have a 
substance use disorder diagnosis as defined in the current Diagnostic and Statistical 
Manual of Mental Illness covered and by the Washington State Access to Care 
Standards for Behavioral Health Organizations.  The Individualôs impairment(s) and 
corresponding need(s) must be the result of a SUD diagnosis.  The intervention is 
deemed to be reasonably necessary to improve, stabilize or prevent deterioration of 
functioning resulting from the presence of a SUD diagnosis.  The Individual is 
expected to benefit from the intervention.  The Individualôs unmet need cannot be 
more appropriately met by any other formal or informal system or support. 

6.5. Authorization for Mental Health Services. The Individual must be determined to have 
a mental health diagnosis (as defined in the current Diagnostic and Statistical 
Manual of Mental Illness) covered by the Access to Care Standards for Behavioral 
Health Organizations.  The Individualôs impairment(s) and corresponding need(s) 
must be the result of a mental health diagnosis.  The intervention is deemed to be 
reasonably necessary to improve, stabilize or prevent deterioration of functioning 
resulting from the presence of a mental health diagnosis.  The Individual is expected 
to benefit from the intervention.  The Individualôs unmet need cannot be more 
appropriately met by any other formal or informal system or support. 

6.6. Authorization for Routine Mental Health and Substance Use Disorder Services.  The 
Contractor must make a determination of eligibility for an initial authorization of 
Routine services based on Medical Necessity. 

6.6.1. Medical Necessity for Mental Health Services is based on the presence of a 
covered DSM 5 mental health diagnosis and application of the Access to Care 
Standards for BHOs following the initiation of the intake evaluation. 

6.6.2. Medical Necessity for Substance Use Disorder Treatment Services is based 
on the presence of a DSM 5 substance related diagnosis and application of 
the ASAM criteria following an Assessment. 

6.6.3. Authorization and provision of services may begin once medical necessity has 
been established through process of beginning an intake evaluation for mental 
health services or completing an assessment for SUD services. 

6.6.4. Notice of the authorization decision must be provided as expeditiously as the 
individualôs health condition requires and no later than fourteen (14) calendar 
days after the request for authorization. 

6.6.5. An extension of up to fourteen (14) additional calendar days to make the 
authorization decision is possible upon request by the Enrollee or the BHA or 
the Contractor justifies (to HCA upon request) a need for additional 
information and how the extension is in the Enrolleeôs interest. 

6.6.6. The Contractor and its subcontractors must have written policies and 
procedures to ensure consistent application of extensions within the service 
area. 

6.6.7. The Contractor must monitor the use and pattern of extensions and apply 
corrective action where necessary.  
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6.6.8. Authorization decisions must be expedited to no longer than three (3) 
business days after receipt of the request for services if either of the following 
is true: 

 The Enrolleeôs presenting behavioral health condition affects their 
ability to maintain or regain maximum functioning. 

 The Enrollee presents a potential risk of harm to self of others. 

6.6.9. The Contractor must designate at least one (1) Childrenôs Care Manager that 
is a Childrenôs Mental Health Specialist or is supervised by a Childrenôs Mental 
Health Specialist who oversees the authorizations of Enrollees under the age 
of twenty-one (21) years old. 

6.6.10. The Contractor must have at least one (1) Care Manager who is a licensed 
Chemical Dependency Professional 

6.6.11. The Contractor or formal designee must review requests for additional 
services to determine a re-authorization following the exhaustion of previously 
authorized services by the Enrollee. This must include: 

 An evaluation of the effectiveness of services provided during the 
benefit period and recommendations for changes in methods or 
intensity of services being provided. 

 A method for determining if an Enrollee has met discharge criteria. 

6.6.12. Out of Area Placement. The Contractor is responsible for payment of services 
that occur outside of the boundaries listed in the Exhibit B ï BHOs and 
Service Areas of the DSHS and BHO agreement on General Terms and 
Conditions when the Contractor or their agent authorize these services. 
Responsibility fosts of care continues regardless of whether or not Capitation 
Payments are issued to the placing Contractor until either: 

 Medicaid eligibility in any of the programs included in the Federal 
1915 (b) Behavioral Health Waiver ends or  

 The individual is discharged from the authorized services. The 
Contractor is not responsible for enrollees placed out of area by 
entities not directly contracting with them 

6.7. Authorization for Payment of Psychiatric Inpatient Services. The Contractor 
must have appropriate clinical staff members available twenty-four (24) hours per 
day, seven (7) days week to respond to requests for authorization of psychiatric 
inpatient care in community hospitals.  

6.7.1. Non-emergent admissions: The Contractor must make an expedited 
authorization decision and provide notice as expeditiously as the Individual's 
health condition requires and no later than three (3) business days following 
the receipt of an authorization request for inpatient care. Extensions of up to 
(fourteen) 14 calendar days are permitted if the Enrollee or provider requests 
an extension or if the Contractor justifies a need for additional information and 
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the delay is in the Individual's best interest.  

6.7.2. Emergency services. 

 The contractor must cover and pay for emergency inpatient services 
necessary to evaluate and stabilize an enrolleeôs EMC; and may not 
deny payment for treatment obtained under either of the following 
circumstances:  

6.7.2.1.1 An enrollee had an emergency medical condition, including 
cases in which the absence of immediate medical attention 
would not have had the outcomes specified in the definition 
of Emergency Medical Condition in this agreement.  

6.7.2.1.2 A representative of the contractor instructs the enrollee to 
seek emergency services.  

 Prior authorization decisions for inpatient post-stabilization care 
services must be made within one (1) hour of the providerôs initial call 
following determination of stabilization.  

 The contractor is financially responsible for post-stabilization care 
services that are not pre-approved, but administered to maintain the 
enrollee's stabilized condition within 1 hour of a request to the 
contractor for pre-approval of further post-stabilization care services;  

 The contractor is financially responsible for post-stabilization care 
services that are not pre-approved, but administered to maintain, 
improve, or resolve the enrollee's stabilized condition if;  

6.7.2.1.3 The contractor does not respond to a request for pre-
approval within 1 hour;  

6.7.2.1.4 The contractor cannot be contacted; or 

6.7.2.1.5 The contractorôs representative and the treating physician 
cannot reach an agreement concerning the enrollee's care 
and the Contractorôs physician is not available for 
consultation. In this situation, the treating physician may 
continue to care for the patient until the Contractorôs 
physician is reached or one of the criteria in 42 
CFR§422.113(c)(3) is met.  

 End of the contractorôs financial responsibility. Excluding pre-
approved post-stabilization services the contractor's financial 
responsibility for post-stabilization care services, ends when;  

6.7.2.5.1. The contractorôs representative and the treating physician 
reach an agreement concerning the enrollee's care, 

6.7.2.5.2. A BHO physician assumes responsibility for the enrolleeôs 
care through transfer; or  
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6.7.2.5.3. The enrollee is discharged.  

6.7.3. Only a psychiatrist or doctoral level-clinical psychologist may deny a request 
for psychiatric inpatient care.  

6.7.4. Adverse Benefit Determinations must be issued to the enrollee or the 
enrolleeôs representative (including the inpatient facility if acting as such) 
whenever the contractor does not approve an inpatient service from an 
enrollee or accepting hospital, or authorizes the inpatient service in an amount 
that is less than requested. 

6.8. Authorization for Withdrawal Management Services. 

6.8.1. Initial Admissions are determined based on medical necessity and 
appropriateness of placement by the admitting provider. : 

6.8.2. The Contractor must have appropriate clinical staff members to respond to 
requests for any additional days and make appropriate referrals as necessary 
for continuity of care.  

6.8.3. Services are to be delivered in settings that meet the requirements of WAC 
388-877B for individuals who have meet the screening criteria. 

6.9. Notice of Action.  The Contractor must notify the requesting provider, and give the 
Enrollee or their authorized representative written notice of any decision by the 
Contractor to deny a service authorization request, or to authorize a service in an 
amount, duration, or scope that is less than requested. If the authorization is denied, 
a Notice of Action must be provided to the Enrollee or their Authorized 
Representative within the required timeframes in the Grievance Procedures.  

6.10. Transition for Payment of Behavioral Health Services. 

6.10.1. The Contractor will implement a transition of care policy that ensures 
continued access to services during a transition from Fee For Service to a 
Managed Care Organization or transition from one Managed Care 
Organization/Prepaid Inpatient Health Plan to another when an enrollee, in the 
absence of continued services, would suffer serious detriment to their health 
or be at risk of hospitalization or institutionalization. 

6.10.2. The Contractor is responsible for payment for all services for individuals in a 
course of treatment that was started under a fee for service arrangement with 
any HCA contracted provider for SUD services that are now covered by this 
contract.  The Contractor must:  

 Develop a safe, medically appropriate transition plan, considering the 
health and safety of the transitioning individual.  

 Authorize and become responsible for Involuntary Treatment 
services to continue in accordance with RCW 70.96A.140 using 
ASAM Criteria to determine length of stay. 

http://apps.leg.wa.gov/rcw/default.aspx?cite=70.96A.140
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 The Contractor must ensure that all services are delivered under a 
subcontract that meets all contractual requirements of this Contract 
including but not limited to Subcontractor, HIPAA, Confidentiality, 
and Data Security Requirements. 

6.10.3. The Contractor is responsible for payment of all services provided for 
individuals receiving behavioral health treatment that was initiated under a fee 
for service arrangement and opts into the PIHP.   

The Contractor must:  

 Develop a safe, medically appropriate transition plan, considering the 
health and safety of the transitioning individual.  

 Complete an assessment of the individual or accept the most recent 
assessment by the individualôs current provider to determine medical 
necessity.  

 If the individual is being treated by an out of network provider, the 
Contractor shall authorize and accept responsibility for continuing 
Medicaid services for up to sixty (60) calendar days after the date of 
PIHP enrollment, or until one of the following occurs based on a 
medical necessity determination: 

¶ The course of treatment is complete, or 

¶ The Contractor evaluates the client and determines that services 
are no longer necessary, or 

¶ The Contractor determines that a different course of treatment is 
indicated or 

¶ The individual agrees to transition to a BHO contracted provider. 

 

6.11. Additional Allowable Services.   

6.11.1. The Contractor may provide services in lieu of those described in the Medicaid 
State Plan and allowed under Medicaid.   

 The state must determine that the alternative service or setting is a 
medically appropriate substitute for the covered service or setting 
under the state plan.  

 The contract specifies that the MCP may cover services or settings 
for enrollees that are in lieu of those covered under the state plan if 
the state determines that the alternative service or setting is a cost 
effective substitute for the covered service or setting under the state 
plan. 

 The contract specifies that the MCP may cover services or settings 
for enrollees that are in lieu of those covered under the state plan if 
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the enrollee is not required by the MCP to use the alternative service 
or setting. 

 The services must meet all DSHS and/or DOH licensing and 
certification standards and be medically necessary.   

 The Contractor is not required to provide these services in lieu of 
Medicaid state plan services.   

 All costs and encounter reporting requirements are the same for any 
provided in lieu of services. 

6.11.2. The Contractor may provide services necessary for the BHO or its 
subcontractors to ensure compliance with CFR 438.910 ï Parity 
Requirements.  

6.11.3. The Contractor may voluntarily provide any other service not covered in the 
State Plan, although the cost of these services cannot be included when 
determining the payment rates.   

6.12. Utilization Management Plan.  The Utilization Plan must not be structured in such a 
way as to encourage individuals or entities to deny, limit or discontinue medically 
necessary services.  

6.12.1. The Contractor must have a medical director (consultant or staff) who is 
qualified to provide guidance, leadership, oversight, utilization, and quality 
assurance for the behavioral health programs.  These following activities must 
be carried out in conjunction with the administrative staff or other clinical staff, 
but are the responsibility of the medical director to oversee.  Utilization reviews 
must have the following components: 

 Services requested in comparison to services identified as medically 
necessary. 

 A review of youth receiving medication without accompanying 
behavioral or therapeutic intervention. 

 Level of Care authorized for SUD treatment services based on ASAM 
Criteria in comparison to treatment services delivered. 

 A review of trends and patterns identified in the Individual Service 
Plan which have been met, have been discontinued, or have 
continued need. 

 Patterns of Denials. 

 Use of Evidence-Based and other identified practice guidelines. 

 Use of discharge planning guidelines. 

 Community standards governing activities such as coordination of 
care among treating professionals. 
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 Coordination with Federally Recognized Tribal and Recognized 
American Indian Organizations (RAIOs) and other agencies. 

6.12.2. The Contractor must establish criteria for, document, and monitor: 

 Consistent application of Medical Necessity criteria and Level of Care 
Guidelines including the use of Access to Care Standards and ASAM 
Criteria. 

 Consistent application of criteria for authorization decisions for 
continuing stay and discharge. 

 Appropriate inclusion of providers in utilization decisions. 

 Over- and under-utilization of services. 

6.13. Medicaid Funded Personal Care and Related Services:  DSHS Aging and Long 
Term Support Administration (ALTSA), Home and Community Services (HCS) 
Division uses the Comprehensive Assessment Reporting Evaluation (CARE) tool to 
determine personal care needs.   

6.13.1. Personal care and related services authorized by HCS must not duplicate 
services the Contractor is required to provide. 

6.13.2. Requests for information. 

 The Contractor or its designee must respond to requests from HCS 
within five (5) business days of the request. 

 The Contractor and the local HCS office may mutually agree in 
writing to extend the five (5) business day requirement. 

 The Contractor must or its designee must enter into an agreement 
with ALTSA/HCS or its designee that identify processes and 
procedures related to shared clients.  

6.13.3. Authorization decisions for personal care and related services must be based 
on the following: 

 A review of the request to determine if the Individual is currently 
authorized to receive Behavioral Health services in the Contractorôs 
Service Area; 

 A verification of the need for personal care and related services is 
based solely on a psychiatric disability; 

 A review of the requested services to determine if the Individualôs 
personal care and related services or other needs could be met 
through the provision of other available behavioral health services; 

6.13.4. Services may include personal care, relief care, cluster care, nurse delegation, 
training required by an individual provider to continue providing personal care, 
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or client responsibility reimbursement. 

6.13.5. Authorization denials: 

 If the Contractor denies authorization for personal care or related 
services, and the Individualôs diagnosis is psychiatric, a written 
response must be provided to HCS or its designee and must include 
the reason for the determination and alternative services authorized 
that will be used to meet the personal care needs identified in the 
CARE assessment; 

 When the Contractor denies authorization based on provision of 
other services, a plan (e.g. Individual Service Plan) must be 
developed by the Contractor and implemented to meet the service 
needs identified in the CARE assessment. 

6.13.6. Reporting.  The Contractor must provide the following documentation to 
DBHR, HCS, or its designee on request: 

 

 The original referral from HCS or its designee and request for 
authorization; 

 Any information provided by HCS or its designee including the CARE 
assessment; 

 A copy of the Contractorôs determination and written response 
provided to HCS or its designee; 

 A copy of the plan developed and implemented to meet the 
Individualôs needs through provision of other services when the 
personal care or other related services request has been denied 
based on the Contractorôs determination 

7. GRIEVANCE AND APPEAL SYSTEM 

7.1. General Requirements.  The Contractor must have a Grievance and Appeal 
System that complies with the requirements of 42 CFR § 438 Subpart F and WAC 
388-877-0654 through WAC 388-877-0675, insofar as those WACs are not in conflict 
with 42 CFR § 438 Subpart F.  The Grievance and Appeal System must include a 
Grievance Process, an Appeal Process, and access to the Administrative Hearing 
process. 

7.1.1. The Contractor must have policies and procedures addressing the grievance 
and appeal system, which comply with the requirements of this Agreement.  
These must be provided to HCA upon request.  If requested, HCA will 
approve, in writing, all Grievance and Appeal System policies and procedures 
and related Notices to Enrollees regarding the Grievance and Appeal System. 

7.1.2. The Contractor must provide Enrollees with any reasonable assistance 
necessary to complete forms and other procedural steps for Grievances and 
Appeals as required in 42 CFR § 438.406(a).  This includes, but is not limited 

http://www.ecfr.gov/cgi-bin/text-idx?rgn=div5&node=42:4.0.1.1.8
http://www.ecfr.gov/cgi-bin/text-idx?rgn=div5&node=42:4.0.1.1.8
http://www.ecfr.gov/cgi-bin/text-idx?SID=7d4fd10af2901854531c868df17473e0&node=se42.4.438_1406&rgn=div8
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to, auxiliary aids and services upon request, such as providing interpreter 
services and toll-free numbers that have adequate TTY/TTD and interpreter 
capability.  Enrollees may also use the free and confidential Ombuds services 
provided within the BHO network. 

7.2. Grievance Process.  The following requirements are specific to the Grievance 
Process: 

7.2.1. Only an Enrollee or the Enrolleeôs Authorized Representative may file a 
Grievance with the Contractor to express dissatisfaction in person, orally, or in 
writing about any matter other than an Adverse Benefit Determination to The 
BHA providing the behavioral health services OR The Contractor. 

7.2.2. Designation of an Authorized Representative requires the Enrolleeôs written 
consent.  The Enrolleeôs Behavioral Health Provider or BHA may act as an 
Authorized Representative, with the Enrolleeôs written consent.   

7.2.3. The Ombuds serving the Contractor or BHA may assist the Enrollee in 
resolving the Grievance at the lowest possible level. 

7.2.4. An Enrollee may choose to file a Grievance with the Contractor or with the 
BHA, subject to the following: 

 Filing a Grievance with a BHA.  If the Enrollee first files a Grievance 
with the BHA and the Enrollee is not satisfied with the BHAôs written 
decision on the Grievance, or if the Enrollee does not receive a copy 
of that decision from the BHA within the timelines established this 
Agreement, the Enrollee may then choose to file the Grievance with 
the Contractor.  The Contractorôs written decision on the grievance is 
the final decision.  The grievance cannot progress to an 
administrative hearing except under circumstances identified in 42 
CFR § 438.400 (b)(5).   

 Filing a Grievance with the Contractor.  If the Enrollee first files a 
Grievance with the Contractor (and not the BHA), and the Enrollee is 
not satisfied with the Contractorôs written decision on the Grievance, 
the Enrollee cannot file the same Grievance with the BHA.  The 
Contractorôs written decision on the grievance is the final decision.  
The grievance cannot progress to an administrative hearing except 
under circumstances identified in 42 CFR § 438.400(b)(5).  

 There is no time limit to filing a grievance. 

7.2.5. When an Enrollee files a Grievance, the Contractor or BHA receiving the 
Grievance must: 

 Acknowledge the receipt of the Grievance in writing within five (5) 
business days; 

 Investigate the Grievance;  
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 At the Enrolleeôs request, give the individual reasonable assistance 
in taking any procedural steps; 

 Inform the Enrollee about Ombuds services and how to access these 
services; and 

 Send the Enrollee who filed the Grievance a written Notice 
describing the decision as expeditiously as the Enrolleeôs health 
condition requires, or no later than ninety (90) calendar days from the 
date the Grievance was filed. 

7.2.6. The Contractor or BHA receiving the Grievance must ensure the following: 

 Other people, if the Enrollee chooses, are allowed to participate in 
the Grievance process. 

 That a Grievance is resolved even if the Enrollee is no longer 
receiving behavioral health services. 

 That the persons who make decisions on a Grievance: 

7.2.6.3.1. Were not involved in any previous level of review or 
decision-making nor a subordinate of any person who 
reviewed or decided on a previous level of the grievance; 
and 

7.2.6.3.2. Are MHPs or CDPs who have appropriate clinical expertise 
if the Grievance involves clinical issues or when the 
grievance involves the denial of an expedited resolution on 
an appeal. 

7.2.6.3.3. Consider all comments, documents, records, and other 
information submitted by the Enrollee or the Enrolleeôs 
representative regardless of whether the information was 
considered in the initial review.   

 That the Enrollee and, if applicable, the Enrolleeôs Authorized 
Representative, receive a written Notice containing the decision as 
expeditiously as the Enrolleeôs health condition requires, or within 
ninety (90) calendar days from the date a Grievance is received by 
the Contractor or BHA.  

 This timeframe can be extended up to an additional fourteen (14) 
calendar days, if:  

7.2.6.5.1. Requested by the Enrollee or the Enrolleeôs Authorized 
Representative; or  

7.2.6.5.2. By the Contractor or BHA when additional information is 
needed and the BHA or Contractor can demonstrate to 
HCA upon request that it needs additional information and 
that the added time is in the Enrolleeôs interest.  If 
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timeframe is extended not at the request of the Enrollee, 
the Contractor must make reasonable efforts to provide the 
Enrollee prompt verbal notice of the delay and give the 
Enrollee written notice within 2 calendar days.  Written 
notice must include the reason for the decision to extend 
and inform the Enrollee of the right to file a grievance if the 
Enrollee disagrees with this decision.  

 That the written Notice includes: 

7.2.6.6.1. The resolution of the Grievance; 

7.2.6.6.2. The reason for the decision and the date the decision was 
made; and 

7.2.6.6.3. Is provided in the prevalent non-English languages as 
described in the Information Requirements section and 
meets the language and format requirements identified in 
42 CFR § 438.10 (d).   

 Then the Contractor does not act within the grievance process 
timeframes described in this section, the Enrollee is considered to 
have exhausted the appeal process and has a right to request an 
Administrative Hearing. 

7.3. Notice of Adverse Benefit Determination. The Contractor must provide a written 
Notice of Adverse Benefit Determination, to the Enrollee or his or her Authorized 
Representative for any decision requiring such a notice, in accordance with 42 CFR 
§§ 438.400 and 438.404.  

7.3.1. For Enrollees receiving Wraparound with Intensive Services (WISe), the 
Contractor must provide a written Notice of Adverse Benefit Determination to 
the Enrollee or the Authorized Representative if: 

 
 A Children and Adolescent Needs and Strengths (CANS) screen 

results in the denial of a request for Wraparound with Intensive 
Services (WISe), or any other decision that meets the definition of an 
Adverse Benefit Determination.   

 The Enrollee expresses disagreement with the BHO regarding a 
treatment decision or the individual service plan.   

