
Welcome & Introductions

Information contained in this presentation should not be used as legal advice, please 
consult with qualified counsel and/or subject matter experts for your information on 
your specific situation



Intro:
Good Morning , I’m Andrew Robertson, Compliance Analyst in CBH’s Compliance 
department and I’m here to present to you with my colleague Malakeyla Reynolds 
what to Expect Pre-Audit.  We realize that for most providers, a compliance visit is a 
stressful occurrence.  We recognize that what is for us, a rather routine day, may be 
the most stressful day of your month.  However, we hope to provide information that 
will help in  alleviating stress surrounding an audit.

When we arrive or request records, we can assure you, it has been vetted as being 
necessary. And we will provide any possible information to your agency as to why it is 
necessary to the extent possible based on the open investigation. 



So you may be asking yourself Why me?

Providing a wide variety of services (Do you provide a wide variety of services?)
If you are an agency that sees a large number of our members and/or