 

7.3.2. The Notice of Adverse Benefit Determination must include an understandable 
explanation of: 

 The Adverse Benefits Determination the Contractor has made or 
intends to make; 

 The reasons for the Adverse Benefit Determination,  including 
citation of the rule(s) and criteria used for the basis of the decision; 
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 The right of the Enrollee to be provided reasonable access to and 
copies of all documents, records, and other information relevant to 
the Enrolleeôs adverse benefit determination upon request and free 
of charge.  Such information includes medical necessity criteria, and 
any processes, strategies, or standards used in setting coverage 
limits; 

 The Enrolleeôs right to file an Appeal with the Contractor, the process 
to file an appeal,  including information on exhausting the 
Contractorôs one level appeal process and the Enrolleeôs right to 
request an administrative hearing; 

 The circumstances under which an expedited appeal process is 
available and how to request it; and 

 The Enrolleeôs right to receive behavioral health services while an 
Appeal is pending, how to make the request that benefits be 
continued, and that the Enrollee may be held liable for the cost of 
services received while the Appeal is pending if the Appeal decision 
upholds the decision in the Notice of Adverse Benefit Determination. 

 Notices of Adverse Benefit Determinations must be provided in the 
prevalent non-English languages as described in the Information 
Requirements section and meet the language and format 
requirements identified in 42 CFR § 438.10(d).     

7.3.3. When the Contractor or its contracted BHA does not reach service 
authorization decisions within the required timeframes, or fails to provide 
services in a timely manner, or when the Contractor does not act within the 
grievance and appeal system timeframes, it is considered an adverse benefit 
determination. In these cases, the Enrollee is considered to have exhausted 
the appeal process and the Contractor sends a formal notice of adverse 
benefit determination, which includes the Enrolleeôs right to request an 
administrative hearing. 

7.3.4. Mailing Timeframes.  The Contractor or its agent must mail the Notices of 
Adverse Benefit Determinations within the following timeframes: 

 For Routine Service authorization decisions that deny or limit 
services, no longer than fourteen (14) calendar days from the 
request for service. 

 For terminations, suspensions, or reductions of previously authorized 
services, no longer than ten (10) calendar days before the date of the 
Adverse Benefit Determination.  

 For expedited authorization decisions in which the Contractor 
determines or its contracted BHA indicates that following the 
standard timeframe could seriously jeopardize the enrollee's life or 
health or ability to attain, maintain, or regain maximum function, the 
Contractor must make an expedited authorization decision and 
provide notice as expeditiously as the enrollee's health condition 
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requires and no later than 72 hours after receipt of the request for 
service. 

The Contractor may extend the 72 hour time period by up to 14 
calendar days if the enrollee requests an extension, or if the 
Contractor is able to demonstrate to HCA upon request that it needs 
additional information and that the added time is in the Enrolleeôs 
interest. 

 For Actions that are issued because the Contractor has verifiable 
information indicating probable beneficiary fraud the notice can be 
provided in as few as five (5) calendar days before the date of the 
Adverse Benefit Determination. 

 When any of the following occur the Contractor must issue the notice 
by the date of the Adverse Benefit Determination: 

7.3.4.5.1. The Enrollee has died. 

7.3.4.5.2. The Enrollee submits a signed written statement 
requesting service termination. 

7.3.4.5.3. The Enrollee submits a signed written statement 
including information that requires service termination or 
reduction and indicates that he or she understands that 
service termination or reduction will result. 

7.3.4.5.4. The Enrollee has been admitted to an institution in which 
he or she is ineligible for Medicaid services. 

7.3.4.5.5. The Enrolleeôs address is determined unknown based on 
returned mail with no forwarding address. 

7.3.4.5.6. The Enrollee is accepted for Medicaid services by 
another local jurisdiction, state, territory, or 
commonwealth. 

7.3.4.5.7. A change in the level of medical care is prescribed by the 
Enrolleeôs physician. 

7.3.4.5.8. The Notice involves an adverse determination with 
regard to preadmission screening requirements of 
section 1919(e)(7) of the Act.  

7.3.4.5.9. The transfer or discharge from a facility will occur in an 
expedited fashion as described in 42 CFR § 
483.12(c)(3). 

7.3.4.5.10. Denial of payment or at the time of any Adverse Benefit 
Determination directly affecting the claim.   

http://www.ecfr.gov/cgi-bin/text-idx?rgn=div8&node=42:5.0.1.1.2.2.7.4
http://www.ecfr.gov/cgi-bin/text-idx?rgn=div8&node=42:5.0.1.1.2.2.7.4
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 Under the following circumstances, authorization decisions may be 
extended an additional fourteen (14) calendar days: 

7.3.4.6.1. The Enrollee or the BHA requests an extension. 

7.3.4.6.2. The Contractor demonstrates the need for additional 
information to make an authorization decision and that 
the extension is in the Enrolleeôs best interest. 

 If the Contractor extends the timeframe it must: 

7.3.4.7.1. Give the Enrollee written notice of the reason for the 
decision to extend the timeframe and inform the Enrollee 
of the right to file a Grievance if he or she disagrees with 
that decision; and 

7.3.4.7.2. Issue and carry out its determination as expeditiously as 
the Enrolleeôs behavioral health condition requires and 
no later than the date the extension expires. 

7.3.5. The Contractor must provide a Notice on the date that the timeframes expire, 
when service authorization decisions are not reached within the applicable 
timeframes for either standard or expedited service authorizations. 

7.4. Appeals Process.  The Contractor must have a single level appeal process that 
conforms to the following: 

7.4.1. The Contractor must ensure that the Appeals Process allows an Enrollee, the 
Enrolleeôs Authorized Representative, a provider, or a BHA acting on behalf of 
the Enrollee and with the Enrolleeôs written consent, to appeal a Contractorôs 
Adverse Benefit Determination ( 42 CFR § 438.402(c)(2)(ii)). If a written Notice 
of Adverse Benefit Determination was not received, an appeal may still be 
filed. The appeal may be filed orally or in writing and unless the Enrollee 
requests expedited resolution, the Enrollee must follow an oral filing with a 
written, signed appeal. 

7.4.2. The Enrollee requesting review of an Adverse Benefit Determination: 

 Must file an Appeal and receive a Notice of Resolution from the 
Contractor before requesting an Administrative Hearing, unless the 
Enrollee did not receive a Notice of Resolution; and 

 May not file a Grievance with the BHA or the Contractor for the same 
issue as the Appeal once an Appeal has been filed. 

7.4.3. The Appeals process must: 

 Provide an Enrollee a reasonable opportunity to present evidence 
and allegations of fact or law in person as well as in writing.  The 
Contractor must inform the Enrollee of the limited time available 
during an Expedited Appeal Process. 
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 Provide the Enrollee the opportunity, free of charge and sufficiently in 
advance, to examine the Enrolleeôs clinical record, including 
examining new or additional evidence, medical records, and any 
other documents and records considered during the Appeal Process. 

 At the Enrolleeôs request, give the individual reasonable assistance 
in taking any procedural steps. 

 Inform the Enrollee about Ombuds services and how to access these 
services; 

 

 Include as parties to the Appeal as applicable; 

7.4.3.5.1. The Enrollee. 

7.4.3.5.2. The Enrolleeôs Authorized Representative. 

7.4.3.5.3. The legal representative of a deceased Enrolleeôs estate. 

 The Contractor must ensure that the persons who make decisions on 
an Appeal: 

7.4.3.6.1. Were not involved in any previous level of review or 
decision-making nor a subordinate of any person who 
reviewed or decided on a previous level of review or 
decision making; 

7.4.3.6.2. Are mental health professionals or chemical dependency 
professionals who have appropriate clinical expertise in 
the type of behavioral health service if deciding an appeal 
of an adverse benefit determination concerning medical 
necessity or an appeal that involves any clinical issues;  

7.4.3.6.3. Consider all comments, documents, records, and other 
information submitted by the individual regardless of 
whether the information was considered in the initial 
decision. 

7.4.4. Standard Appeals Process for an Adverse Benefit Determination ï continued 
services not requested 

 An Enrollee who disagrees with a decision communicated on an 
Adverse Benefit Determination may file an Appeal orally or in writing.  
An oral appeal must be followed with a written, signed appeal.  

 The Enrollee or the Enrolleeôs Authorized Representative must file 
the Appeal within sixty (60) calendar days from the date on the 
Notice of Adverse Benefit Determination. 

 The Contractor must confirm receipt of Appeals in writing within five 
(5) business days. 
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 The Contractor must send the Enrollee a written notice of the 
resolution within thirty (30) calendar days of receiving the Appeal.  

7.4.5. Notice of Resolution of an Appeal ï continued services not requested.  
The Contractor must provide a written Notice of Resolution that includes:  

 The Contractorôs decision and date of decision; 

 The reason for the decision;  

 The right to request an Administrative Hearing if the Enrollee 
disagrees with the decision, how to request a hearing, and the 
timeframes to do so; 

 The right to request and receive services pending a hearing and how 
to request continuation of services;  

 That the Enrollee may be held liable for the cost of continued 
services if the administrative hearing upholds the Contractorôs 
decision; and  

 Be provided in the prevalent non-English languages as described in 
the Information Requirements section and meet the language and 
format requirements identified in 42 CFR § 438.10 (d). 

 The Contractor may extend the timeframe up to fourteen (14) 
additional calendar days if the Enrollee requests an extension or the 

Contractor is able to demonstrate to HCA upon request that it needs 

additional information and that the added time is in the Enrolleeôs 
interest. If the extension is not requested by the Enrollee or the 
Enrolleeôs representative, the Contractor must provide a written 
notice to the Enrollee stating the reason for the extension. 

7.4.6. Standard Appeals for termination, suspension, or reduction of previously 
authorized services ï continued services requested. 

 The Contractor must ensure that an Enrollee receiving a Notice of 
Adverse Benefit Determination from the Contractor that terminates, 
suspends, or reduces previously authorized services contains 
information that the Enrollee may file an Appeal and request 
continuation of those services pending the Contractorôs decision on 
the Appeal, and how to do so.  

 The Enrollee must file the Appeal and request continuation of 
services with the Contractor on or before the later of the following: 

7.4.6.2.1. Ten (10) calendar days after the date on the Notice of  
Adverse Benefit Determination; or 

7.4.6.2.2. The intended effective date of the Contractorôs proposed 
Adverse Benefit Determination. 
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 The Contractor must confirm receipt of the Appeal and the request 
for continued services with the Enrollee orally or in writing within five 
business days. The oral appeal must be confirmed in writing by the 
BHO. 

 Include in the Notice that if the Appeal decision is adverse to the 
Enrollee, the Contractor may recover the cost of the behavioral 
health services provided pending the Contractorôs decision. 

 Notice of Resolution of an Appeal with continued services requested: 
The Contractor must send the Enrollee a written Notice of the 
Resolution within thirty (30) calendar days of receiving the Appeal 
that includes: 

7.4.6.5.1. The Contractorôs decision on the Appeal and the date of 
decision; 

7.4.6.5.2. The reason for the decision;  

7.4.6.5.3. The right to request an Administrative Hearing if the 
Enrollee disagrees with the decision, how to request a 
hearing, and the timeframes to do so;  

7.4.6.5.4. The right to request and receive services pending a 
hearing and how to request continuation of services;  

7.4.6.5.5. That the Enrollee may be held liable for the cost of 
continued services if the administrative hearing upholds 
the Contractorôs decision;  

7.4.6.5.6. Be provided in the prevalent non-English languages as 
described in the Information Requirements section and 
meet the language and format requirements identified in 
42 CFR § 438.10 (d). 

 The Contractor may extend the timeframe up to fourteen (14) 
additional calendar days if the Enrollee requests an extension or the 

Contractor is able to demonstrate to HCA upon request that it 

needs additional information and that the added time is in the 
Enrolleeôs interest. If the extension is not requested by the Enrollee 
or the Enrolleeôs representative, the Contractor must provide a 
written notice to the Enrollee stating the reason for the extension. 

7.5. Expedited Appeal Process.  The Contractor must establish and maintain an 
Expedited Appeal Process for Appeals when an enrollee or the enrolleeôs provider 
states that taking the time for standard resolution for an appeal could seriously 
jeopardize the Enrolleeôs life, physical or mental health, or ability to attain, maintain, 
or regain maximum function (42 CFR § 438.410(a)). 

7.5.1 If the Contractor denies the request for the expedited Appeal and resolution 
of an Appeal, it must transfer the Appeal to the timeframe for standard 
resolutions (found in the Standard Appeals Process subsection of this 

http://www.ecfr.gov/cgi-bin/text-idx?SID=46215c4894b95c460283cae643c594db&node=se42.4.438_1410&rgn=div8
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Agreement), and make reasonable efforts to give the Enrollee prompt oral 
notice of the denial and respond in writing within two (2) calendar days. 

7.5.2 The following apply to Expedited Appeal requests: 

7.5.2.1 The Adverse Benefit Determination is for denial of requested 
services, termination, suspension, or reduction of previously 
authorized behavioral health services;  

7.5.2.2 The Enrollee or the Enrolleeôs Authorized Representative must 
file an Appeal with the Contractor, either orally or in writing, 
within ten (10) calendar days from the date on the Contractorôs 
written Notice of Adverse Benefit Determination, if the individual 
is requesting continued benefits.  

7.5.3 The Enrollee, the Enrolleeôs Authorized Representative, or BHA acting on 
behalf of the Enrollee and with the Enrolleeôs written consent, may file an 
Appeal with the Contractor either orally or in writing, within sixty (60) 
calendar days from the date on the Contractorôs written Notice of Adverse 
Benefit Determination, if the individual is not requesting continued services. 

7.5.4 Only the Enrollee or the Enrolleeôs Authorized Representative may ask for 
continued services pending the outcome of the Expedited Appeal.  A BHA 
acting on behalf of the Enrollee may not request continued services 
pending the outcome of the Expedited Appeal.   

7.5.5 The Contractor must make a decision on the Enrolleeôs request for 
Expedited Appeal and provide written Notice, as expeditiously as the 
Enrolleeôs condition requires, but in no case more than 72 hours after 
receiving the request for an expedited appeal. The Contractor must also 
make reasonable efforts to provide oral notice. 

7.5.6 If the Contractor determines that an Expedited Appeal is appropriate the 
Contractor must make a final decision on the appeal within seventy two (72) 
hours of approving the request for an Expedited Appeal. 

7.5.7 Notice of Resolution ï Expedited Appeals.  The Contractorôs written Notice 
of the Resolution must contain: 

7.5.7.1. The Contractorôs decision on the Appeal and the date the decision 
was made; 

7.5.7.2. The reason for the decision; 

7.5.7.3. The right to request an Administrative Hearing if the Enrollee 
disagrees with the decision, how to request a hearing, and the 
timeframes to do so; 

7.5.7.4. The right to request and receive services pending a hearing and 
how to request continuation of services; 

7.5.7.5. That the Enrollee may be held liable for the cost of continued 
services if the Administrative Hearing upholds the Contractorôs 
decisions; and 

7.5.7.6. Be provided in the prevalent non-English languages as described 
in the Information Requirements section and meet the language 
and format requirements identified in 42 CFR § 438.10 (d). 
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7.5.7.7. The Contractor must also make a reasonable effort to provide oral 
notice regarding the expedited resolution.  

7.5.8 The Contractor must ensure that punitive action is not taken against a BHA 
who requests an expedited resolution or supports an Enrolleeôs Appeal (42 
CFR § 438.410(b)). 

7.5.9 The Contractor may extend the timeframe up to fourteen (14) additional 
calendar days if the Enrollee requests an extension or the Contractor is 
able to demonstrate to HCA upon request that it needs additional 
information and that the added time is in the Enrolleeôs interest. 

7.5.10 For any extension not requested by an Enrollee, the Contractor must give 
the Enrollee written notice of the reason for the delay within two calendar 
days and make reasonable efforts to give the Enrollee prompt oral notice. 

7.5.11 The Enrollee has a right to file a Grievance regarding the Contractorôs 
Denial of a request for expedited resolution.  The Contractor must inform 
the Enrollee of their right to file a Grievance in the Notice of Denial. 

7.6. Continued services during the Appeal Process.  The Contractor must continue 
services if all the following occurs: 

7.6.1. The appeal involves the termination, suspension, or reduction of a 
previously authorized service;  

7.6.2. The Enrolleeôs services were requested by an authorized provider; 

7.6.3. The period covered by the original authorization has not expired; 

7.6.4. The request for continuation of services is filed on or before the later of the 
following: 

7.6.4.1. Within 10 calendar days of the Contractor sending the Notice of 
Adverse Benefit Determination, or 

7.6.4.2. The intended effective date of the proposed Adverse Benefit 
Determination.   

7.7. Duration of Continued Services during the Appeal Process.  When an Enrollee 
has requested continued behavioral health services pending the outcome of the 
Appeal Process, the Contractor must ensure that services are continued until one of 
the following occurs: 

7.7.1. The Enrollee withdraws the Appeal. 

7.7.2. The Contractor provides a written Notice of the resolution that contains a 
decision that is not in favor of the Enrollee and the Enrollee does not 
request an administrative hearing within ten calendar days from the date 
the Contractor mails the Notice. 

7.7.3. An administrative decision adverse to the enrollee is issued.  

7.8. Recovery of the Cost of Behavioral Health Services in Adverse Decisions of 
Appeals.  If the final written Notice of the Resolution of the Appeal is not in favor of 
the Enrollee, the Contractor may recover the cost of the behavioral health services 
furnished to the Enrollee while the Appeal was pending to the extent that they were 
provided solely because of the requirements of appeal process. 

http://www.gpo.gov/fdsys/pkg/CFR-2006-title42-vol4/pdf/CFR-2006-title42-vol4-sec438-420.pdf
http://www.gpo.gov/fdsys/pkg/CFR-2006-title42-vol4/pdf/CFR-2006-title42-vol4-sec438-420.pdf
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7.9. Administrative Hearings. 

7.9.1. Only the Enrollee or the Enrolleeôs Authorized Representative may file a 
request for an Administrative Hearing. 

7.9.2. If an Enrollee does not agree with the Contractorôs resolution of the Appeal, 
the Enrollee may file a request for a hearing within the following 
timeframes:  

7.9.2.1. Within one hundred twenty (120) calendar days of the date on 
the Contractorôs mailing of the Notice of the resolution of the 
Appeal (42 C.F.R. § 438.408 (f)(2), if continued services are not 
requested.  

7.9.2.2. Within ten (10) calendar days of the date on the Contractorôs 
mailing of the Notice of the resolution of the Appeal or intended 
effective date of the Contractorôs Adverse Benefit Determination, 
if for hearings regarding termination, suspension, or reduction of 
a previously authorized service and continued services are 
requested.    If the Enrollee is notified in a timely manner and the 
Enrolleeôs request for continuation of services is not timely, the 
Contractor is not obligated to continue services and the 
timeframes for a hearing regarding a standard service apply (42 
C.F.R. § 438.420). 

7.9.3. The Enrollee must exhaust the Appeal Process prior to filing a request for 
an Administrative Hearing.  The parties to the Administrative Hearing 
include the Contractor as well as the Enrollee and his/her Authorized 
Representative or the legal representative of a deceased Enrolleeôs estate. 

7.9.4. If the Enrollee requests continuation of services within ten (10) calendar 
days of the date on the Contractorôs mailing of the resolution of the Appeal, 
then the Contractor must continue the Enrollee's behavioral health 
treatment services during the administrative hearing process until one of 
the following occurs: 

(a) The Enrollee withdraws the hearing request; or 

(b) The Administrative Law Judge issues a hearing decision adverse to the 
individual. 

7.9.5. HCA is responsible for the implementation of the hearing decision, even if 
the hearing decision is not within the purview of this Agreement. 

7.9.6. HCA will notify the Contractor of hearing determinations.  The Contractor 
must be bound by the hearing determination, whether or not the hearing 
determination upholds the Contractorôs decision. 

7.9.7. If the Contractor or the state Administrative Law Judge reverses a decision 
to deny, limit, or delay services that were not furnished while the Appeal 
was pending, the Contractor must authorize or provide the disputed 
services as expeditiously as the Enrolleeôs behavioral health condition 
requires but no later than 72 hours from the date it receives notice 
reversing the determination. 

7.10. Recordkeeping Requirements. The Contractor must maintain full records of all 
Grievances and Appeals and ensure an Enrolleeôs records are: 

http://www.gpo.gov/fdsys/pkg/CFR-2007-title42-vol4/pdf/CFR-2007-title42-vol4-sec438-402.pdf
http://www.ecfr.gov/cgi-bin/text-idx?SID=0d312bb97e65f508f9fa26f144ae4bae&node=se42.4.438_1420&rgn=div8
http://www.ecfr.gov/cgi-bin/text-idx?SID=0d312bb97e65f508f9fa26f144ae4bae&node=se42.4.438_1420&rgn=div8
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7.10.1. Kept for a period no less than ten (10) years after the completion of the 
Grievance or Appeal Process; 

7.10.2. Made available to HCA upon request as part of the state quality strategy 
and made available upon request to The Center for Medicare and Medicaid 
Services (CMS); 

7.10.3. Kept in confidential files separate from the Enrolleeôs clinical record;  

7.10.4. Not disclosed without the individualôs written permission, except to HCA or 
as necessary to resolve the Appeal; and 

7.10.5. Are accurately maintained and contain, at a minimum, all the following 
information: 

7.10.5.1. A general description of the reason for the grievance or appeal; 

7.10.5.2. The date received; 

7.10.5.3. The date of each review or, if applicable, review meeting; 

7.10.5.4. Resolution at each level of the grievance or appeal, if applicable; 

7.10.5.5. Date of resolution at each level, if applicable; and 

7.10.5.6. Name of the Enrollee for whom the grievance or appeal was 
filed. 

7.11. Reporting Requirements.  

7.11.1. The Contractor must incorporate the results of the Grievance and Appeal 
System and address any trends in its quality improvement plan. 

7.11.2. The Contractor must submit Individual-level grievance reports for 
children/youth ENROLLED OR referred to WISe in a format provided by 
HCA and that contains the following:  

¶ Individualôs full name; 

¶ Date of birth;  

¶ P1 or CIS identifier; and 

¶ Date and type. 

7.11.3. The Contractor must submit quarterly aggregate reports for all grievances 
and appeals in a format provided by HCA and accompanied by a brief 
report identifying trends and plans for improvement. 

7.11.4. Quarterly reports are due as follows: 

Quarterly Grievance Report Schedule 

Period Covered Due Date 

  

July 1 ï September 30, 
2018 

October 31, 
2018 
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October 1 ï December 31, 
2018 

January 31, 
2019 

 

7.11.5. Reports that do not meet the Grievance and Appeal System reporting 
requirements must be returned to the Contractor for correction. Corrected 
reports must be resubmitted within 30 (thirty) calendar days. 

8. PROGRAM INTEGRITY 

8.1. The Contractor must ensure compliance by having written policies, procedures, and 
standards of conduct that articulate the Contractorôs commitment to comply with all 
applicable Federal and State program integrity standards, including proper payments 
to providers and methods for detection of fraud, waste, and abuse. 

8.2. The Contractor must have written policies covering the identification, processing, and 
recovery of any overpayment to network providers. These policies must be provided 
to the network providers and policies must include: 

8.2.1. Differentiation between accidental overpayments and intentional 
overpayments due to abuse, fraud, or waste; 

8.2.2. Recovery methods that the Contractor may take; 

8.2.3. Establish timeframes and documentation that will be utilized by both the 
provider and the BHO.  

8.2.4. Establish a process that allows network providers to notify the BHO if the 
provider believes they have received an overpayment and that resolves any 
provider identified overpayment in less than sixty (60) days. 

8.2.5. The Contractor must provide an annual report that identifies any overpayment 
and the final resolution of these overpayments. 

8.3. The Contractor must include Program Integrity requirements in its subcontracts and 
provider applications, credentialing and re-credentialing processes. These 
requirements must also be propagated to any other lower tier subcontracts entered 
into by a subcontractor. 

8.4. The Contractor must implement and maintain arrangements or procedures that are 
designed to detect and prevent fraud, waste, and abuse. These requirements apply 
to subcontractors, to the extent that the subcontractor is delegated responsibility by 
the Contractor for coverage of services and payment of claims under the contract 
between the state and the Contractor. The arrangements or procedures must include 
a compliance program that includes all of the following elements: 

8.4.1. Written policies, procedures, and standards of conduct that articulate the 
organizationôs commitment to comply with all applicable requirements and 
standards under the contract, and all applicable Federal and State 
requirements. 

8.4.2. The designation of a Compliance Officer who is responsible for developing 
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and implementing policies, procedures, and practices designed to ensure 
compliance with the requirements of the Contract and who reports directly to 
the Chief Executive Officer and the board of directors. 

8.4.3. The establishment of a Regulatory Compliance Committee on the Board of 
Directors and at the senior management level charged with overseeing the 
organizationôs compliance program and its compliance with the requirements 
under the Contract. 

8.4.4. A system for training and education for the Compliance Officer, the 
organizationôs senior management, and the organizationsô employees for the 
Federal and State standards and requirements under the Contract. 

8.4.5. Effective lines of communication between the compliance officer and the 
organizationôs employees. 

8.4.6. Enforcement of standards through well-publicized disciplinary guidelines. 

8.4.7. Establishment and implementation of procedures and a system with 
dedicated staff for routine internal monitoring and auditing of compliance 
risks, prompt response to compliance issues as they are raised, investigation 
of potential compliance problems as identified in the course of self-evaluation 
and audits, correction of such problems promptly and thoroughly (or 
coordination of suspected criminal acts with law enforcement agencies) to 
reduce the potential for recurrence, and ongoing compliance with the 
requirements under the Contract. 

8.5. Required Provisions for Contractors: 

8.5.1. The Contractor must disclose to the HCA upon contract execution, and within 
thirty five (35) days after any change in ownership. 

 The name and address of any person (individual or corporation) 
with an ownership or control interest or managing employee, in 
the Contractor or its Subcontractors, 42 CFR § 455.104(b)(1)(i). 

8.5.1.1.1. For a corporate entity, the disclosure must include 
primary business address, every business location, 
and P.O. Box address and tax identification number 
(42 CFR § 455.104(b)(1)(i) and (iii)). 

8.5.1.1.2. For individuals, date of birth and Social Security 
Number. (42 CFR § 455.104(b)(1)(ii)). 

 If the Contractor has a five percent (5%) ownership interest in 
any of its Subcontractors, the tax identification number of the 
subcontractor(s) (42 CFR § 455.104(b)(1)(iii)). 

 The name of any other disclosing entity (or fiscal agent or 
managed care entity) in which the owner of the Contractor has a 
control or interest (42 CFR § 455.104(b)(3)). 

http://www.gpo.gov/fdsys/pkg/CFR-2007-title42-vol4/xml/CFR-2007-title42-vol4-sec455-104.xml
http://www.gpo.gov/fdsys/pkg/CFR-2007-title42-vol4/xml/CFR-2007-title42-vol4-sec455-104.xml
http://www.gpo.gov/fdsys/pkg/CFR-2007-title42-vol4/xml/CFR-2007-title42-vol4-sec455-104.xml
http://www.gpo.gov/fdsys/pkg/CFR-2007-title42-vol4/xml/CFR-2007-title42-vol4-sec455-104.xml
http://www.gpo.gov/fdsys/pkg/CFR-2007-title42-vol4/xml/CFR-2007-title42-vol4-sec455-104.xml
http://www.gpo.gov/fdsys/pkg/CFR-2007-title42-vol4/xml/CFR-2007-title42-vol4-sec455-104.xml
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 Whether any person with an ownership or controlling interest is 
related by marriage or blood to any other person with an 
ownership or controlling interest.  

 Any other tax identification number (in the case of a corporation) 
with an ownership or control interest in the Contractor or in any 
subcontractor in which the Contractor has a five (5) percent or 
more interest (42 CFR § 455.104(b)(1)(iii)). 

 If any individual or corporation with an ownership or control 
interest in the Contractor has a five percent (5%) ownership in 
any of its subcontractors or is related to any person with 
ownership or controlling interest in a subcontractor is related as 
a spouse, parent, child, or sibling (42 CFR § 455.104(b)(2)). 

 If any individual or corporation with an ownership or control 
interest in a subcontractor has a five percent (5%) ownership in 
the Contractor or is related to any person with ownership or 
controlling interest in the Contractor is related as a spouse, 
parent, child, or sibling 

8.5.2. Per 42 CFR § 455.105(a), the Contractor must disclose to the HCA and 
Federal Health and Human Services (HHS) Secretary, within thirty-five (35) 
calendar days of a request, full and complete information about: 

 The ownership of any subcontractor with whom they have had 
business transactions totaling more than $25,000 during the 12-
month period ending on the date of the request (42 CFR § 
455.105(b)(1)). 

 Any significant business transactions between the Contractor 
and any wholly owned supplier, or between the Contractor and 
any subcontractor, during the 5-year period ending on the date 
of the request (42 CFR § 455.105(b)(1)). 

8.5.3. The Contractor must investigate and disclose to HCA, at contract execution, 
or renewal, and upon request of HCA, the identity of any person who has 
been convicted of a criminal offense related to that person's involvement in 
any program under Medicare, Medicaid, or the Title XX services program 
since the inception of those programs and who is, per 42 CFR § 455.106(a): 

 A person who has an ownership or control interest in the 
Contractor (42 CFR § 455.106(a)(1)). 

 An agent or person who has been delegated the authority to 
obligate or act on behalf of the Contractor (42 CFR § 455.101; 
42 CFR §455.106(a)(1)). 

 An agent, managing employee, general manager, business 
manager, administrator, director, or other individual who 
exercises operational or managerial control over, or who directly 

http://www.gpo.gov/fdsys/pkg/CFR-2007-title42-vol4/xml/CFR-2007-title42-vol4-sec455-104.xml
http://www.gpo.gov/fdsys/pkg/CFR-2007-title42-vol4/xml/CFR-2007-title42-vol4-sec455-104.xml
http://www.gpo.gov/fdsys/pkg/CFR-2009-title42-vol4/xml/CFR-2009-title42-vol4-sec455-105.xml
http://www.gpo.gov/fdsys/pkg/CFR-2009-title42-vol4/xml/CFR-2009-title42-vol4-sec455-105.xml
http://www.gpo.gov/fdsys/pkg/CFR-2009-title42-vol4/xml/CFR-2009-title42-vol4-sec455-105.xml
http://www.gpo.gov/fdsys/pkg/CFR-2009-title42-vol4/xml/CFR-2009-title42-vol4-sec455-105.xml
http://www.gpo.gov/fdsys/pkg/CFR-2009-title42-vol4/xml/CFR-2009-title42-vol4-sec455-106.xml
http://www.gpo.gov/fdsys/pkg/CFR-2009-title42-vol4/xml/CFR-2009-title42-vol4-sec455-106.xml
http://www.gpo.gov/fdsys/pkg/CFR-2009-title42-vol4/xml/CFR-2009-title42-vol4-sec455-101.xml
http://www.gpo.gov/fdsys/pkg/CFR-2009-title42-vol4/xml/CFR-2009-title42-vol4-sec455-106.xml
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or indirectly conducts the day-to-day operation of, the 
Subcontractor (42 CFR § 455.101; 42 CFR § 455.106(a)(2)) 

8.6. Provider Credentialing and Disclosures  

8.6.1. The Contractor must use only BHAs that are licensed and/or certified by 
DSHS or DOH. 

8.6.2. The Contractor must have written policies that require monitoring of provider 
credentials, including maintenance of their state-issued license or certification 
and any findings or concerns about the agency or any of its employees that is 
identified by either HCA or the Washington State Department of Health.  

8.6.3. The Contractor must require the Subcontractor, at the time they enter into, 
renew, or extend a Subcontract, to report to the Contractor, and when 
required to HCA and HHS, all of the information listed in the ñRequired 
Provisions for Contractorsò Section, above. 

8.6.4. The Contractor must monitor and apply to their subcontracted agencies, all 
requirements in the ñExcluded Providersò Section (below). 

8.6.5. The Contractor must notify HCA immediately when it receives information 
regarding a change to a network providerôs situation that may affect that 
entityôs eligibility to continue as a PIHP subcontractor.   

8.6.6. Laboratory Services. For services related to this Contract, the Contractor 
must only use laboratory testing sites that either meet the Clinical Laboratory 
Improvement Amendments (CLIA) requirements (42 CFR 493.1 and 42 CFR 
493.3) or possess a valid license under the Medical Test Site Law (RCW 
70.42). 

8.7. Fraud and Abuse. Fraud means 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 and includes any act that constitutes fraud 
under applicable federal or State law. Abuse means provider actions that are 
inconsistent with sound fiscal, business, or medical practices and result in an 
unnecessary cost to the Medicaid program, or in reimbursement for services that are 
not medically necessary or that fail to meet professionally recognized standards for 
health care.  

8.7.1. The Contractor must report suspected fraud or abuse directly to the Medicaid 
Fraud Control Unit (MFCU) as soon as it is discovered and cooperate in any 
investigation or prosecution conducted by the MFCU. 

8.7.2. When the Contractor notifies MFCU about potential Fraud and Abuse, the 
Contractor must also send all information sent to the MFCU to HCA within 
one (1) business day, to include the source of the complaint, the involved 
BHA, the nature of the suspected Fraud, waste, Abuse or neglect, the 
approximate dollars involved, and the legal and administrative disposition of 
the case.  The report must also include: 

http://www.gpo.gov/fdsys/pkg/CFR-2009-title42-vol4/xml/CFR-2009-title42-vol4-sec455-101.xml
http://www.gpo.gov/fdsys/pkg/CFR-2011-title42-vol4/xml/CFR-2011-title42-vol4-sec431-302.xmlhttp:/www.gpo.gov/fdsys/granule/CFR-2009-title42-vol4/CFR-2009-title42-vol4-sec455-106
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 The Subject(s) of complaint by name and either 
provider/subcontractor type or employee position; 

 The source of the complaint; 

 The nature of Fraud or Abuse; 

 The approximate dollar amount; 

 The legal and administrative disposition of the case. 

 The Contractor and all of its Subcontractors must comply with 
the following: 

8.7.2.6.1. Disclosure requirements specified in 42 CFR § 455 
Subpart B, 42 CFR § 431.107 (b)(3). 

8.7.2.6.2. Provide without charge and in the form requested, any 
computerized data stored by the subcontractor, 45 
CFR § 455.21 (a)(2) 

8.7.2.6.3. For free, upon request, copies of records showing the 
extent of the services delivered to Enrollees, the 
extent of payments and any other information kept by 
the Subcontractor, 42 CFR § 431.107 (b)(2), 45 CFR 
§ 455.21 (a)(2). 

8.7.2.6.4. Obtain and use NPIs, if the Contractor or provider 
agency is eligible for one.  

 

8.7.3. The Contractorôs Fraud and Abuse program must have procedures for the 
following requirements: 

 Provision of detailed information to employees and 
subcontractors regarding Fraud and Abuse policies and 
procedures and the False Claims Act as identified in Section 
1902(a)(68) of the Social Security Act including information 
regarding the rights of employees to be protected as 
whistleblowers.  

 Administrative and management arrangements or procedures, 
and a mandatory compliance plan. 

 Written policies, procedures, and standards of conduct requiring 
that the Contractor and the Contractorôs officers, employees, 
agents and subcontractors are in compliance with the 
requirements of this Section. 

 A designated compliance officer and a compliance committee 
who is accountable to senior management. 

http://www.ecfr.gov/cgi-bin/text-idx?rgn=div6&node=42:4.0.1.1.13.2
http://www.ecfr.gov/cgi-bin/text-idx?rgn=div6&node=42:4.0.1.1.13.2
http://www.gpo.gov/fdsys/pkg/CFR-2011-title42-vol4/xml/CFR-2011-title42-vol4-sec431-107.xml
http://www.ecfr.gov/cgi-bin/retrieveECFR?gp=&SID=37524f366a78ddfbd19687c3134fd568&mc=true&n=pt42.4.455&r=PART&ty=HTML
http://www.ecfr.gov/cgi-bin/retrieveECFR?gp=&SID=37524f366a78ddfbd19687c3134fd568&mc=true&n=pt42.4.455&r=PART&ty=HTML
http://www.gpo.gov/fdsys/pkg/CFR-2011-title42-vol4/xml/CFR-2011-title42-vol4-sec431-107.xml
http://www.ecfr.gov/cgi-bin/retrieveECFR?gp=&SID=37524f366a78ddfbd19687c3134fd568&mc=true&n=pt42.4.455&r=PART&ty=HTML#se42.4.455_121
http://www.ecfr.gov/cgi-bin/retrieveECFR?gp=&SID=37524f366a78ddfbd19687c3134fd568&mc=true&n=pt42.4.455&r=PART&ty=HTML#se42.4.455_121
https://www.ssa.gov/OP_Home/ssact/title19/1902.htm
https://www.ssa.gov/OP_Home/ssact/title19/1902.htm
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 Effective ongoing training and education for the compliance 
officer, staff of the Contractor, and selected staff of the BHAs. 

 Effective communication between the compliance officer, the 
Contractorôs employees, and the Contractorôs network of BHAs. 

 Enforcement of standards through well-publicized disciplinary 
guidelines. 

 Internal monitoring and auditing of the Contractor and providers. 

 Provisions for prompt responses to detected offenses and 
development of corrective action initiatives. 

 Provision for full cooperation with any federal, HCA or 
Washington State Attorney General Medicaid Fraud Control Unit 
(MFCU) investigation including promptly supplying all data and 
information requested for its investigation. 

 A methodology to verify that services billed by providers were 
actually provided to Enrollees.   

8.8. Provider Payment Suspensions.  The Contractor must establish policies and 
procedures for suspending a providerôs payments when the Contractor determines a 
credible allegation of Fraud exists and there is a pending investigation (42 CFR § 
455.23). 

8.8.1. All suspensions of payment actions under this section will be temporary and 
will not continue after either of the following: 

 The Contractor or the prosecuting authorities determine that 
there is insufficient evidence of Fraud by the provider; or 

 Legal proceedings related to the provider's alleged Fraud are 
completed. 

8.8.2. The Contractor must send notice of its suspension of program payments to 
the provider within the following timeframes: 

 Five (5) business days of taking such action unless requested in 
writing by the Medicaid Fraud Control Unit (MFCU) or law 
enforcement agency to temporarily withhold such notice. 

 Thirty (30) calendar days if requested by law enforcement in 
writing to delay sending such notice.  The request for delay may 
be renewed in writing as many as two times and in no event may 
the delay exceed 90 calendar days. 

8.8.3. The notice of payment suspension must include or address the following: 

 State that payment is being suspended in accordance with this 
provision. 

http://www.ecfr.gov/cgi-bin/text-idx?SID=baf73dd349c706fb7442f0da401a23a0&mc=true&node=se42.4.455_123&rgn=div8
http://www.ecfr.gov/cgi-bin/text-idx?SID=baf73dd349c706fb7442f0da401a23a0&mc=true&node=se42.4.455_123&rgn=div8
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 Set forth the general allegations as to the nature of the 
suspension action, but need not disclose any specific 
information concerning an ongoing investigation. 

 State that the suspension is for a temporary period and cite the 
circumstances under which the suspension will be terminated. 

 Specify, when applicable, to which type or types of claims or 
business units of a provider suspension is effective. 

 Inform the provider of the right to submit written evidence for 
consideration by the Contractor. 

8.8.4. The Contractor must document in writing the termination of a suspension 
including, where applicable and appropriate, any Appeal rights available to a 
provider. 

8.8.5. Whenever the Contractorôs investigation leads to the initiation of a payment 
suspension in whole or part, the Contractor must make a Fraud referral to the 
Medicaid Fraud Control Unit (MFCU) and notify HCA. 

8.8.6. The Fraud referral must be made in writing and provided to the MFCU no 
later than the next business day after the suspension is enacted. 

8.8.7. If the MFCU or other law enforcement agency accepts the Fraud referral for 
investigation, the payment suspension may be continued until the 
investigation and any associated enforcement proceedings are completed. 

8.8.8. On a quarterly basis, the Contractor must request a certification from the 
MFCU or other law enforcement agency that any matter accepted on the 
basis of a referral continues to be under investigation thus warranting 
continuation of the suspension. 

8.8.9. If the MFCU or other law enforcement agency declines to accept the Fraud 
referral for investigation the payment suspension must be discontinued. 

8.8.10. A Contractor's decision to exercise the good cause exceptions in this 
Agreement not to suspend payments or to suspend payments only in part 
does not relieve the Contractor of the obligation to refer any credible 
allegation. 

8.8.11. The Contractor may find that good cause exists not to suspend payments, or 
not to continue a payment suspension previously imposed, to an individual or 
entity against which there is an investigation of a credible allegation of Fraud 
if any of the following are applicable: 

 Law enforcement officials have specifically requested that a 
payment suspension not be imposed because such a payment 
suspension may compromise or jeopardize an investigation. 

 Other available remedies implemented by the Contractor more 
effectively or quickly protect Medicaid funds. 
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 The Contractor determines, based upon the submission of 
written evidence by the individual or entity that is the subject of 
the payment suspension, that the suspension should be 
removed. 

 Enrollee access to items or services would be jeopardized by a 
payment suspension because the individual or entity serves a 
large number of Enrollees within a federal Health Resources and 
Services Administration (HRSA) designated medically 
underserved area. 

 Law enforcement declines to certify that a matter continues to be 
under investigation. 

 The Contractor determines that payment suspension is not in 
the best interests of the Medicaid program. 

8.8.12. The Contractor may find that good cause exists to suspend payments in part, 
or to convert a payment suspension previously imposed in whole to one only 
in part, to an individual or entity against which there is an investigation of a 
credible allegation of Fraud if any of the following are applicable: 

 Enrollee access to items or services would be jeopardized by a 
payment suspension in whole or part because of any of the 
following: 

8.8.12.1.1. An individual or entity is the sole community physician 
or the sole source of essential specialized services in 
a community. 

8.8.12.1.2. The individual or entity serves a large number of 
Enrollees within a federal HRSA-designated medically 
underserved area. 

8.8.12.1.3. The Contractor determines based upon the 
submission of written evidence by the individual or 
entity that is the subject of a whole payment 
suspension, that such suspension should be imposed 
only in part. 

8.8.12.1.4. The credible allegation focuses solely and definitively 
on only a specific type of claim or arises from only a 
specific business unit of a provider; and the Contractor 
determines and documents in writing that a payment 
suspension in part would effectively ensure that 
potentially fraudulent claims were not continuing to be 
paid. 

8.8.12.1.5. Law enforcement declines to certify that a matter 
continues to be under investigation. 
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8.8.12.1.6. The Contractor determines that payment suspension 
only in part is in the best interests of the Medicaid 
program. 

8.8.13. The Contractor must meet the following documentation and record retention 
requirements. 

 Maintain for a minimum of five (5) years from the date of 
issuance all materials documenting the life cycle of a payment 
suspension that was imposed in whole or part, including the 
following: 

8.8.13.1.1. All notices of suspension of payment in whole or part. 

8.8.13.1.2. All fraud referrals to the MFCU or other law 
enforcement agency. 

8.8.13.1.3. All quarterly certifications of continuing investigation 
status by law enforcement. 

8.8.13.1.4. All notices documenting the termination of a 
suspension. 

 Maintain for a minimum of five (5) years from the date of 
issuance all materials documenting each instance where a 
payment suspension was not imposed, imposed only in part, or 
discontinued for good cause. 

 This type of documentation must include, at a minimum, detailed 
information on the basis for the existence of the good cause not 
to suspend payments, to suspend payments only in part, or to 
discontinue a payment suspension and, where applicable, must 
specify how long the Contractor anticipates such good cause will 
exist: 

8.8.13.3.1. Annually report to HCA summary information on each 
of the following: 

8.8.13.3.2. Suspension of payment, including the nature of the 
suspected Fraud, the basis for suspension, and the 
outcome of the suspension. 

8.8.13.3.3. Situations in which the Contractor determined good 
cause existed to not suspend payments, to suspend 
payments only in part, or to discontinue a payment 
suspension as described in this section, including 
describing the nature of the suspected Fraud and the 
nature of the good cause. 

8.8.13.3.4. If the Contractor fails to suspend payments to an 
entity or individual for which there is a pending 
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investigation of a credible allegation of Fraud, without 
good cause, HCA may withhold monthly payments. 

 

8.9. Excluded Providers.  The Contractor and its subcontractors are prohibited from 
being controlled (directly or indirectly) or owned by, affiliated with or paying with 
funds received under this Agreement for goods and services furnished, ordered, or 
prescribed by excluded individuals and entities (or persons affiliated with these 
persons or entities): (Social Security Act (SSA) Section 1903(i)(2); 42 CFR § 
455.104; 42 CFR 455.106; and 42 CFR § 1001.1901(b).  In addition, the Contractor 
must ensure that it does not employ or contract with any person or entity directly or 
indirectly controlled, affiliated with or owned by a person that is excluded from 
participation in Federal health care programs under Section 1128 or Section 1128A 
of the SSA, Executive Order 12549 or 45 CFR § 92.35. 

8.9.1. The Contractor must monitor for excluded individuals and entities by: 

 Screening the Contractorôs and subcontractorôs directors, 
officers, and partners prior to entering into a contractual or other 
relationship. 

 Screening individuals and entities with an ownership or control 
interest of at least five (5) percent of the Contractorôs equity prior 
to entering into a contractual or other relationship.  

 Screening individuals with an employment, consulting, or other 
arrangement with the Contractor for the provision of items and 
services that are significant and material to the Contractorôs 
obligations under this Agreement. 

 Screening monthly newly added Contractor and subcontractorôs 
employees, individuals and entities with an ownership or control 
interest for excluded individuals and entities that would benefit 
directly or indirectly from funds received under this Agreement. 

 Screening monthly Contractor and subcontractorôs employees, 
individuals and entities with an ownership or control interest that 
would benefit from funds received under this Agreement for 
newly added excluded individuals and entities. 

8.9.2. The Contractor must report to HCA: 

 Any excluded individuals and entities discovered in the 
screening within ten (10) business days. 

 Any payments made by the Contractor that directly or indirectly 
benefit excluded individuals and entities and the recovery of 
such payments. 

 Any actions taken by the Contractor to terminate relationships 
with Contractor and subcontractorôs employees and individuals 

https://www.ssa.gov/OP_Home/ssact/title19/1903.htm
http://www.ecfr.gov/cgi-bin/text-idx?SID=ec397a56172651b50cb1aab3a8f6ab65&mc=true&node=se42.4.455_1104&rgn=div8
http://www.ecfr.gov/cgi-bin/text-idx?SID=ec397a56172651b50cb1aab3a8f6ab65&mc=true&node=se42.4.455_1104&rgn=div8
http://www.ecfr.gov/cgi-bin/text-idx?SID=ec397a56172651b50cb1aab3a8f6ab65&mc=true&node=se42.4.455_1106&rgn=div8
http://www.ecfr.gov/cgi-bin/text-idx?SID=203353594d7da8d8f0215c296f133059&mc=true&node=se42.5.1001_11901&rgn=div8
https://www.ssa.gov/OP_Home/ssact/title11/1128.htm
https://www.ssa.gov/OP_Home/ssact/title11/1128A.htm
https://www.ssa.gov/OP_Home/ssact/title11/1128A.htm
http://www.archives.gov/federal-register/codification/executive-order/12549.html
http://www.hhs.gov/opa/grants-and-funding/grant-forms-and-references/45-cfr-92.html#92.35
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with an ownership or control interest discovered in the 
screening. 

 Any Contractor and subcontractorôs employees and individuals 
with an ownership or control interest convicted of any criminal or 
civil offense described in SSA section 1128 within ten (10) 
business days of the Contractor becoming aware of the 
conviction. 

 Any subcontractor terminated for cause within ten (10) business 
days of the effective date of termination to include full details of 
the reason for termination. 

8.9.3. The Contractor must not make any payments for goods or services that 
directly or indirectly benefit any excluded individual or entity.  The Contractor 
must immediately recover any payments for goods and services that benefit 
excluded individuals and entities that it discovers. 

 The Contractor must immediately terminate any employment, 
contractual, and control relationships with an excluded individual 
and entity that it discovers. 

 Civil monetary penalties may be imposed against the Contractor 
if it employs or enters into a contract with an excluded individual 
or entity to provide goods or services to Enrollees. (SSA section 
1128A (a)(6) and 42 CFR § 1003.102(a)(2)). 

8.9.4. An individual or entity is considered to have an ownership or control interest if 
they have direct or indirect ownership of 5 percent or more, or are a 
managing employee (e.g., a general manager, business manager, 
administrator, or director) who exercises operational or managerial control, or 
who directly or indirectly conducts day-to-day operations (SSA section 
1126(b), 42 CFR § 455.104(a), and 42 § CFR 1001.1001(a)(1)). 

 In addition, if HCA notifies the Contractor that an individual or 
entity is excluded from participation by HCA in BHOs, the 
Contractor must terminate all beneficial, employment and 
contractual, and control relationships with the excluded 
individual or entity immediately (WAC 388-502-0050). 

 The list of excluded individuals may be found at: 
https://oig.hhs.gov/exclusions/.  

 SSA section 1128 may be found at: 
http://www.ssa.gov/OP_Home/ssact/title11/1128.htm. 

 

9. QUALITY ASSURANCE AND PERFORMANCE IMPROVEMENT (QAPI) 

9.1. The Contractor must participate with HCA in the implementation, update, and 
evaluation of the DBHR Quality Strategies. 

https://www.ssa.gov/OP_Home/ssact/title11/1128.htm
https://www.ssa.gov/OP_Home/ssact/title11/1128A.htm
https://www.ssa.gov/OP_Home/ssact/title11/1128A.htm
http://www.ecfr.gov/cgi-bin/text-idx?SID=96b44bbec8f080cf1f900c86222ed452&mc=true&node=se42.5.1003_1102&rgn=div8
https://www.ssa.gov/OP_Home/ssact/title11/1126.htm
https://www.ssa.gov/OP_Home/ssact/title11/1126.htm
http://www.ecfr.gov/cgi-bin/text-idx?SID=4447d6966a82973d8e4e9a8416dfd057&mc=true&node=se42.4.455_1104&rgn=div8
http://www.ecfr.gov/cgi-bin/text-idx?SID=e01cfd7495397a1cc038fea0e8e77f3e&mc=true&node=se42.5.1001_11001&rgn=div8
http://apps.leg.wa.gov/wac/default.aspx?cite=388-877-0500
https://oig.hhs.gov/exclusions/
http://www.ssa.gov/OP_Home/ssact/title11/1128.htm
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9.2. The Contractor must provide quality improvement feedback to HCA, Advisory Board, 
and other interested parties.  The Contractor must maintain documentation of the 
following activities and provide the documentation to HCA by January 15 of each 
calendar year: 

9.2.1. Performance on required quality measures; 

9.2.2. An annual risk assessment that is shared with the Contractorôs executive 
team, governing board, and appropriate committees.  The leadership and 
discussions need to include developing actions plans to regularly monitor risks 
and vulnerable areas, and seek interventions where appropriate to mitigate 
risks. 

9.2.3. The Contractorôs annual quality improvement plan that is based on the risks 
identified in its annual risk assessment and findings from the External Quality 
Review process. 

9.2.4. The Contractorôs process for evaluating the impact and effectiveness of its 
own quality assessment and performance improvement program; and 

9.2.5. Customer service performance data to include any enrollee or provider 
satisfaction surveys conducted by the Contractor. 

9.3. The Contractor must have in effect mechanisms to detect both underutilization and 
overutilization of services; and to assess the quality and appropriateness of care 
furnished to Enrollees with special behavioral health care needs 

9.4. Quality Review Activities. The Contractor must participate with HCA in review 
activities.  Participation must include at a minimum:  

9.4.1. The submission of requested materials necessary for a HCA-initiated review 
within 30 calendar days of the request.  

9.4.2. The completion of site visit protocols provided by HCA. 

9.4.3. Assistance in scheduling interviews and agency visits required for the 
completion of the review.  

9.5. Practice Guidelines.  Practice guidelines are systematically developed statements 
designed to assist in decisions about appropriate behavioral health treatment.  The 
guidelines are intended to assist practitioners in the prevention, diagnosis, treatment, 
and management of clinical conditions.   

9.5.1. The Contractor must adopt Practice Guidelines that: 

 Are based on valid and reliable clinical evidence or a generally 
accepted practice among the Behavioral Health Professionals in 
the community; 

 Consider the needs of the Enrollees; 

 Are adopted in consultation with Behavioral Health professionals 
in the contracted network of BHAs, when applicable; 
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 Are disseminated to all affected providers and, upon request, to 
Enrollees; 

 Are chosen with regard to utilization management, Enrollee 
education, coverage of services, and other areas to which the 
guidelines apply; and 

 Are reviewed and updated periodically as appropriate. 

9.5.2. Practice Guidelines must be provided to DBHR in the format requested.  

9.5.3. Decisions for utilization management, enrollee education, coverage of 
services, and other areas to which the guidelines apply must be consistent 
with the guidelines. 

9.6. External Quality Review.  The Contractor and the Contractorôs Subcontractors must 
submit to an annual, external independent review of the quality outcomes, timeliness 
of, and access to, the services covered under each Agreement or contract.  In 
addition, the Contractor and the Contractorôs Subcontractors must work with the 
External Quality Review Organization (EQRO) Contractor set forth by HCA to 
schedule a time for the monitoring review that works for both parties. 

9.6.1. The monitoring review process must use standard methods and data 
collection tools and methods found in the CMS External Quality Review 
Protocols to assess the Contractorôs compliance with regulatory requirements, 
adherence to quality outcomes, and timeliness of, and access to, services 
provided by the Contractor. 

9.6.2. In the event the Contractor or any of the Contractorôs Subcontractors do not 
provide ready access to any information or facilities for the EQRO monitoring 
review during the scheduled time, the Contractor must incur any costs for re-
scheduling the EQRO Contractor to return and finish its review.  

9.6.3. HCA must provide a copy of the final EQRO monitoring review report to the 
Contractor, through print or electronic media and upon request to interested 
parties such as Enrollees, mental health advocacy groups, and members of 
the general public. 

9.6.4. The Contractor must, upon request provide evidence of how external quality 
review findings, agency audits, Contract monitoring activities, and Enrollee 
Grievances are used to identify and correct problems and to improve care and 
services to Enrollees.  

9.7. Performance Improvement Projects and Performance Measures.  CMS may, in 
consultation with HCA and other stakeholders, specify required performance 
measures and topics for performance improvement projects.  These projects must be 
reviewed and approved by DBHR and the EQRO. 

9.7.1. Performance Improvement Projects.  The Contractor must determine where 
improvement is needed, in alignment with the Stateôs Medicaid Strategic Plan, 
and continue to conduct or implement at least two (2) Performance 
Improvement Projects (PIPs), at all times during the Agreement period.  Each 
PIP must be designed to achieve significant improvement, sustained over 
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time, in health outcomes and enrollee satisfaction.    

 For purposes of this Agreement, the Contractor must, at all times, 
be conducting one (1) clinical PIP and one (1) non-clinical PIP.   

9.7.1.1.1. One of these two (2) PIPs must be a Childrenôs PIP 
(that falls within the population including children, 
Youth and Young Adults up to age twenty- one (21).   

9.7.1.1.2. One (1) of the PIPs must be specific to substance use 
disorder treatment practices. 

 The Contractor must report the status and results of each PIP to 
HCA as requested. 

 PIPs must involve the following: 

¶ Measurement of performance using objective quality 
indicators. 

¶ Implementation of system interventions to achieve 
improvement in quality. 

¶ Evaluation of the effectiveness of the interventions. 

¶ Planning and initiation of activities for increasing or sustaining 
improvement.  

¶ Implementation of interventions to achieve improvement in the 
access to and quality of care. 

 
 Each PIP must be completed in a reasonable time period so as to 

generally allow information on the success of PIPs in the aggregate 
to produce new information on quality of care every year. 

9.7.2. Core Performance Measures (PMs): Core PMs are taken from or based 
on the measures identified through the BH 1519/5732 process.  HCA will 
generate PMs statewide and by BHO on a quarterly basis with a maximum 
of a 12-month lag.  HCA will provide baseline data for the four measures 
listed below.   

 Core PM #1: Psychiatric Hospitalization Readmission Rate: 
Proportion of acute psychiatric inpatient stays (during the 
measurement year) that were followed by an acute psychiatric 
readmission within thirty (30) days. 

 Core PM #2: Substance Use Disorder Treatment Initiation and 
Engagement (Washington Circle Adaptation): The percentage of 
adults and youth who initiate outpatient and intensive outpatient 
SUD treatment by receiving a face-to-face treatment session 
within 14 days of the start of a SUD outpatient or intensive 
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outpatient services episode. The percentage of adults and youth 
who engage in SUD outpatient or intensive outpatient services by 
receiving at least two face-to-face treatment sessions within 30 
days following ñinitiationò of SUD treatment during an outpatient 
or intensive outpatient service episode. 

 Core PM #3: Behavioral Health Access Monitoring: A monthly 
unduplicated count of the number of clients (child/youth and 
adults) who received a mental health service and an unduplicated 
count of clients (child/youth and adult) who received a substance 
use disorder treatment in the Contractors region.  

 Core PM #4: WISe Service Intensity: A monthly count of average 
service hours per month per child receiving WISe services. The 
goal of this PM is that BHOs maintain an average of 10.5 hours 
of encountered services per month. This average is calculated by 
dividing the total number of encounters associated with youth in 
WISe by the total number of WISe youth in the Contractorôs 
region.  

9.8. Evidence/Research-Based Practices: The Contractor will participate with HCA to 
increase the use of Evidence/Research-Based Practices, with a particular focus on 
increasing these practices for children and youth receiving behavioral health 
treatment services as identified through legislative mandates.  This includes: 

9.8.1. Participation in DBHR sponsored training in the Trauma-Focused Cognitive 
Behavioral Therapy (TF-CBT/CBT) and CBT-Plus (TF-CBT/CBT+) 
evidence/research-based practices.  The Contractor is expected to maintain a 
workforce trained in TF-CBT/CBT+ sufficient to implement the practice within 
the Contractorôs service area. 

9.8.2. At a minimum, children/Youth enrolled in mental health treatment services will 
receive an Evidence/Research Based Practice according to the percentages 
and dates listed in Exhibit E, Evidence/Research-Based Practices.  

9.8.3. The Contractor must track evidence-based and research-based practices 
identified by the Washington State Institute of Public Policy (WSIPP) and 
report the services as specified in the Evidenced Based Practices Reporting 
Guide. 

10. SUBCONTRACTS.   

10.1. All Subcontracts and amendments must be in writing and made available, in the 
requested format, upon request to DBHR.  Subcontracts must specify all duties, 
responsibilities and reports delegated under this Agreement and require 
adherence with all federal and state laws that are applicable to the 
Subcontractor. 

The Contractor must provide written notice to individual BHAs or to groups of BHAs 
as to the reason for the Contractorôs decision if they are not selected for the 
Contractorôs subcontracted network of providers.  
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10.2. Delegation.  A Subcontract does not terminate the legal responsibility of the 
Contractor to perform the terms of this Agreement.  The Contractor must monitor 
functions and responsibilities performed by or delegated to a Subcontractor on 
an ongoing basis.  

10.2.1. The Contractorôs responsibilities of the Care Management and Quality 
Assurance and Performance Improvement sections of this Agreement may 
not be delegated to a contracted network BHA. 

10.2.2. The Contractor may not delegate its responsibility to contract with a 
provider network.  This does not prohibit a BHO-contracted, licensed 
provider from subcontracting with other appropriately licensed providers so 
long as the sub-contracting provisions of this Agreement are met. 

10.2.3. Prior to new delegation of any Contractorôs responsibility or authority 
described in the Management Information System, Care Management, and 
Quality Assurance and Performance Improvement sections of this 
Agreement through a Subcontract or other legal Agreement, the Contractor 
must use a delegation plan. 

10.2.4. The Contractor must only contract with licensed service providers for the 
provision of direct services per the Medicaid State Plan, RCW 71.24.045 
and WAC 388-865-0268. Unless a county is a licensed service provider and 
the Contractor is contracting for direct services, the Contractor must not 
provide BHO funds to a county that is a participant in the BHO Agreement 
without a delegation of duties agreement.  The agreement must identify the 
specific duties from the Contractorôs PIHP or Behavioral Health State 
Contract that are being delegated.  The requirements for delegation stated 
within this Agreement must be met. 

10.2.5. The Contractor must maintain and make available to HCA and its External 
Quality Review Organization Contractor (and any Subcontractors) all 
delegation plans, for currently in place Subcontractors. The delegation 
plans must include the following:  

 An evaluation of the prospective Subcontractorôs ability to 
perform delegated activities.  

 A detailed description of the proposed subcontracting 
arrangements, including:  

10.2.5.2.1. Name, address, and telephone number of the 
Subcontractor(s); 

10.2.5.2.2. Specific contracted services; 

10.2.5.2.3. Compensation arrangement; and 

10.2.5.2.4. Monitoring plan. 

 Required Subcontract language that specifies the activities 
and responsibilities delegated, and provides for revoking 



 
 

Page 76 of 131 
HCA 7084LS BHO PIHP Contract (6-4-2018) 

delegation or imposing other sanctions if the Subcontractorôs 
performance is not adequate.  

10.3. Within thirty (30) calendar days of execution of this Agreement, the Contractor 
must submit a list of subcontractors and their delegated services in a format 
approved by DBHR.  

10.4. Required Provisions.  Subcontracts must require Subcontractors to hold all 
necessary licenses, certifications, and/or permits as required by law for the 
performance of the activity to be performed under this Agreement. The 
Contractor must ensure that all network providers are enrolled with the state as 
Medicaid providers consistent with provider disclosure, screening, and enrollment 
requirements. 

10.4.1. Subcontracts must require Subcontractors to develop single case 
agreements with other BHOs or MCOs in fully integrated regions in order 
to provide care to enrollees when necessary to ensure access standards 
are met in accordance to access and parity standards.   

10.4.2. All Subcontracts with BHAs must comply with 42 CFR § 438.214(a) as 
enacted or amended.  

10.4.3. Subcontracts must require adherence to the Americans with Disabilities 
Act. This includes providing physical access, reasonable 
accommodations, and accessible equipment for enrollees with physical or 
mental disabilities.  

10.4.4. Subcontracts for the provision of mental health services must require 
compliance and implementation of the Mental Health Advance Directive 
statutes.  

10.4.5. Subcontracts must require Subcontractors to cooperate with Quality 
Review Activities and provide access to their facilities, personnel and 
records.  

10.4.6. For Subcontractors providing WISe, the Subcontractor must adhere to the 
most current version of the WISe Manual and participate in all WISe-
related quality activities.  

10.4.7. Subcontracts for the provision of behavioral health services must require 
Subcontractors to provide Enrollees access to translated information and 
interpreter services as described in the Information Requirements section 
of this Agreement. This shall be provided free of charge to the enrollee.  

10.4.8. Subcontracts must require Subcontractors to notify the Contractor in the 
event of a change in status of any required license or certification.  

10.4.9. Subcontracts must require Subcontractors to participate in training when 
requested by HCA.  Requests for HCA to allow an exception to 
participation in required training must be in writing and include a plan for 
how the required information will be provided to targeted subcontractor 
staff.  

http://www.gpo.gov/fdsys/pkg/CFR-2013-title42-vol4/pdf/CFR-2013-title42-vol4-sec438-214.pdf
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10.4.10. All community behavioral health employees who work directly with 
Individuals must be provided with training on safety and violence 
prevention topics described in RCW 49.19.030.  

10.4.11. Subcontracts must require compliance with State and federal non-
discrimination policies (including 45 CFR sub A), Health Insurance 
Portability and Accountability Act (HIPAA), and the Behavioral Health 
Data Store Data Dictionary and Data Security Requirements. 

10.4.12. Subcontracts must define a clear process to be used to revoke 
delegation, impose corrective action, or take other remedial actions if the 
Subcontractor fails to comply with the terms of the Subcontract. 

10.4.13. Subcontracts must require that the Subcontractor correct any areas of 
deficiencies in the Subcontractorôs performance that are identified by the 
Contractor or HCA, as part of a Subcontractor review. 

10.4.14. Subcontracts for the provision of behavioral health services must require 
that subcontractors provide written or oral notification no later than 15 
calendar days after termination of a MHCP or CDP/CDPT to Enrollees 
currently open for services who had received a service from the affected 
BHA in the previous 60 calendar days. Notification must be verifiable in 
the Individual medical record at the BHA. 

10.4.15. Subcontracts must require that the Subcontracted BHAs comply with the 
Contractorôs policy and procedures for utilization of Access to Care 
Standards for BHOs, Distance Standards, and Access Standards.  

10.4.16. Subcontracts for the provision of behavioral health services must require 
that the Subcontractor implement a Grievance process that complies with 
42 CFR § 438.400 as described in this Agreement.  

10.4.17. Third Party Liability, subcontracts must require the following: 

 The pursuit and reporting of all Third Party Revenue related to 
services provided under this Agreement in accordance with 
Medicaid being the payer of last resort and,  

 Pursuit and reporting of Fee-For -Service Medicaid funds 
provided for AI/AN enrollees who did not opt in to the BHO.  

10.4.18. The Contractor must provide information regarding grievance, appeal, 
and fair hearing procedures and timeframes as set forth in Section 7 
GRIEVANCE of this Agreement at the time the Subcontractor enters into 
a contract to provide services as stated in 42 CFR § 438.10.(g)(1). 

10.4.19. The Contractor must inform the Subcontractor(s), at the time they enter 
into a contract to provide services, of the toll-free number that can be 
used to file oral grievances and appeals.  

 GAIN-SS.  

http://www.gpo.gov/fdsys/pkg/CFR-2011-title42-vol4/pdf/CFR-2011-title42-vol4-sec438-400.pdf
http://www.gpo.gov/fdsys/pkg/CFR-2014-title42-vol4/pdf/CFR-2014-title42-vol4-sec438-10.pdf
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 Subcontracts for the provision of behavioral health services 
must require the use of the GAIN-SS and assessment process 
that includes use of the quadrant placement.  In addition, the 
Subcontract must contain terms requiring corrective action if 
the Integrated Co-Occurring Disorder Screening and 
Assessment process is not implemented and maintained 
throughout the Contract period of performance.  

 If the results of the GAIN-SS are indicative of the presence of a 
co-occurring disorder, this information must be considered in 
the development of the treatment plan including appropriate 
referrals.  

 Documentation of the quadrant placement during the 
Assessment/Admission process and again upon discharge is 
input into the Behavioral Health Data Store. 

10.4.20. Subcontracts for the provision of behavioral health services must require 
Subcontractors to re-submit data when rejected by HCA due to errors. 
The Subcontract must require the data to be re-submitted within thirty 30 
calendar days of when the error report was produced.  

10.4.21. Subcontracts must require that potential Medicaid Enrollees are offered 
assistance with accessing enrollment into health plans if the potential 
Enrollee is uninsured at the time they present for services. 

10.4.22. Subcontracts must require that network providers share with other BHOs, 
network providers, or government agencies that are serving the enrollee 
the results of any identification and assessment of that enrolleeôs needs 
as to avoid duplication of effort.   

10.4.23. Subcontractors must be informed as to how the Contractor will reduce 
payments based on payments by a third party for any part of a service. 

10.5. Physician Incentive Plans.  The Contractor must ensure it does not: a) operate 
any physician incentive plan as described in 42 CFR § 422.208; and b) does not 
Contract with any Subcontractor operating such a plan. 

10.6. Background Checks.  The Contractor, per Chapter 43.43. 830-832 RCW, must 
require a criminal history background check through the Washington State Patrol 
for employees and volunteers of the Contractor who may have unsupervised 
access to children, people with developmental disabilities or vulnerable adults.  

10.7. Federally-Qualified Health Centers.  The Contractor is required to contract with at 
least one (1) Federally-Qualified Health Center (FQHC) in their service area if the 
FQHC makes such a request. The Contractor must not pay a FQHC or Rural 
Health Clinic (RHC) less than the level and amount of payment the Contractor 
would pay non-FQHC/RHC providers for the same services. 

10.8. Limitations. 

10.8.1. The Contractor must not contract with any subcontractors that are 

http://www.gpo.gov/fdsys/pkg/CFR-2011-title42-vol3/pdf/CFR-2011-title42-vol3-sec422-208.pdf
http://apps.leg.wa.gov/rcw/default.aspx?cite=43.43.830
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excluded or disqualified from participating in Federal Assistance 
Programs.  The Contractor must verify that the agency they intend to 
Contract with is not excluded or disqualified.  (Refer to Section 8.8.1. of 
this Agreement regarding Excluded Providers. 

This may be accomplished by any of these options:   

 Checking five percent (5%) Exclusions; or 

 Collecting a self-attestation form from the Subcontractor; or 

 Adding a clause or condition to the covered transaction with 
that Person. 

10.8.2. Subcontracts must require participation in enhanced screening activities 
performed by HCA as required under CFR § 455.450. 

10.9. Subcontractor Reviews. The Contractor must conduct periodic reviews of its 
Subcontractors. The Contractor must review each Subcontractor at least once 
per contract period, and must initiate corrective action when necessary.  All 
collected data including monitoring results, agency audits, subcontract monitoring 
activities, Grievances and services verification must be incorporated into this 
review.  This review must be included in the Contractorôs ongoing quality 
management program.  

10.9.1. These reviews may be conducted more often than those of DBHRôs 
EQRO or HCA monitoring activities, and shall be performed with an 
emphasis on areas previously identified to be in need of improvement or 
correction by any monitoring agency.  

10.9.2. This review may be combined with a formal review of services performed 
pursuant to the Behavioral Health State Contract between the Contractor 
and HCA. 

10.9.3. The periodic review must be based on the specific delegation agreement 
with each Subcontractor, and must at least address the following: 

 Traceability of Services ï Traceability of Services ï The 
Contractor must ensure that medical necessity is established 
and documented, and that the Access to Care Standards for 
BHOs for mental health and/or substance use disorder 
criteria have been met. This shall including the application of 
the placement guidelines in American Society of Addiction 
Medicine (ASAM) Criteria.    Once medical necessity has 
been established and documented, the Contractor must 
monitor client records to ensure that authorized services are 
appropriate for the diagnosis that the treatment plan reflects 
the identified needs, and that progress notes support the use 
of each authorized state-plan service.  The Contractor must 
also monitor client records to make sure that an appropriate 
180 day review is conducted to update the service plan, 

http://www.gpo.gov/fdsys/granule/CFR-2011-title42-vol4/CFR-2011-title42-vol4-sec455-450/content-detail.html
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diagnostic information and provide justification for level of 
continued treatment. 

 Timeliness of Services ï The Contractor must ensure that 
Enrollees receive services in a timely manner.  The 
Contractor must monitor and, measure the timeliness of 
services rendered to Enrollees according to the following 
guidelines: 

10.9.3.2.1. Emergent Mental Health Services = two (2) 
hours from request. 

10.9.3.2.2. Urgent Mental Health Services = twenty-four 
(24) hours from request. 

10.9.3.2.3. Initial Inpatient Certification = twelve (12) hours 
from request. 

10.9.3.2.4. Crisis and Phone Service = 24/7/365 
availability.  Phones answered by live person.   

10.9.3.2.5. Post discharge services = Individuals need to 
receive an outpatient mental health service 
within seven (7) calendar days of discharge 
from a psychiatric inpatient stay or residential 
substance use disorder treatment stay. 

10.9.3.2.6. Routine Intake Evaluation or Assessment for 
Behavioral Health services= 14 calendar days 
from Request. 

10.9.3.2.7. First Routine Outpatient Service = twenty-eight 
(28) calendar days from request 

If behavioral health services are not rendered 
within these guidelines, the Contractor must 
monitor the reason and appropriateness of the 
delay as documented in the clinical record.   

 Range of Services/Network Adequacy ï The Contractor 
must ensure that it has the capacity to provide all state-plan 
services (including second opinions, interpretive services, 
requests for written information in alternative formats, and 
referrals to out-of-network providers) to meet the clinical 
needs of its population.  The Contractor must evaluate its 
anticipated Medicaid enrollment, expected utilization of 
services, characteristics and health care needs of the 
population, the number and types of providers (training, 
experience and specialization) able to furnish services, and 
the geographic location of providers and Enrollees (including 
distance, travel time, means of transportation ordinarily used 
by Enrollees, and whether the location accessible in 
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accordance with the Americans with Disabilities Act 
specifications). 

 Special Populations ï The Contractor must ensure that 
Enrollees who self-identify as having specialized cultural, 
ethnic, linguistic, disability, or age-related needs have those 
needs addressed. Referrals for specialty service consultation 
should be tracked through the treatment plan and progress 
notes.  If a provider identifies a need, but it is deferred by the 
Enrollee, the provider must document why they are not 
addressing it at this time.  

 Coordination of Primary Care ï The Contractor must ensure 
that Enrollees with complex medical needs, who have no 
assigned primary care provider (PCP), are assisted with 
obtaining a PCP.  For Enrollees who already have a PCP, 
the Contractor must coordinate care as needed.  The 
Contractor must also ensure that coordination for those with 
complex medical needs is tracked through the treatment 
plan and progress notes. 

 Practice Guidelines -- The Contractor must monitor whether 
the providers are using identified practice guidelines. 

 Grievances ïThe Contractor must ensure that network 
providers have a process in place for reporting, tracking, and 
resolving customer expressions of dissatisfaction (i.e. 
Grievances).  The Contractor must monitor and report 
Grievances documented in the provider level, as well as 
those documented in the Ombuds records.  The Contractor 
must also monitor the frequency and type of Enrollee 
Grievances to ensure that systematic issues are 
appropriately addressed.  Network providers must have a 
grievance process that is consistent with WAC 388-877A-
0410 through 0460.  

 Critical Incidents ï The Contractor must ensure that network 
providers follow requirements for reporting to the Contractor 
and managing critical incidents.   The Contractor must track 
and monitor the incidents that occur within its provider 
network, and determine if the incidents are responded to in 
an appropriate and timely manner.  If a pattern that suggests 
a systematic issue is identified, the Contractor must monitor 
the providerôs actions toward resolving the issue.  

 Information Security ï The Contractor must ensure that 
network providers and other contractors actively follow 
federal regulations for managing personal health information 
(HIPAA/HITECH), and appropriately report any violations. 

 Notices of Adverse Benefit Determinationï Adverse Benefit 
Determination shall not be delegated to contracted network 
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providers. If delegated to subcontractors, the Contractor 
must ensure that the subcontractor appropriately notifies 
Enrollees when an Adverse Benefit Determination has been 
made.  The Contractor must monitor to ensure that the 
content of the Adverse Benefit Determination includes the 
required elements and is written in understandable 
language.   

 Disaster Recovery Plans ï The Contractor must ensure that 
client services and electronic data can be recovered 
following a natural disaster or computer systems failure.  The 
Contractor must monitor each providerôs Disaster Recovery 
and Business Continuity Plan to ensure that they are 
periodically tested and updated.  The Contractor must also 
monitor each providerôs natural disaster plan to ensure 
continuation of services and consistency in care to 
Enrollees.  

 Excluded Providers ï The Contractor must monitor to ensure 
that provider agencies are providing initial screening and on-
going monitoring for excluded providers.  The Contractor 
must monitor their own staff, board, and subcontractors to 
ensure that they are not excluded entities. 

 Fiscal Management ï The Contractor must monitor and 
document the providerôs cost allocations, revenues, 
expenditures and reserves in order to ensure that Medicaid 
dollars under this Contract are being spent appropriately 
under WAC 388-865-0268. 

 Licensing and Certification Issues ï The Contractor must 
have the responsibility for the oversight of their providers, 
including but not limited to ensuring licenses and 
certifications are current and that any findings during any 
review are corrected. 

 

10.10. Data Verification:  

10.10.1. The Contractor must maintain and either provide to Subcontractors, or 
require Subcontractors to also maintain, a health information system that 
complies with the requirements of 42 CFR §438.242 and provides the 
information necessary to meet the Contractorôs obligations under this 
Agreement.  

10.10.2. The Contractor must have in place mechanisms to verify the health 
information received from Subcontractors is complete, accurate, and 
timely.   

10.10.3. The Contractor must conduct encounter validation checks and submit an 
aggregate data report for all Subcontractors that submit encounters to the 

http://www.gpo.gov/fdsys/pkg/CFR-2007-title42-vol4/pdf/CFR-2007-title42-vol4-sec438-242.pdf
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Contractor, using the following guidelines specified in the Performance 
Measures section of this Agreement. 

10.11. Data Certification.  The Contractor must comply with the required format provided 
in the published Encounter Data Transaction Guide.  Data includes encounters 
documenting services paid for by the Contractor and delivered to Individuals 
through the Contractor during a specified reporting period as well as other data 
per the Data Dictionary and Service Encounter Reporting Instructions (SERI).  
This data is used for: federal reporting (42 CFR 438.242(b) (1)); rate setting and 
risk adjustment; service verification, managed care quality improvement program; 
utilization patterns and access to care; DSHS hospital rate setting; and research 
studies. 

10.11.1. Any information and/or data required by this Contract and submitted to 
HCA must be certified by the Contractor per (42 CFR 438.604-606) and 
be certified by one of the following:  

 The Contractorôs Chief Executive Officer. 

 The Contractorôs Chief Financial Officer. 

 An individual who has delegated authority to sign for, and 
who reports directly to, the Contractorôs Chief Executive 
Officer or Chief Financial Officer. 

10.11.2. Content of Certification:  The Contractorôs certification must attest, based 
on best knowledge, information, and belief, to the accuracy, 
completeness and truthfulness of the information and/or data. 

10.11.3. Timing of Certification:  The Contractor must submit the certification 
concurrently with the certified information and/or data. 

10.12. The Contractor must provide training and technical assistance to Subcontractors 
in order to ensure compliance with provisions of this Agreement. 

10.13. Marketing. Marketing activities by the subcontractor shall abide by the following 
guidelines: 

10.13.1. All marketing materials must be preapproved by HCA prior to distribution.  

10.13.2. Distribution shall be to the entire service area as indicated in the contract 
between the BHO and the subcontractor.  

10.13.3. Marketing activities shall not attempt to influence enrollment in 
conjunction with the sale or offering of any private insurance.  

10.13.4. Marketing activities shall not include door-to-door, telephone, email, text, 
or other cold-call marketing activities. 

10.14. Transferring Enrollees.  The Contractor shall ensure that subcontractors are 
providing intake assessments to enrollees relocating from a different BHO to the 
Contractorôs region by a MHP or CDP as appropriate within ten (10) business 

http://www.gpo.gov/fdsys/pkg/CFR-2012-title42-vol4/pdf/CFR-2012-title42-vol4-part438-subpartE.pdf
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days of the Enrollee requesting services in the Contractorôs region. Prior 
authorization shall not be required by the BHO or the subcontractor prior to the 
assessment.   

10.15. The Contractor must implement policies and procedures regarding the retention 
of network providers. 

11. ENROLLEE RIGHTS AND PROTECTIONS 

11.1. The Contractor and affiliated service providers must comply with any applicable 
Federal and State laws that pertain to Enrollee Rights and Protections.  The 
Contractor must ensure that staff takes rights into account when furnishing 
services to Enrollees. Any changes to applicable law must be implemented within 
ninety (90) calendar days of the effective date of the change. 

11.2. The Contractor must maintain written policies and procedures addressing all 
requirements under this section.  Policies and procedures must comply with 42 
CFR, RCW 71.24, and WAC 388-877. 

11.3. The Contractor must have written policies regarding the rights specified below: 

11.3.1. The right for Enrollees to be treated with respect and due consideration of 
the Enrolleeôs dignity and privacy.  

11.3.2. The right for Enrollees to receive information on available treatment 
options and alternatives in a manner appropriate to the Enrolleeôs ability 
to understand. 

11.3.3. The right for Enrollees to participate in decisions regarding their health 
care, including the right to refuse services.  

11.3.4. The right for Enrollees to be free from any form of restraint or seclusion 
used as a means of coercion, discipline, convenience, or retaliation.  

11.3.5. The right for Enrollees to request and receive a copy of their medical 
records, and request amendments or corrections as specified in 45 CFR 
164.524 and 164.526. 

11.3.6. The Contractor must maintain a list of network providers on its website 
that is updated monthly. This must include at least, names, locations, 
contact information, indication of non-English languages spoken by the 
provider and providers who are not accepting new enrollees.  If there are 
providers who are not under contract with the BHO that can be accessed 
on a case by case basis, information on how to access these providers 
must be included.  This provider list must be made available in paper form 
upon request.  

11.3.7. The right for Enrollees to receive a copy of the Washington Medicaid 
Behavioral Health Benefits Booklet and a process for distribution of the 
Benefits Booklet. 

 

http://www.ecfr.gov/cgi-bin/text-idx?tpl=/ecfrbrowse/Title42/42tab_02.tpl
http://www.ecfr.gov/cgi-bin/text-idx?tpl=/ecfrbrowse/Title42/42tab_02.tpl
http://apps.leg.wa.gov/RCW/default.aspx?cite=71.24
http://apps.leg.wa.gov/WAC/default.aspx?cite=388-877&full=true
http://www.gpo.gov/fdsys/pkg/CFR-2011-title45-vol1/pdf/CFR-2011-title45-vol1-sec164-524.pdf
http://www.gpo.gov/fdsys/pkg/CFR-2011-title45-vol1/pdf/CFR-2011-title45-vol1-sec164-524.pdf
http://www.gpo.gov/fdsys/pkg/CFR-2011-title45-vol1/pdf/CFR-2011-title45-vol1-sec164-526.pdf
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11.4. Free Exercise of Rights.  The Contractor must ensure that each Enrollee is free to 
exercise his or her rights, and that the exercise of those rights does not adversely 
affect the way the Contractor and its providerôs treat Enrollees.  

11.4.1. The Contractor must establish policies and procedures to ensure that the 
exercising of any of these rights does not adversely affect the way the 
Contractor treats the Enrollee. 

11.4.2. The Contractor must require that Mental Health Professionals, MHCPs, 
and CDP/CDPTs acting within the lawful scope of their practice, are not 
prohibited or restricted from advising or advocating on behalf of an 
Enrollee with respect to:  

 The Enrolleeôs behavioral health status. 

 Receiving all information regarding behavioral health treatment 
options including any alternative or self-administered 
treatment, in a culturally-competent manner. 

 Receiving any information the Enrollee needs in order to 
decide among all relevant behavioral health treatment options. 

 Receiving information about risks, benefits, and consequences 
of behavioral health treatment (including the option of no 
behavioral health treatment). 

 The Enrolleeôs right to participate in decisions regarding his or 
her behavioral health care, including the right to refuse 
behavioral health treatment and to express preferences about 
future treatment decisions. 

 The Enrolleeôs right to be treated with respect and with due 
consideration for his or her dignity and privacy. 

 The Enrolleeôs right to be free from any form of restraint or 
seclusion used as a means of coercion, discipline, 
convenience, or retaliation. 

 The Enrolleeôs right to request and receive a copy of his or her 
medical records, and to request that they be amended or 
corrected, as specified in 45 CFR Part 164. 

 The Enrolleeôs right to be free to exercise his or her rights and 
to ensure that to do so does not adversely affect the way the 
Contractor, BHA, MHCP or CDP/CDPT treats the Enrollee. 

  Any of the Enrolleeôs Rights and Protections as listed in the 
Washington Medicaid Behavioral Health Benefits Booklet. 

11.5. Ombuds.  The Contractor must provide a behavioral health Ombuds as described in 
WAC 388-865-0262 and RCW 71.24.   

http://www.ecfr.gov/cgi-bin/text-idx?tpl=/ecfrbrowse/Title45/45cfr164_main_02.tpl
http://apps.leg.wa.gov/RCW/default.aspx?cite=71.24
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11.5.1. The Contractor must provide the names of and contact information for all 
Ombuds within its Regional Service Area to DBHR within ten (10) 
business days of any changes of Ombuds or contact information.  

11.5.2. An entity or Subcontractor independent of the Contractorôs Administration 
must employ the Ombuds and provide for the following: 

 Separation of personnel functions (e.g. hiring, salary and 
benefits determination, supervision, accountability and 
performance evaluations); and 

 Independent decision making to include all investigation 
activities, findings, recommendations and reports.  

 

11.6. Advance Directives.  The Contractor must maintain written policies and procedures 
for Advance Directives that meet the current requirements of 42 CFR § 422.128 and 
RCW 71.32.   

11.6.1. The Contractor must inform all Enrollees of their right to a Mental Health 
Advance Directive, and must provide technical assistance to those who 
express an interest in developing and maintaining one.  

11.6.2. The Contractor must inquire whether Enrollees have active Medical 
Advance Directives, and must provide those who express an interest in 
developing and maintaining Medical Advance Directives with information 
about how to initiate a Medical Advance Directive. 

11.6.3. The Contractor must not establish any conditions of treatment or in any 
way discriminate against an Enrollee based on the existence or absence 
of an Advance Directive.  

11.6.4. The Contractor must provide training to its staff on policies and 
procedures regarding advanced directives.  

11.6.5. The Contractor must require subcontractors to maintain current copies of 
any Medical and/or Mental Health Advance Directives in the Enrolleeôs 
clinical record.  

11.6.6. The Contractor and its subcontractors must provide written information to 
Enrollees that includes: 

 A description of their rights for a Mental Health Advance 
Directive under current RCW 71.32 (changes must be included 
within ninety (90) days of the effective date of any changes to 
the RCW); 

 The Contractorôs policies respecting the implementation of 
those rights, including a statement of any limitation regarding 
the implementation of a Mental Health Advance Directive as a 
matter of Conscience; and 

http://www.gpo.gov/fdsys/granule/CFR-2007-title42-vol3/CFR-2007-title42-vol3-sec422-128
http://apps.leg.wa.gov/RCW/default.aspx?cite=71.32
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 Information regarding how to file a Grievance concerning 
noncompliance with a Mental Health Advance Directive with 
the Washington State Department of Health. 

11.7. Information Requirements.  The Contractor must provide information free of charge 
to Enrollees that complies with the requirements of 42 CFR 438.100, 438.10, and 
438.6(i)(3).  

11.7.1. This includes, but is not limited to, auxiliary aids and services upon 
request, such as providing interpreter services and toll-free numbers that 
have adequate TTY/TTD and interpreter capability and takes into account 
the special needs of those with limited disabilities and limited English 
proficiency.   

11.7.2. All written materials provided to enrollees must be in a font size no 
smaller than 12 point.  

11.7.3. Information provided in electronic formats or on websites, must be 
prominent and readily accessible. All information provided to enrollees 
electronically must be provide in a format that is electronically retained 
and can be printed. 

11.7.4. Any required information provided electronically to enrollees, must 
provide, upon request, in paper form within 5 business days. 

11.7.5. Alternative Formats 

 Offer every Medicaid Enrollee a Washington Medicaid 
Behavioral Health Benefit Booklet at Intake which includes 
information on obtaining the booklet in alternative formats, 
inform Enrollee that the booklet is available at:  
https://www.dshs.wa.gov/bha/division-behavioral-health-and-

recovery/behavioral-health-benefits-book , and place a link on the 
Contractorôs website to the electronic benefits booklet. 

 The Contractor and affiliated service providers must post a 
translated copy of the following documents in each of the 
DSHS-prevalent languages (Cambodian, Chinese, Korean, 
Laotian, Russian, Somali, Spanish and Vietnamese, Arabic, 
Amharic, Punjabi, Ukrainian). 

11.7.5.2.1. The Washington Medicaid Behavioral Health 
Benefits Bookletôs section entitled ñYour Rights 
as a Person Receiving Medicaid Behavioral 
Health Servicesò; and 

11.7.5.2.2. Statement of Individual Participant Rights, as 
detailed in WAC 388-877-0600(1). 

11.7.5.2.3. The Contractor and affiliated service providers 
must post a multilingual notice in each of the 
DSHS-prevalent languages, which advises 

http://www.gpo.gov/fdsys/granule/CFR-2007-title42-vol4/CFR-2007-title42-vol4-sec438-100/content-detail.html
http://www.gpo.gov/fdsys/pkg/CFR-2004-title42-vol3/pdf/CFR-2004-title42-vol3-sec438-10.pdf
http://www.gpo.gov/fdsys/pkg/CFR-2011-title42-vol4/pdf/CFR-2011-title42-vol4-sec438-6.pdf
https://www.dshs.wa.gov/bha/division-behavioral-health-and-recovery/behavioral-health-benefits-book
https://www.dshs.wa.gov/bha/division-behavioral-health-and-recovery/behavioral-health-benefits-book
http://app.leg.wa.gov/WAC/default.aspx?cite=388-877-0600
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Enrollees that information is available in other 
languages and how to access this information.  

11.7.5.2.4. The Contractor must  provide written translations 
of all written information including, at minimum, 
applications for services, consent forms, and 
Notices of Action in each of the DSHS-prevalent 
languages that are spoken by five percent (5%) 
or more of the population of the State of 
Washington; based on the most recent U.S. 
census. DSHS has determined based on this 
criteria that Spanish is the currently required 
language. The Contractor must provide 
availability of translated documents at all times 
for the contracted BHAs to distribute.  

11.7.5.2.5. The Contractor must provide copies of the 
generally available materials including at 
minimum, applications for services, consent 
forms, and Notices of Action in alternative 
formats that take into consideration the needs of 
those who have limited vision or impaired 
reading proficiency.  

11.7.5.2.6. The Contractor and affiliated service providers 
must maintain a log of all Enrollee requests for 
interpreter services, or translated written 
material. 

11.7.5.2.7. The Contractor shall include with all written 
materials a large print tagline and information on 
how the Enrollee can request Auxiliary aids and 
services including the provision of information in 
an alternative language and format that is 
understandable to the Enrollee 

11.7.5.2.8. The Contractor shall provide all generally 
available and Enrollee-specific written materials 
through Auxiliary Aids and Services in a manner 
that takes into consideration the special needs of 
Enrollees 

11.8. Marketing. 

11.8.1. The Contractor must not distribute any marketing materials or engage in any 
marketing activities. 

11.8.2. Distribution of marketing materials that have not been preapproved by HCA or 
which contain false or misleading information may result in financial state 
imposed civil monetary penalties.  
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11.9. Cultural Considerations. 

11.9.1. The Contractor must participate in and cooperate with HCA efforts to promote 
the National Standards for Culturally and Linguistically Appropriate Services 
(CLAS) in Health and Health Care.  The Contractor will provide effective, 
equitable, understandable, and respectful quality care and services that are 
responsive to diverse cultural health beliefs and practices, preferred 
languages, health literacy, and other communication needs. (42 CFR 
438.206(c)(2)). 

11.9.2. At a minimum, the Contractor and its contracted BHAs must: 

 Educate and train governance, leadership and workforce in 
culturally and linguistically appropriate policies and practices 
on an ongoing basis  (CLAS Standard 4); 

 Offer language assistance to Enrollees who have limited 
English proficiency and/or other communication needs, at no 
cost to them, to facilitate timely access to all health care and 
services. (CLAS Standard 5); 

 Inform all Enrollees of the availability of language assistance 
services clearly and in their preferred language, verbally and in 
writing. (CLAS Standard 6); 

 Ensure the competency of individuals providing language 
assistance, recognizing that the use of untrained individuals 
and/or minors as interpreters should be avoided. (CLAS 
Standard 7); 

 Provide easyïto-understand print, and multimedia materials, 
and signage in the languages commonly used by the 
populations in the service area, presented in an easily 
understood format. (CLAS 8); 

 Establish culturally and linguistically appropriate goals. (CLAS 
Standard 9); 

 Conduct ongoing assessments of the organizationôs CLASï
related activities and integrate CLAS-related measures into 
measurement and continuous quality improvement activities. 
(CLAS Standard 10); 

 Collect and maintain accurate and reliable demographic data 
to monitor and evaluate the impact of CLAS on health equity 
and outcomes and to inform service delivery. (CLAS 11); and 

 Create conflict and grievance resolution processes that are 
culturally and linguistically appropriate to identify, prevent, and 
resolve conflict or complaints. (CLAS 14). 

11.9.3. The Contractor must provide HCA with a report evidencing its compliance with 

http://www.gpo.gov/fdsys/pkg/CFR-2004-title42-vol3/pdf/CFR-2004-title42-vol3-sec438-206.pdf
http://www.gpo.gov/fdsys/pkg/CFR-2004-title42-vol3/pdf/CFR-2004-title42-vol3-sec438-206.pdf
http://minorityhealth.hhs.gov/omh/browse.aspx?lvl=2&lvlid=53
http://minorityhealth.hhs.gov/omh/browse.aspx?lvl=2&lvlid=53
http://minorityhealth.hhs.gov/omh/browse.aspx?lvl=2&lvlid=53
http://minorityhealth.hhs.gov/omh/browse.aspx?lvl=2&lvlid=53
http://minorityhealth.hhs.gov/omh/browse.aspx?lvl=2&lvlid=53
http://minorityhealth.hhs.gov/omh/browse.aspx?lvl=2&lvlid=53
http://minorityhealth.hhs.gov/omh/browse.aspx?lvl=2&lvlid=53
http://minorityhealth.hhs.gov/omh/browse.aspx?lvl=2&lvlid=53
http://minorityhealth.hhs.gov/omh/browse.aspx?lvl=2&lvlid=53
http://minorityhealth.hhs.gov/omh/browse.aspx?lvl=2&lvlid=53
http://minorityhealth.hhs.gov/omh/browse.aspx?lvl=2&lvlid=53
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each CLAS standard.  This report is due December 31, 2018, and includes the 
reporting period of July 1, 2018, through December 31, 2018. 

11.9.4. The Contractor must require that contracted network BHAôs provide upon the 
Enrolleeôs request: 

 The Contractor must provide information to Enrollees on the 
names, locations, telephone numbers of, and non-English 
service providers in the service area; including providers that 
are not accepting new Enrollees.  

 Identification of individual MHCPs and CDP/CDPTs who are 
not accepting new Enrollees. 

 BHA licensure, certification and accreditation status. 

 Information that includes but is not limited to, education, 
licensure, registration, and Board certification and/or-
certification of Mental Health Professionals, MHCPs and 
CDP/CDPTs. 

11.10. Choice of Practitioner.  The Contractor must offer each Enrollee a choice of 
participating MHCPs and/or CDP/CDPTs within the Contractorôs. 

11.10.1. If the Enrollee does not make a choice within fourteen (14) business days 
of being informed, the Contractor or its designee must assign a MHCP 
and/or CDP/CDPT no later than fourteen (14) business days following the 
request for behavioral health services. 

11.10.2. The Contractor must inform the Enrollee that he or she may change 
MHCPs and/or CDP/CDPT at any time for any reason.   

11.10.3. AI/AN enrollees receiving services from a network provider that is not an 
Indian Managed Care Entity, who are eligible to receive services from an 
Indian Health Care Provider that is part of the BHOôs network of providers 
must be allowed to select that provider as their PCP, as long as that 
provider has capacity and ability to provide the services. 

11.11. Second Opinion.  The Contractor must provide, upon request, a second opinion 
from a MHP and/or CDP/CDPT at a contracted BHA within the Service Area. If an 
additional BHA and/or CDP/CDPT are not currently available within the network, the 
Contractor must provide or pay for a second opinion provided by a BHA outside the 
network at no cost to the Enrollee. 

The appointment for a second opinion must occur within thirty (30) calendar days of 
the request.  The Enrollee may request to postpone the second opinion to a date 
later than thirty (30) calendar days. 

11.12. Prohibition on Enrollee Charges for Covered Services.  The Contractor must 
ensure Enrollees are not held liable for any of the following:  

11.12.1. Costs due to receiving services from an out-of-network provider.  
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11.12.2. Covered behavioral health services provided by insolvent community 
psychiatric hospitals with which the Contractor has directly contracted. 

11.12.3. Covered behavioral health services, including those purchased on behalf 
of the Enrollee. 

11.12.4. Covered behavioral health services for which the State does not pay the 
Contractor.  

11.12.5. Covered services provided to the Enrollee, for which the State or the 
Contractor does not pay the MHCP, CDP/CDPT, or BHA that furnishes the 
services under a contractual, referral, or other arrangement. 

11.12.6. Payments for covered services furnished under a Contract, referral, or 
other arrangement, to the extent that those payments are in excess of the 
amount that the Enrollee would owe if the Contractor provided the services 
directly. 

11.12.7. Covered behavioral health services provided by insolvent federally funded 
PIHPs. 

11.12.8. Debts of the Contractor if the Contractor becomes financially insolvent.  

 

12. CARE MANAGEMENT 

12.1. Care Management is a set of clinical management oversight functions that must be 
performed by the Contractor.  Care Management functions, except individual 
service plans and co-occurring disorder assessments, must be not delegated to a 
network BHA.  Care Management activities must be performed by a Mental Health 
Professional for mental health services and by a CDP/CDPT for substance disorder 
services. 

12.1.1. Individual Service Plans.  Individual Service Plans must be developed in 
compliance with WAC 388-877-0620.  

12.1.2. The Contractor must require that Enrollees are actively included in the 
development of their individualized service plans, Advance Directives for 
psychiatric care and crisis plans.  

12.1.3. This must include but not be limited to children and their families (e.g. 
caregivers and significant others, parents, foster parents, 
assigned/appointed guardians, siblings).  

12.1.4. At a minimum, treatment goals must include the words of the individual 
receiving services and documentation must be included in the clinical 
record, describing how the Enrollee sees progress. 

12.1.5. The Individual Service Plan must address the overall identified needs of 
the Enrollee, including those best met by another service delivery system, 
such as education, primary medical care, child welfare, drug and alcohol, 

http://apps.leg.wa.gov/WAC/default.aspx?cite=388-877-0620
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developmental disabilities, aging and adult services, corrections and 
juvenile justice as appropriate.   

12.1.6. The Contractor must ensure that there is coordination with the other 
service delivery systems responsible for meeting the identified needs. 

 

12.2. Continuity of Care.   

12.2.1. For continuity of care the Contractor must encourage the Subcontractor(s) 
to assign Enrollees to clinicians who are anticipated to provide services to 
the Enrollee throughout the authorization period. 

12.2.2. The Contractor must ensure that for Enrollees who have a suspected or 
identified physical health care problem the following must occur: 

 Appropriate referrals are made to a physical health care provider 
and coordinate with any managed care organization serving the 
Enrollee.  

 The individualized service plan identifies medical concerns and 
plans to address them. 

12.2.3. The Contractor must coordinate with the Childrenôs Long-term Inpatient 
Programs (CLIP) Administration to develop CLIP resource management 
guidelines and admissions procedures.  The Contractor must enter into, 
and comply with, a written agreement with the CLIP Administration 
regarding resource management guidelines and admissions procedures. 

12.2.4. The Contractor must provide immediate opiate substitution services for an 
enrollee who transfers into the region if that enrollee was receiving opiate 
substitution services from their previous BHO.  

 

12.3. Allied System Coordination. 

12.3.1. The Contractor must coordinate with all entities below or their succesors 
as necessary to ensure continuity of care for Enrollees:   

 DSHS Aging and Long Term Care Services Administration 
(ALTSA) 

 DSHS Childrenôs Administration 

 Community Health Clinics, Federally Qualified Health Centers 
(FQHCs), and Apple Health Managed Care Plans 

 Educational Service Districts (ESDs) 
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 Criminal Justice (courts, jails, law enforcement, public 
defenders) 

 Department of Corrections 

 DSHS Division of Vocational Rehabilitation 

 DSHS Juvenile Justice and Rehabilitation Administration 
(JJ&RA) 

 Any Offender Re-entry Community Safety Program (ORCSP) 
within the boundaries of the Contractor that is not a 
Subcontractor of the Contractor. 

 County Government when the BHO is not operated through a 
County or County created entity.   

 Amerigroup the third party administrator for the 1115 Medicaid 
Transformation Demonstration-Foundational Community 
Supports. 

12.3.2. Allied System Coordination Plan.  The Contractor must maintain or update 
an existing allied system coordination plan with each entity above to be 
made available upon request from DBHR. The allied system coordination 
plan must contain all of the following elements.  In the event any of these 
allied systems chooses not to jointly create a coordination plan, the 
Contractor must develop a plan that addresses all the requirements in this 
section by describing how the Contractor proposes to interact with the 
allied system:  

 Clarification of roles and responsibilities of the allied systems 
in serving multi-system Individuals.  For children this includes 
EPSDT coordination for any child serving agency, including a 
process for participation by the agency in the development of a 
cross-system Individual Service Plan when indicated under 
EPSDT.  

 Processes for the sharing of information related to eligibility, 
access and authorization. 

 Identification of needed local resources, including initiatives to 
address those needs. 

 A process for facilitation of community reintegration from out-
of-home placements (e.g. State Hospitals, Childrenôs Long- 
term Inpatient facilities, Office of Juvenile Justice facilities, 
foster care, nursing homes, acute inpatient settings) for 
Individuals of all ages. 

 A process or format to address disputes related to service or 
payment responsibility. 
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 A process to evaluate progress in cross-system coordination 
and integration of services. 

 For Department of Corrections the agreement will ensure that 
treatment services provided are coordinated, do not result in 
duplication of services, and facilitate access to services based 
on DOC referrals for those under community corrections 
supervision.  

 For Amerigroup the agreement will ensure that services 
provided facilitate access to services based on and for the 
targeted populations identified and referred, but does so 
without creating duplication of services. 

 

12.4. Coordination with other BHOs.  The Contractor shall follow the directives as set 
forth in Exhibit B, BHO Transfer Protocol which is incorporated by reference herein. 

12.5. Childrenôs Mental Health.  

12.5.1. Contractors who implement WISe as part of their service delivery must 
adhere to the most current version of the WISe Manual and meet the 
requirements of the WISe Quality Management Plan. 

12.5.2. Contractors not yet implementing WISe as part of their service delivery 
must incorporate and disseminate the Washington State Childrenôs 
Behavioral Health Principles as guidelines for providing care to children, 
youth and their families.  

12.5.3. Wraparound with Intensive Services (WISe) as identified in the current 
State Plan and defined in Section 15.3 of this contract, include: 

¶ Care Coordination 

¶ Co-occurring Treatment Services 

¶ Crisis Services 

¶ Family Treatment 

¶ Group Treatment Services 

¶ Individual Treatment Services 

¶ Intake Evaluation 

¶ Interpreter Services 

¶ Medication Management 

¶ Medication Monitoring 

¶ Peer Support 

¶ Psychological Assessment 

¶ Rehabilitation Case Management 

¶ Request for Services 

¶ Special Population Evaluation 

¶ Testimony for Involuntary Treatment Services 
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¶ Therapeutic Psychoeducation 

 

12.6. Transition Age Youth. 

12.6.1. The Contractor must maintain a process for addressing the needs of 
Transition Age Youth (ages 16 - 21) in their care/treatment plans. The 
Process must contain or address: 

 A comprehensive transition plan linked across systems that 
identify goals, objectives, strategies, supports, and outcomes.   

 Individual behavioral health needs in the context of a 
Transition Age Youth, which include supported transition to 
meaningful employment, post-secondary education, technical 
training, housing, community supports, natural supports, and 
cross-system coordination with other system providers.   

 For Youth who require continued services in the adult 
behavioral health system must identify transitional services 
that allow for consistent and coordinated services and 
supports for young people and their parents.   

 Developmentally and culturally appropriate adult services that 
are relevant to the Individual or population. 

 

12.7. State Hospitals.  The Contractor must abide by the current Eastern or Western 
State Hospital/Behavioral Health Organization/Home and Community Services 
Agreement for Home and Community Services Placements from Eastern or Western 
State Hospital. 

12.7.1. The Contractor must participate with DBHR, the Division of Home and 
Community Services (HCS), and other BHOs to maintain or update a 
common operating agreement.  The agreement must be completed within 
ninety (90) calendar days of execution of this Agreement and be 
maintained and updated or reviewed at least annually thereafter. 

 In the event an agreement cannot be executed by that date, 
HCA may require the Contractor to follow procedures that 
meet the intended goals of such an agreement. 

 Upon implementation of this agreement the Contractor must 
comply with its terms. 

 The agreement must address the following topics: 

12.7.1.3.1. Referrals for service to/from the Contractor and 
DSHS-HCS services. 
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12.7.1.3.2. Exchange of information needed for treatment and 
placement planning. 

12.7.1.3.3. Timelines for activities to occur. 

12.7.1.3.4. Procedures to assist in the diversion of patients 
from State Hospitals especially those with dementia 
and similar diagnoses. 

12.7.1.3.5. Procedures for evaluating the operation of the 
agreement and for addressing problems. 

 

12.8. Co-occurring Disorder Screening.  Co-Occurring Disorder Screening and 
Assessment:  The Contractor must maintain the implementation of the integrated, 
comprehensive screening and assessment process for substance use disorder and 
mental disorders as required by RCW 70.96C.  Failure to maintain the screening and 
Assessment process must result in remedial actions up to and including financial 
penalties as described in the Remedial Action section of this Agreement.  

12.8.1. The Contractor must attempt to screen all Individuals aged 13 and above 
through the use of HCA provided Global Appraisal of Individual Needs ï 
Short Screener (GAIN-SS) during: 

 All new intakes. 

 The provision of each crisis episode of care including ITA 
investigations services, except when: 

12.8.1.2.1. The service results in a referral for an intake 
assessment. 

12.8.1.2.2. The service results in an involuntary detention 
under RCW 71.05, 71.34 or 70.96B. 

12.8.1.2.3. The contact is by telephone only. 

12.8.1.2.4. The professional conducting the crisis intervention 
or ITA investigation has information that the 
individual completed a GAIN-SS screening within 
the previous twelve (12) months. 

12.8.2. The GAIN-SS screening must be completed as self-reported by the 
individual and signed by that individual on DSHS-GAIN-SS form. If the 
individual refuses to complete the GAIN-SS screening or if the clinician 
determines the individual is unable to complete the screening for any 
reason this must be documented on DSHS-GAIN-SS form.  

12.8.3. The results of the GAIN-SS screening, including refusals and unable-to-
completes, must be reported to HCA through the Behavioral Health Data 
Store.  

http://apps.leg.wa.gov/RCW/default.aspx?cite=70.96C
http://apps.leg.wa.gov/RCW/default.aspx?cite=71.05
http://apps.leg.wa.gov/RCW/default.aspx?cite=71.34
http://apps.leg.wa.gov/RCW/default.aspx?cite=70.96B
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12.8.4. The Contractor must complete a co-occurring mental health and substance 
use disorder assessment as outlined in the SAMHSA/CSAT Treatment 
Improvement Protocol 42, to determine a quadrant placement for the 
individual when the individual scores a two (2) or higher on either of the 
first two scales (ID Screen & ED Screen) and a two (2) or higher on the 
third (3rd) (SD Screen). 

 The assessment is required during the next outpatient 
treatment planning review following the screening and as part 
of the initial evaluation at free-standing, non-hospital, 
treatment and evaluation facilities. The assessment is not 
required during crisis interventions or ITA investigations. The 
quadrant placements are defined as: 

12.8.4.1.1. Less severe mental health disorder / less severe 
substance disorder. 

12.8.4.1.2. More severe mental health disorder / less severe 
substance disorder. 

12.8.4.1.3. Less severe mental health disorder / more severe 
substance disorder. 

12.8.4.1.4. More severe mental health disorder / more severe 
substance disorder. 

12.8.5. The quadrant placement must be reported to HCA through the Behavioral 
Health Data Store. 

 

13. BEHAVIORAL HEALTH DATA MANAGEMENT 

13.1. Data Submission and Error Correction.  The Contractor must collect and provide 
HCA with Enrollee and provider characteristics, services, and other data as 
described in ñService Encounter Reporting Instructionsò, the ñData Dictionaryò, and 
encounters must be submitted as described in ñEncounter Data Reporting Guideò.  

13.1.1. The Contractor must report encounters electronically to ProviderOne within 
thirty (30) calendar days of the close of each calendar month in which the 
encounters occurred. 

13.1.2. The Contractor must submit all other required data about Enrollees to the 
Behavioral Health Data Store within thirty (30) calendar days of collection 
or receipt from subcontracted providers. 

13.1.3. Upon receipt of data submitted, both ProviderOne and the Behavioral 
Health Data Store must generate error reports.  The Contractor must have 
in place documented policies and procedures to assure that data 
submitted and rejected due to errors are corrected and resubmitted within 
thirty (30) calendar days of when the error report was produced.  
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13.1.4. The Contractor must require Subcontractors to resubmit data rejected due 
to errors.  The Subcontractor must resubmit corrected data within thirty 
(30) calendar days of when an error report was produced.  

13.1.5. The Contractor must attend meetings and respond to inquiries to assist in 
HCA decisions about changes to data collection and information systems 
to meet the terms of this Contract. This may include requests to add, 
delete or change data elements that may include projected cost analysis.  

13.1.6. The Contractor must implement changes documented in ñService 
Encounter Reporting Instructionsò, the ñData Dictionaryò and ñEncounter 
Data Reporting Guideò within 120 calendar days from the date published.   

13.1.7. In the event that shorter timelines for implementation of changes under this 
section are required or necessitated by either a court order or agreement 
resulting from a lawsuit or legislative action, HCA will provide as much 
notice as possible of the impending changes and provide specifications for 
the changes as soon as they are available.  The Contractor will implement 
the changes required by the timeline established in the court order, legal 
agreement or legislative action.  To the extent possible, HCA will work 
through its stakeholder groups to implement any change as necessary.  

13.1.8. The Contractor must implement changes to the content of national 
standard code sets (such as CPT, HCPC, Place of Service code sets) per 
the instructions and implementation schedule or deadline from the issuing 
organization.  If the issuing organization does not provide an 
implementation schedule or deadline, the Contractor must implement the 
changes within 120 calendar days. 

13.1.9. When HCA makes changes referenced in this Section (Behavioral Health 
Data Management), the Contractor must send at least one test batch of 
data containing the required changes.  The test batch must be received no 
later than fifteen (15) calendar days prior to the implementation date. 

 The test batch must include at least 100 transactions that 
include information effected by the change. 

 The processed test batch must result in at least eighty percent 
(80%) successfully posted transactions or an additional test 
batch is required. 

13.1.10. The Contractor must respond to requests from HCA for information not 
covered by the data dictionary in a timeframe determined by HCA that will 
allow for a timely response to inquiries from CMS, the legislature, HCA, 
and other parties.  

13.1.11. No encounter transaction will be accepted for initial entry or data correction 
after one (1) year from the date of service without special exception. 

13.2. Business Continuity and Disaster Recovery.  The Contractor must demonstrate a 
primary and backup system for electronic submission of data requested by HCA. 
This must include the use of the Inter-Governmental Network (IGN), Information 
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Systems Services Division (ISSD) approved secured Virtual Private Network (VPN) 
or other ISSD- approved dial-up.  In the event these methods of transmission are 
unavailable and immediate data transmission is necessary, an alternate method of 
submission will be considered based on HCA approval.  

13.2.1. The Contractor must create and maintain a business continuity and 
disaster recovery plan that insures timely reinstitution of the Contractorôs 
client information system following total loss of the primary system or a 
substantial loss of functionality.  The plan must be in written format, have 
an identified update process (at least annually) and a copy must be stored 
off site.  

13.2.2. The Contractor must submit an annual certification statement indicating 
there is a business continuity disaster plan in place for both the Contractor 
and Subcontractors.  The certification must be submitted by January 1 of 
each year of this Agreement.  The certification must indicate that the plans 
are up to date, the system and data backup and recovery procedures have 
been tested, and copies of the Contractor and Subcontractor plans are 
available for HCA or the contracted EQRO to review and audit.  The plan 
must address the following: 

 A mission or scope statement.  

 An appointed Information Services Disaster Recovery Staff.  

 Provisions for Backup of Key Personnel; Identified Emergency 
Procedures; Visibly listed emergency telephone numbers. 

 Procedures for allowing effective communication; Applications 
Inventory and Business Recovery priority; Hardware and 
software vendor list. 

 Confirmation of updated system and operations 
documentation; Process for frequent backup of systems and 
data. 

 Off-site storage of system and data backups; Ability to recover 
data and systems from backup files. 

 Designated recovery options which may include use of a hot or 
cold site. 

13.2.3. Evidence that disaster recovery tests or drills have been performed. 

 

14. REPORTING REQUIREMENTS 

14.1. Reviews.  The Contractor and its Subcontractors must cooperate in all reviews, 
including but not limited to, surveys, and research conducted by HCA or other 
Washington State Departments. 
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14.2. Providers and License Types.  The Contractor must maintain a list of network 
provider agencies identifying license types (e.g. MH/SUD or both) and any specialty 
services to DBHR within five (5) business days of any changes to the list. 

14.3. Evaluations.  Evaluations under this Agreement must be done by inspection or other 
means to measure quality, appropriateness, and timeliness of services, and to 
determine whether the Contractor and its Subcontractors are providing service to 
individuals in accordance with the requirements set forth in this Agreement and 
applicable State and federal regulations as existing or hereafter amended. 

14.4. Information Requests.  The Contractor must maintain information necessary to 
promptly respond to written requests by the DBHR Director, an Office Chief or their 
designee. The Contractor must submit information detailing the amount spent 
throughout its service area on specific items upon request by the DBHR Director, an 
Office Chief or their designee. 

14.5. Incident Reporting.  The Contractor must establish an incident management system 
consistent with all applicable laws and the requirements of this Section.  

14.5.1. The Contractor must maintain policies and procedures describing its 
incident management system, including reporting protocols and oversight 
responsibilities.  

14.5.2. The Contractor must have a designated incident manager responsible for 
administering the incident management system and ensuring compliance 
with the requirements of this Section.   

14.5.3. Incident Reporting: The Contractor must report to DBHR incidents 
involving Enrollees who have received at least one service within 365 
calendar days prior to the date of the incident. 

14.5.1.1. The Contractor must report incidents using the Behavioral 
Health and Recovery Incident Reporting System, hereinafter 
known as the Incident Reporting System. 

14.5.1.1.1. The Incident Reporting System is available online 
at: 
https://fortress.wa.gov/dshs/mhdirhrsa/Login.aspx
.   

14.5.1.1.2. Access to the Incident Reporting System is 
restricted to authorized personnel only.   

14.5.1.1.3. If the Incident Reporting System is offline or 
otherwise unavailable, the Contractor must report 
incidents in an alternate format provided by 
DBHR.   

 

14.5.1.2. Incident Reports. 

14.5.1.2.1.  At a minimum Incident Reports must contain the 
following information:  

¶ The date of the incident; 

https://fortress.wa.gov/dshs/mhdirhrsa/Login.aspx
https://fortress.wa.gov/dshs/mhdirhrsa/Login.aspx
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¶ A description of the incident;  

¶ The name of the facility where the incident occurred, or 
a description of the incident location if it occurred 
outside of a facility;  

¶ Incident type;  

¶ Names and ages of all Enrollees involved in the 
incident. The Contractorôs disclosure of Enrollee 
identifiable information is authorized by 42 CFR § 2.53 
authorizing disclosure of patient identifying information 
for purposes of audit and evaluation by HCA; 

¶ Names and titles of facility personnel or other staff 
involved in the incident; 

¶ Names and relationship, if known, of other persons 
involved in the incident; 

¶ The nature and degree of involvement for all other 
persons; 

¶ The Enrolleeôs whereabouts at the time of the report if 
known (i.e., home, jail, hospital, unknown, etc.) or 
actions taken by the Contractor to locate the Enrollee; 

¶ Actions taken by the Contractor to minimize harm 
resulting from the incident; and  

¶ Any legally required notifications made by the 
Contractor.   

 

14.5.1.2.2. If requested by HCA the Contractor shall provide 
the following additional information:  

¶ Start date of the Enrolleeôs service period with the 
Contractor. 

¶ A brief summary of the type and frequency of services 
provided to the Enrollee by the Contractor. 

¶ Any breaks in service lasting three months or more. 

¶ The date and type of the Enrolleeôs most recent service 
episode. 

¶ Any indications or concerns noted during the Enrolleeôs 
most recent service episode.  

¶ The Enrolleeôs last known diagnosis, or diagnosis at 
the time the incident occurred. 

¶ The dates and duration of any court-ordered 
commitments for inpatient psychiatric treatment, or 
outpatient treatment under a Less Restrictive 
Alternative.  
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14.5.4. Category One Incidents: the Contractor must notify DBHR by email or 
telephone of Category One incidents immediately upon becoming aware of 
their occurrence.  Telephone and email notifications must include the 
names of all Enrollees involved, as well as a brief description of the 
incident, and be followed by a formal report submitted through the Incident 
Reporting System within one (1) business day. 

14.5.1.3. Category One Incidents include:   

14.5.1.3.1. Death of an Enrollee, staff, or public citizen at a 
facility that HCA contracts with. 

14.5.1.3.2. Unauthorized leave of an Enrollee from an 
Evaluation and Treatment center, Crises 
Stabilization Unit, or Triage Facility that accept 
involuntary Enrollees. 

14.5.1.3.3. Any event at a facility that HCA licenses 
contracts with involving a bomb threat or active 
shooter. 

14.5.1.3.4. Any event involving an Enrollee or staff that has 
attracted media attention. 

14.5.1.3.5. Any of the following violent acts allegedly 
committed by an Enrollee: 

14.5.1.3.5.1. Arson; 

14.5.1.3.5.2. Assault Resulting in Serious Bodily 
Harm; 

14.5.1.3.5.3. Attempted Homicide by Abuse; 

14.5.1.3.5.4. Attempted Murder; 

14.5.1.3.5.5. Drive-by Shooting; 

14.5.1.3.5.6. Extortion; 

14.5.1.3.5.7. Homicide by Abuse; 

14.5.1.3.5.8. Indecent Liberties; 

14.5.1.3.5.9. Kidnapping; 

14.5.1.3.5.10. Manslaughter; 

14.5.1.3.5.11. Murder; 

14.5.1.3.5.12. Rape; 

14.5.1.3.5.13. Robbery; 

14.5.1.3.5.14. Sexual Assault; 

14.5.1.3.5.15. Vehicular Homicide. 

 

14.5.1.4. Category Two Incidents: the Contractor must report the 
Category Two Incidents through the Incident Reporting 
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System within one (1) business day of becoming aware of 
their occurrence.   

14.5.1.4.1. Category Two Incidents include: 

14.5.1.4.1.1. A serious injury requiring medical 
intervention of an Enrollee, staff, or public 
citizen at a facility that HCA contracts 
with. 

14.5.1.4.1.2. Alleged abuse or neglect of an Enrollee 
that is of a serious or emergent nature by 
an employee, volunteer, licensee, 
Contractor, or another Enrollee. 

14.5.1.4.1.3. Any error in medication administered to 
an Enrollee at a facility that HCA 
contracts with, resulting in adverse 
effects for the Enrollee and requiring 
urgent medical intervention. 

14.5.1.4.1.4. A substantial threat to facility operations 
or Enrollee safety resulting from a natural 
disaster (to include earthquake, volcanic 
eruption, tsunami, fire, flood, an outbreak 
of communicable disease, etc.).  

14.5.1.4.1.5. Any breach or loss of Enrollee data in 
any form that is considered reportable in 
accordance with the Health Insurance 
Portability and Accountability Act 
(HIPAA).  

14.5.1.4.1.6. Any allegation of financial exploitation of 
an Enrollee. 

14.5.1.4.1.7. Any attempted suicide that occurred at a 
facility that HCA contracts with. 

14.5.1.4.1.8. Any event involving an Enrollee or staff 
likely to attract media attention. 

14.5.1.4.1.9. Any event involving a credible threat 
towards a staff member A credible threat 
towards staff is defined as ñA 
communicated intent, veiled or direct, in 
either words or actions to cause bodily 
harm and/or personal property damage 
to a staff member or a staff memberôs 
family, which resulted in a report to Law 
Enforcement, a Restraining/Protection 
order, or a workplace safety/personal 
protection planò. 

14.5.1.4.1.10. Any incident that was referred to the 
Medicaid Fraud Control Unit by the 
Contractor or its Subcontractor. 
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14.5.5. Resolution and Closure: the Contractor must resolve and close all 
incidents reported to DBHR within 45 business days after the incident was 
initially reported.     

 

14.5.6. The Contractor will not close an incident unless all relevant follow-up 
information is recorded in the Incident Reporting System, including: 

14.5.1.5. A description of any incident-specific investigations, 
debriefings, witness interviews, clinical audits, and other 
process dispositions. 

14.5.1.6. A description of services provided to the Enrollee after the 
incident took place. 

14.5.1.7. A description of relevant factor(s) contributing to the incident. 

14.5.1.8. A description of any risk to Enrollees, the Contractor, 
Subcontractors, or HCA resulting from the incident.  

14.5.1.9. A description of action steps the Contractor has taken to 
mitigate current circumstances and, if applicable, how it will 
prevent similar incidents from occurring in the future. 

 

14.5.7. Comprehensive Administrative Review: HCA may, at its own discretion, 
initiate a comprehensive administrative review of any open or closed.  

14.5.1.10. The Contractor must cooperate fully with any administrative 
review initiated by HCA and provide all information requested 
by HCA within the specified timeframes of the request.   

14.5.1.11. If the Contractor does not respond within the specified 
timeframes, HCA may obtain information directly from any 
involved parties and request their assistance in the 
investigation.   

14.5.1.12. HCA may also review or may require the Contractor to review 
incidents that involve Enrollees who have received services 
from the Contractor more than 365 calendar days prior to the 
incident. 

 

14.5.8. Handling of Patient Identifying Information. Patient identifying information 
may be copied, disclosed to, or removed from the Contractorôs premises 
for audit and evaluation of critical incidents by any person who:  

14.5.1.13. Agrees in writing to:  

14.5.1.13.1. Maintain the patient identifying information in 
accordance with the security requirements 
provided in 42 CFR § 2.16;  
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14.5.1.13.2. Destroy all the patient identifying information 
upon completion of the audit or evaluation; and  

14.5.1.13.3. Comply with the limitations on disclosure and 
use in 42 CFR § 2.16(d); and  

14.5.1.14. Performs the audit or evaluation activity on behalf of HCA or 
any:  

14.5.1.14.1. Federal, State, or local governmental agency 
which provides financial assistance to the 
program or is authorized by law to regulate its 
activities; or  

14.5.1.14.2. Any private person which provides financial 
assistance to the program, which is a third part 
payer covering patients in the program, or which 
is a quality improvement organization performing 
a utilization or quality control review 

14.6. Wraparound with Intensive Services (WISe) Reporting - Childrenôs Mental 
Health.   

14.6.1. Contractors who implement WISe as part of their service delivery must 
report on actions taken in response to WISe Quality Management Plan 
reports and associated outcomes. 

 The Contractor must develop and implement a plan to achieve 
WISe capacity targets. 

 The Contractor must meet identified capacity targets outlined 
in Exhibit C, Projected WISe Capacity Expansion. 

14.6.2. The Contractor must submit a bi-monthly progress report to begin on the 
month following Agreement execution to DBHR at 
WISeSupport@dshs.wa.gov by 5:00 p.m. on the final day of that month, 
containing the following: 

 The current WISe service capacity for the region and the 
number of youth enrolled in WISe each month during the 
reporting period.  

 The increase or decrease in WISe capacity compared to the 
previous progress report. 

 If the Contractor experiences a decrease that negatively 
impacts access to services, the Contractor must include an 
explanation for the decrease along with an action plan for 
bringing the Contractor back into compliance. 

 If the Contractor has an identified action plan from the 
previous progress report, the Contractor must identify what 
action items were accomplished. 

14.7. Duplicative Reports and Deliverables. If this Agreement requires a report or other 



 
 

Page 106 of 131 
HCA 7084LS BHO PIHP Contract (6-4-2018) 

deliverable that contains information that is duplicative or overlaps a requirement of 
another Agreement between the parties the Contractor may provide one (1) report or 
deliverable that contains the information required by both Agreements. 

15. BENEFITS 

15.1. The Contractor must ensure that it has provisions to deliver, or has contracted for or 
arranged for the delivery of each state plan service and in doing so must: 

15.1.1. Demonstrate that it has a contract with a DBHR licensed or certified 
service provider to provide each service.  

15.1.2. Demonstrate that it has a plan to ensure its Enrollees who need the 
service have reasonable access to it when the service is required and that 
its contracted capacity is adequate to meet the needs of its Enrollees. 

15.1.3. Demonstrate a plan for referral and coordination of services when a mental 
health service can be appropriately provided through the Enrollees medical 
plan under their Apple Health managed care plan or Medicaid fee for 
service.  

15.2. All Medicaid Enrollees requesting covered Behavioral Health Services must be 
offered an intake evaluation or assessment as outlined in the Access Standards.  
Authorization for Routine services beyond evaluation and assessment must be 
based on Medical Necessity. Medical Necessity is established when there is a DSM 
5 diagnosis identified in the Access to Care Standards for BHOs.  

15.3. Mental Health Services - The Contractor must provide the following mental health 
services for each Enrollee when they are Medically Necessary.  If the Contractorôs 
contracted network is unable to provide medically necessary services covered under 
the contract to a particular Enrollee, the entity must adequately and timely cover 
these services out of network for the Enrollee, for as long as the entity is unable to 
provide them within the network. These out of network services must be provided at 
no additional cost to the Enrollee. Enrollees are entitled to access Crisis Services, 
Freestanding Evaluation and Treatment, Stabilization and Rehabilitation Case 
Management prior to an intake evaluation. 

15.3.1. Brief Intervention Treatment.  Solution-focused and outcomes-oriented 
cognitive and behavioral interventions intended to ameliorate symptoms, 
resolve situational disturbances which are not amenable to resolution in a 
crisis service model of care and which do not require long term-treatment, 
to return the individual to previous higher levels of general functioning. 
Individuals must be able to select and identify a focus for care that is 
consistent with time-limited, solution-focused or cognitive-behavioral model 
of treatment. Functional problems and/or needs identified in the Medicaid 
Enrolleeôs Individual Service Plan must include a specific timeframe for 
completion of each identified goal. This service does not include ongoing 
care, maintenance/monitoring of the Enrolleeôs current level of functioning 
and assistance with self-care or life skills training. Enrollees may move 
from Brief Intervention Treatment to longer term Individual Services at any 
time during the course of care. This service is provided by or under the 
supervision of a Mental Health Professional. 
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15.3.2. Crisis Services.  Evaluation and treatment of mental health crisis to all 
Medicaid-enrolled individuals experiencing a crisis. A mental health crisis 
is defined as a turning point in the course of anything decisive or critical, a 
time, a stage, or an event or a time of great danger or trouble, whose 
outcome decides whether possible bad consequences will follow. Crisis 
services must be available on a 24-hour basis. Crisis services are intended 
to stabilize the person in crisis, prevent further deterioration and provide 
immediate treatment and intervention in a location best suited to meet the 
needs of the individual and in the least restrictive environment available. 
Crisis services may be provided prior to completion of an intake 
evaluation. Services are provided by or under the supervision of a Mental 
Health Professional. 

15.3.3. Day Support.  An intensive rehabilitative program which provides a range 
of integrated and varied life skills training (e.g., health, hygiene, nutritional 
issues, money management, maintaining living arrangement, symptom 
management) for Medicaid Enrollees to promote improved functioning or a 
restoration to a previous higher level of functioning. The program is 
designed to assist the individual in the acquisition of skills, retention of 
current functioning or improvement in the current level of functioning, 
appropriate socialization and adaptive coping skills. Eligible individuals 
must demonstrate restricted functioning as evidenced by an inability to 
provide for their instrumental activities of daily living. This modality may be 
provided as an adjunctive treatment or as a primary intervention. The staff 
to consumer ratio is no more than 1:20 and is provided by or under the 
supervision of a Mental Health Professional in a location easily accessible 
to the client (e.g., community mental health agencies, community centers). 
This service is available five (5) hours per day, five (5) days per week. 

15.3.4. Family Treatment.  Psychological counseling provided for the direct benefit 
of a Medicaid-enrolled individual. Service is provided with family members 
and/or other relevant persons in attendance as active participants. 
Treatment must be appropriate to the culture of the client and his/her 
family and should reinforce the family structure, improve communication 
and awareness, enforce and reintegrate the family structure within the 
community, and reduce the family crisis/upheaval. The treatment will 
provide family-centered interventions to identify and address family 
dynamics and build competencies to strengthen family functioning in 
relationship to the consumer. Family treatment may take place without the 
consumer present in the room but service must be for the benefit of 
attaining the goals identified for the individual in his/her Individual Service 
Plan. This service is provided by or under the supervision of a Mental 
Health Professional. 

15.3.5. Freestanding Evaluation and Treatment.  Services provided in 
freestanding inpatient residential (non-hospital/non-IMD) facilities licensed 
by the Department of Health and certified by DSHS to provide medically 
necessary evaluation and treatment to the Medicaid-enrolled individual 
who would otherwise meet hospital admission criteria. At a minimum, 
services include evaluation, stabilization and treatment provided by or 
under the direction of licensed psychiatrists, nurses and other Mental 
Health Professionals, and discharge planning involving the individual, 
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family, significant others so as to ensure continuity of mental health care. 
Nursing care includes but is not limited to performing routine blood draws, 
monitoring vital signs, providing injections, administering medications, 
observing behaviors and presentation of symptoms of mental illness. 
Treatment modalities may include individual and family therapy, milieu 
therapy, psycho-educational groups and pharmacology. The individual is 
discharged as soon as a less-restrictive plan for treatment can be safely 
implemented.  This service is provided for individuals who pose an actual 
or imminent danger to self, others, or property due to a mental illness, or 
who have experienced a marked decline in their ability to care for self, due 
to the onset or exacerbation of a psychiatric disorder.  The severity of 
symptoms, intensity of treatment needs or lack of necessary supports for 
the individual does not allow him/her to be managed at a lesser level of 
care. This service does not include cost for room and board.  Exceptions 
for involuntary length of stay beyond a fourteen (14) day commitment must 
be authorized by the State.  

15.3.6. Group Treatment Services.  Services provided to Medicaid-enrolled 
individuals designed to assist in the attainment of goals described in the 
Individual Service Plan. Goals of Group Treatment may include: 
developing self-care and/or life skills enhancing interpersonal skills; 
mitigating the symptoms of mental illness and lessening the results of 
traumatic experiences; learning from the perspective and experiences of 
others and counseling/psychotherapy to establish and/or maintain stability 
in living, work or educational environment.  Individuals eligible for Group 
Treatment must demonstrate an ability to benefit from experiences shared 
by others, demonstrate the ability to participate in a group dynamic 
process in a manner that is respectful of othersô right to confidential 
treatment and must be able to integrate feedback from other group 
members. This service is provided by or under the supervision of a Mental 
Health Professional to two or more Medicaid-enrolled individuals at the 
same time. Staff to consumer ratio is no more than 1:12. Maximum group 
size is twenty-four (24). 

15.3.7. High Intensity Treatment.  

 Intensive levels of service otherwise furnished under this State 
plan amendment that is provided to Medicaid-enrolled 
individuals who require a multi-disciplinary treatment team in 
the community that is available upon demand based on the 
individualsô needs.  Twenty-four (24) hours per day, seven 
days per week, access is required if necessary. Goals for High 
Intensity Treatment include the reinforcement of safety, the 
promotion of stability and independence of the individual in the 
community, and the restoration to a higher level of functioning. 
These services are designed to rehabilitate individuals who 
are experiencing severe symptoms in the community and 
thereby avoid more restrictive levels of care such as 
psychiatric inpatient hospitalization or residential placement.  

 The team consists of the individual, Mental Health Care 
Providers, under the supervision of a Mental Health 
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Professional, and other relevant persons as determined by the 
individual (e.g., family, guardian, friends, or neighbor). Other 
community agency members may include probation/parole 
officers*, teacher, minister, physician, chemical dependency 
counselor*, etc. team members work together to provide 
intensive coordinated and integrated treatment as described in 
the Individual Service Plan. The teamôs intensity varies among 
individuals and for each individual across time. The 
assessment of symptoms and functioning must be 
continuously addressed by the team based on the needs of 
the individual allowing for the prompt assessment for needed 
modifications to the Individual Service Plan or crisis plan. 
Team members provide immediate feedback to the individual 
and to other team members. The staff to consumer ratio for 
this service is no more than 1:15. 

 Reportable components of this modality include time spent by 
the Mental Health Professionals, mental health care providers 
and peer counselors. 

15.3.8. Individual Treatment Services.  A set of treatment services designed to 
help a Medicaid-enrolled individual attain goals as prescribed in his/her 
Individual Service Plan. These services must be congruent with the age, 
strengths, and cultural framework of the individual and must be conducted 
with the individual, his or her family, or others at the individualôs behest 
who play a direct role in assisting the individual to establish and/or 
maintain stability in his/her daily life. These services may include 
developing the individual's self-care/life skills; monitoring the individual's 
functioning; counseling and psychotherapy. Services must be offered at 
the location preferred by the Medicaid-enrolled individual. This service is 
provided by or under the supervision of a Mental Health Professional. 

15.3.9. Intake Evaluation.  An evaluation that is culturally and age relevant 
initiated prior to the provision of any other mental health services, except 
crisis services, stabilization services and free-standing evaluation and 
treatment. The intake evaluation must be initiated within ten (10) business 
days of the request for services, establish the medical necessity for 
treatment and be completed within thirty (30) business days. Routine 
Services may begin before the completion of the intake once medical 
necessity is established. This service is provided by a Mental Health 
Professional. 

15.3.10. Medication Management. The prescribing and/or administering and 
reviewing of medications and their side effects. This service must be 
rendered face-to-face by a person licensed to perform such services. This 
service may be provided in consultation with collateral, primary therapists, 
and/or case managers, but includes only minimal psychotherapy. 

15.3.11. Medication Monitoring. Face-to-face, one-on-one cueing, observing, and 
encouraging a Medicaid-enrolled individual to take medications as 
prescribed. Also includes reporting back to persons licensed to perform 
medication management services for the direct benefit of the Medicaid-
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enrolled individual. This activity may take place at any location and for as 
long as it is clinically necessary. This service is designed to facilitate 
medication compliance and positive outcomes. Enrollees with low 
medication compliance history or persons newly on medication are most 
likely to receive this service. This service is provided by or under the 
supervision of a Mental Health Professional. Time spent with the Enrollee 
is the only direct service reportable component of this modality. 

15.3.12. Mental Health Services provided in Residential Settings.  A specialized 
form of rehabilitation service (non-hospital/non-IMD) that offers a sub-
acute psychiatric management environment. Medicaid-enrolled individuals 
receiving this service present with severe impairment in psychosocial 
functioning or have apparent mental illness symptoms with an unclear 
etiology due to their mental illness. Treatment for these individuals cannot 
be safely provided in a less restrictive environment and they do not meet 
hospital admission criteria. Individuals in this service require a different 
level of service than High Intensity Treatment. The Mental Health Care 
Provider is sited at the residential location (e.g., Residential Treatment 
Facilities (RTFs), boarding homes, supported housing, cluster housing, 
SRO apartments) for extended hours to provide direct mental health care 
to a Medicaid Enrollee. Therapeutic interventions both in individual and 
group format may include medication management and monitoring, 
stabilization, and cognitive and behavioral interventions designed with the 
intent to stabilize the individual and return him/her to more independent 
and less restrictive treatment. The treatment is not for the purpose of 
providing custodial care or respite for the family, nor is it for the sole 
purpose of increasing social activity or used as a substitute for other 
community-based resources. This service is reportable on a daily rate. In 
order to report the daily for these services, a minimum of eight (8) hours of 
service must be provided. This service does not include the costs for room 
and board, custodial care, and medical services, and differs for other 
services in the terms of location and duration. 

15.3.13. Peer Support. 

 Services provided by peer counselors to Enrollees under the 
consultation, facilitation or supervision of a Mental Health 
Professional who understands rehabilitation and recovery.  
This service provides scheduled activities that promote 
socialization, recovery, self-advocacy, development of natural 
supports, and maintenance of community living skills.  
Individuals actively participate in decision-making and the 
operation of the programmatic supports. 

 Self-help support groups, telephone support lines, drop-in 
centers, and sharing the peer counselorôs own life experiences 
related to mental illness will build alliances that enhance the 
Individualôs ability to function in the community. These services 
may occur at locations where Individuals are known to gather 
(e.g., churches, parks, community centers, etc.). Drop-in 
centers are required to maintain a log documenting 
identification of the Individual including Medicaid eligibility. 
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 Services provided by peer counselors to the Individual are 
noted in the Individualôs Individualized Service Plan which 
delineates specific goals that are flexible, tailored to the 
Individual and attempt to utilize community and natural 
supports. Monthly progress notes document Individual 
progress relative to goals identified in the Individualized 
Service Plan, and indicates where treatment goals have not 
yet been achieved. 

 Peer counselors are responsible for the implementation of 
peer support services. Peer counselors may serve on High 
Intensity Treatment Teams.  

 Peer support is available to each Enrollee for no more than 
four (4) hours per day. The ratio for this service is no more 
than 1:20. 

15.3.14. Psychological Assessment. All psychometric services provided for 
evaluating, diagnostic, or therapeutic purposes by or under the supervision 
of a licensed psychologist. Psychological assessments must: be culturally 
relevant; provide information relevant to an Individualôs continuation in 
appropriate treatment; and assist in treatment planning within a licensed 
mental health agency. 

15.3.15. Rehabilitation Case Management. A range of activities by the outpatient 
Community Mental Health Agencyôs liaison conducted in or with a facility 
for the direct benefit of a Medicaid-enrolled individual in the public mental 
health system. To be eligible, the individual must be in need of case 
management in order to ensure timely and appropriate treatment and care 
coordination. Activities include assessment for discharge or admission to 
community mental health care, integrated mental health treatment 
planning, resource identification and linkage to mental health rehabilitative 
services, and collaborative development of individualized services that 
promote continuity of mental health care. These specialized mental health 
coordination activities are intended to promote discharge, maximize the 
benefits of the placement, minimize the risk of unplanned re-admission, 
and to increase the community tenure for the individual. Services are 
provided by or under the supervision of a Mental Health Professional. 

15.3.16. Special Population Evaluation. Evaluation by a child, geriatric, disabled, or 
ethnic minority specialist that considers age and cultural variables specific 
to the individual being evaluated and other culturally and age competent 
evaluation methods. This evaluation must provide information relevant to 
an Individual's continuation in appropriate treatment and assist in 
treatment planning. This evaluation occurs after intake. Consultation from 
a non-staff specialist (employed by another BHA or contracted by the 
CMHA) may also be obtained, if needed, subsequent to this evaluation 
and must be considered an integral, reportable component of this service. 

15.3.17. Stabilization Services. Services provided to Medicaid-enrolled individuals 
who are experiencing a mental health crisis must be provided in the 
person's own home, or another home-like setting, or a setting which 
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provides safety for the individual and the Mental Health Professional. 
Stabilization services must include short-term (less than two weeks per 
episode) face-to-face assistance with life skills training, and understanding 
of medication effects. This service includes: a) follow up to crisis services; 
and b) other individuals determined by a Mental Health Professional to 
need additional stabilization services. Stabilization services may be 
provided prior to an intake evaluation for mental health services. 

15.3.18. Therapeutic Psychoeducation. 

 Informational and experiential services designed to aid 
Medicaid-enrolled individuals, their family members (e.g., 
spouse, parents, siblings) and other individuals identified by 
the individual as a primary natural support, in the management 
of psychiatric conditions, increase knowledge of mental 
illnesses and understanding the importance of their individual 
plans of care. These services are exclusively for the benefit of 
the Medicaid-enrolled individual and are included in the 
Individual Service Plan. 

 The primary goal is to restore lost functioning and promote 
reintegration and recovery through knowledge of oneôs 
disease, the symptoms, precautions related to 
decompensation, understanding of the ñtriggersò of crisis, crisis 
planning, community resources, successful interrelations, 
medication action and interaction, etc. Training and shared 
information may include brain chemistry and functioning; latest 
research on mental illness causes and treatments; 
diagnostics; medication education and management; symptom 
management; behavior management; stress management; 
crisis management; improving daily living skills; independent 
living skills; problem-solving skills, etc.  

 Services are provided at locations convenient to the Individual, 
by or under the supervision of a Mental Health Professional. 
Classroom style teaching, family treatment and individual 
treatment are not reportable components of this service. 

15.4. Substance Use Disorder Treatment Services - The Contractor must provide the 
following substance use disorder treatment services for each Enrollee when they are 
Medically Necessary.  If the Contractorôs contracted network is unable to provide 
medically necessary services covered under the contract to a particular Enrollee, the 
entity must adequately and timely cover these services out of network for the 
Enrollee, for as long as the entity is unable to provide them within the network. All 
service delivery settings must meet the requirements of WAC 388-877B and 246-337 
and be delivered by professionals practicing within the scope of their licensure or 
certification as required in the State Plan. 

15.4.1. Alcohol/Drug Screening and Brief Intervention.  A combination of services 
designed to screen for risk factors that appear to be related to alcohol and 
other drug disorders, provide interventions to enhance patient motivation 
to change and make appropriate referrals as needed. 



 
 

Page 113 of 131 
HCA 7084LS BHO PIHP Contract (6-4-2018) 

15.4.2. Inpatient Withdrawal Management Services required for the care and/or 
treatment of individuals intoxicated or incapacitated by alcohol or other 
drugs while the person recovers from the transitory effects of acute or 
chronic intoxication or withdrawal from alcohol or other drugs. Services are 
provided in facilities with sixteen (16) beds or less and exclude room and 
board.  Services include: 

 Screening and withdrawal management; and  

 Counseling of persons admitted to a program within a certified 
facility, regarding their illness in order to stimulate motivation 
to obtain further treatment, and referral of individuals who have 
completed withdrawal management to other appropriate 
substance use disorder service providers. 

15.4.3. Substance Use Disorder Treatment.  Rehabilitative services of diagnostic 
evaluation and face-to-face individual or group counseling using 
therapeutic techniques that are provided in certified programs that include: 

 Outpatient treatment in substance use disorder treatment 
centers; and 

 Treatment services, excluding room and board, provided in 
residential treatment facilities with 16 beds or less. 

15.4.4. Laboratory Services.  Drug screens only when medically necessary and 
when:  

 Ordered by a physician as part of a medical evaluation; or 

 A drug and alcohol screen is required to assess suitability for 
medical tests or treatment. 

 The Individual is pregnant or receiving Opiate Substitution 
Treatment. 

15.4.5. Case Management Services.  An ongoing process to assist eligible clients 
gain access to and effectively use necessary health and related social 
services.  Case management is used to either involve eligible clients in 
substance use disorder treatment or to support them as they move through 
stages of substance use disorder treatment within or between separate 
treatment agencies. Services are delivered to enrollees with substance 
use disorders who need assistance in obtaining necessary medical, social, 
educational, vocational and other services. 

15.5. Childrenôs Long Term Inpatient Program (CLIP).  The Contractorôs CLIP Liason or 
designated BHA must participate throughout the course of CLIP treatment, from pre-
admission to discharge for all enrollees.  

15.6. Psychiatric Inpatient Services.   

15.6.1. The Contractor or its designee must contact the inpatient unit within three 
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(3) business days for all Enrollee admissions.  The Contractor or its 
designee must provide to the inpatient unit: 

 Any available information regarding the Enrolleeôs treatment 
history at the time of admission.  

 All available information related to payment resources and 
coverage. 

 A provisional placement plan for the Enrollee to return to the 
community that can be implemented when the Enrollee is 
determined to be ready for discharge by the hospital and the 
Contractor. 

15.6.2. The Contractorôs liaison or designated BHA must participate in treatment 
and discharge planning with the inpatient treatment team.  

15.6.3. The Contractor must designate a contracted network BHA to work with an 
Enrollee and their families seeking community support services prior to 
discharge. 

15.6.4. If the provisional placement plan for an Enrollee cannot be implemented 
when an Enrollee is determined to be ready for discharge, the Contractorôs 
liaison must convene a meeting of the inpatient  treatment team and other 
discharge plan participants to review action taken to implement the plan, 
barriers and proposed modifications to the plan.  Such meetings must 
occur every thirty (30) calendar days until the Enrollee has been placed. 

15.6.5. The Contractor must ensure provision of covered mental health services to 
Enrollees on a Conditional Release under RCW 10.77.150 for Enrollees 
who meet Medical Necessity and who have a mental health diagnosis as 
per Access to Care Standards for BHOs 

15.7. The Contractor must coordinate with the Department of Social and Health Services, 
Home and Community Services (HCS) regional offices to support the placement of 
persons discharged or diverted from State Hospitals into HCS placements.  In order 
to accomplish this, the Contractor must: 

15.7.1. Whenever possible, prior to referring a person with a diagnosis of 
dementia for a ninety (90) day commitment to a State Hospital: 

 Ensure that a request for Comprehensive Assessment 
Reporting Evaluation (CARE) is made as soon as possible 
after admission to a hospital psychiatric unit or Evaluation and 
Treatment facility in order to initiate placement activities for all 
persons who might be eligible for long-term care services. 
HCS has agreed to prioritize requests for CARE for individuals 
who have been detained to an Evaluation & Treatment facility 
or in another setting. 

 Request and coordinate with HCS, a scheduled CARE for 
such persons.  If the assessment indicates functional and 
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financial eligibility for long-term care services, coordinate 
efforts with HCS to attempt a community placement prior to 
referral to the State Hospital. 

15.7.2. For individuals (both those being discharged and those being diverted) 
whose CARE indicates likely functional and financial eligibility for long-term 
care services: 

 The Contractor will coordinate with HCS placement activities 
with one entity designated as being responsible for those 
activities.  This designation will be documented in writing and 
agreed upon by both the Contractor and HCS. Where such 
designation is not made the responsibility must be the 
Contractorôs. 

 The responsible entity will establish and coordinate a 
placement or discharge planning team that includes Contractor 
staff, HCS assessors, and other community partners, as 
necessary, to develop a plan of action for finding a safe, 
sustainable placement. 

 The Contractor will ensure coordination and communication 
will occur between those participants involved in placement 
activities as identified by the discharge planning team. 

 If a placement has not been found for an individual referred for 
long-term care services within 30 calendar days, the 
designated entity will convene a meeting to review the plan 
and to make adjustments as necessary. Such review meetings 
will occur at least every 30 calendar days until a placement is 
affected. 

  When Individuals being discharged or diverted from State 
Hospitals are placed in a long-term care setting, the Contractor 
must: 

15.7.2.5.1. Coordinate with HCS and any residential provider 
to develop a crisis plan to support the placement.  
The model crisis plan format is available on the 
DSHS website. 

15.7.2.5.2. When the individual meets Access to Care 
Standards for BHOs, coordinate with HCS and any 
residential provider in the development of a 
treatment plan that supports the viability of the HCS 
placement. 

15.8. Early Periodic Screening Diagnosis and Treatment (EPSDT).  EPSDT services 
must be structured in ways that are culturally and age appropriate, involve the family 
and be available to all Enrollees under the age of twenty-one (21). Intake evaluations 
provided under EPSDT must include an assessment of the familyôs needs.   
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15.8.1. EPSDT requires the Contractor to respond to referrals from medical care 
providers. This must include at least a written notice replying to the 
Physician, ARNP, Physicianôs Assistant, trained public health nurse or RN 
who made the EPSDT referral. This notice must include at least the date of 
intake and diagnosis. 

15.8.2. In the event the Enrollee does not have a primary care provider, the 
Contractor may choose to assist or refer the Enrollee to the HCAôs 
Washington Apple Health Early and Periodic Screening, Diagnosis and 
Treatment (EPSDT) Program Provider Guide. 

15.8.3. The Contractor must contact the Enrollee within ten (10) business days of 
all EPSDT referrals to confirm whether services are being requested by 
the Enrollee or the person authorized to consent to treatment for that 
Enrollee.  The Contractor must maintain documentation of its efforts to 
confirm whether the Enrollee or the person authorized to consent to 
treatment for that Enrollee requests, declines, or does not respond to 
efforts within ten (10) business days to confirm whether these services are 
being requested. 

15.9. The Contractor must participate in local and statewide efforts to assist 
Individuals in enrolling in healthcare coverage. 

15.10. Behavioral Health Parity.  

15.10.1. Limitations on Behavioral Health Benefits. The Contractor and its 
subcontractors shall not: 

 Include an aggregate lifetime or annual dollar limit on any 
benefits. 

 Apply any financial requirement or treatment limitation to 
mental health or substance use disorder benefits in any 
classification that is more restrictive than the predominant 
financial requirement or treatment limitation of that type 
applied to substantially all medical/surgical benefits in the 
same classification furnished to enrollees. 42 CFR 
438.910(b)(1).  

 Apply any cumulative financial requirements for mental health 
or substance use disorder benefits in a classification (inpatient, 
outpatient, emergency care, prescription drugs) that 
accumulates separately from any established for 
medical/surgical benefits in the same classification. 42 CFR 
438.910(c)(3) 

 Impose Non Qualitative treatment limits (NQTL) for mental 
health or substance use disorder benefits in any classification 
unless, under the policies and procedures of the contractor as 
written and in operation, any processes, strategies, evidentiary 
standards, or other factors used in applying the NQTL to 
mental health or substance use disorder benefits in the 
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classification are comparable to, and are applied no more 
stringently than, the processes, strategies, evidentiary 
standards, or other factors used in applying the limitation for 
medical/surgical benefits in the classification. 42 CFR 
438.910(d) 

15.10.2. The contractor must use processes, strategies, evidentiary standards, or 
other factors in determining access to out-of-network providers for mental 
health or substance use disorder benefits that are comparable to, and 
applied no more stringently than, the processes, strategies, evidentiary 
standards, or other factors in determining access to out-of-network 
providers for medical/surgical benefits in the same 
classification.438.910(d)(3) 

15.10.3. If an enrollee is provided mental health or substance use disorder benefits 
in any classification of benefits (inpatient, outpatient, emergency care, or 
prescription drugs), mental health or substance use disorder benefits must 
be provided to the enrollee in every classification in which medical/surgical 
benefits are provided. 42 CFR 438.910(b)(2) . 

 Reporting Requirements 

15.10.3.1.1. The contractor shall comply with all requests for 
documentation from the state regarding the stateôs 
ongoing assessments of behavioral health parity as 
required by 42 CFR part 438, subpart K. 

15.10.3.1.2. The contractorôs prior authorization requirements 
must comply with the requirements for parity in 
mental health and substance use disorder benefits 
in 42 CFR 438.910(d).  

 Covered Services 

15.10.3.2.1. The contractor must comply with the stateôs final 
parity plan. In addition to services covered under 
the state plan, the contractor may voluntarily cover 
any services necessary for compliance with the 
requirements for parity in mental health and 
substance use disorder benefits in 42 CFR part 
438, subpart K. 

15.10.3.2.2. The contractor must coordinate with, and refer to 
Managed Care Organizations (MCOs) regarding 
the mental health benefits managed by MCOs 
deliver an integrated set of benefits to enrollees. 

16. TRIBAL RELATIONSHIPS 

16.1. The Contractor must designate a specific person who will be the main BHO contact 
for tribal communication/service coordination.  The Contractor must report the name 
and contact information to the DBHR Tribal Liaison.  DBHR will provide the name 
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and contact information to local Tribes, and RAIOs. In the event the designated 
contact person changes, the Contractor must inform the DBHR Tribal Liaison of the 
new designated contact person or an interim contact within ten (10) calendar days of 
the change. 

16.2. Tribal Coordination Implementation Plan.   

16.2.1. The Contractor must develop or attempt to develop a Tribal and The 
Contractor must develop or attempt to develop a Tribal and Recognized 
American Indian Organization (RAIO) Coordination Implementation Plan in 
partnership with each Federally Recognized Tribe and RAIO within its 
service area as defined in this Agreement.   

This plan must include provisions for coordination of ongoing care and 
appropriate services during and following a disaster, regardless of the 
disasterôs cause.     

16.2.2. If a Federally Recognized Tribe or RAIO declines to participate, the 
documentation must be attached to the matrix.  The documentation must 
include the date of the decline, method of communication for the decline 
(email, telephone, or in-person), and contact information of the person at 
the Federally Recognized Tribe or RAIO who was delegated authority by 
the Federally Recognized Tribe or RAIOôs governing body to make the 
decision to decline.  The Tribal and RAIO Coordination Implementation 
Plan must be updated annually and submitted by March 1 of every year, 
even if a Tribe or RAIO has declined the previous year.  

16.2.3. The Federally Recognized Tribes and/or RAIOs are defined in the 
following documents:  

 The Bureau of Indian Affairs Service Area List 

 The Governorôs Office of Indian Affairs map of Federally 
Recognized Tribes of Washington State. 

 The DSHS 7.01 Policy, which identifies the Federally 
Recognized Tribes and/or Recognized American Indian 
Organizations (RAIOs). 
https://www.dshs.wa.gov/sites/default/files/SESA/oip/documen
ts/DSHS-AP-07-01.pdf  

16.2.4. A Tribal Planning Checklist is attached as Exhibit A to assist with 
developing the Tribal and RAIO Coordination Implementation Plan. The 
Contractor shall consider the planning checklist in developing the Tribal 
and RAIO Coordination Implementation Plan. The DBHR Tribal Liaison is 
available to assist the Contractor with the creation of the Coordination 
Implementation Plan.   

16.2.5. As part of the Tribal and RAIO Coordination Implementation planning, the 
Contractor must extend an invitation to those Federally Recognized Tribes 
and RAIOs within the Contractorôs service area to participate as members 
of the Contractorôs Governing and/or Advisory Board, according to RCW 

http://www.goia.wa.gov/tribal_gov/documents/WAStateTribalMap.pdf
http://www.goia.wa.gov/tribal_gov/documents/WAStateTribalMap.pdf
https://www.dshs.wa.gov/sites/default/files/SESA/oip/documents/DSHS-AP-07-01.pdf
https://www.dshs.wa.gov/sites/default/files/SESA/oip/documents/DSHS-AP-07-01.pdf
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71.24.300(http://app.leg.wa.gov/RCW/default.aspx?Cite=71.24.300). Any 
issues that arise from this invitation must be detailed in the plan, including 
a timeline to address these issues and expected outcomes. This includes 
any Governing Board by-laws or other local rules or regulations that would 
need to be changed to accommodate Tribal representation occurring.  

 

Tribal and RAIO Coordination Implementation Plan and Progress Report  

For Behavioral Health Organizations 

 
Due to DBHR on or before March 1 of each year 

 

Implementation Plan 
 

Progress Report 

(1) Goals/ 
Objectives 

(2) Activities (3) Expected 
Outcome 

(4) Lead Staff 
and Target 

Date 

(5) Status Update for the 
Fiscal Year 

 
16.3. Subcontracts with Federally Recognized Tribes and Recognized American Indian 

Organizations to provide behavioral health services must include the Special Terms 
and Conditions as laid out in DSHS Model BHO Indian Addendum for Indian 
Behavioral Health Care Providers. 

16.3.1. If the Contractor chooses to enter into a Subcontract with a Federally 
Recognized Tribe the subcontract must include one (1) of the following: 

 General Terms and Conditions that are modeled on the DSHS 
and Indian Nation Agreement General Terms and Conditions. 

 General Terms and Conditions modeled on the 
Intergovernmental Agreement for Social and Health Services 
between Tribes and The Washington State Department of 
Social and Health Services.  

 General Terms and Conditions that were developed through a 
process facilitated by the DBHR Tribal Liaison. 

 General Terms and Conditions that were developed between 
the Federally Recognized Tribe and the Contractor. In this 
case, a written statement must be provided to  the DBHR 
Tribal Liaison from each party that verifies both are in 
Agreement with the content in the General Terms and 
Conditions. The written statement must come from the Tribeôs 
governing body.  

16.3.2. If the Contractor chooses to enter into a Subcontract with a RAIO, the 
subcontract must include one (1) of the following: 

 General Terms and Conditions that were developed through a 
process facilitated by the DBHR Tribal Liaison. 

http://app.leg.wa.gov/RCW/default.aspx?Cite=71.24.300



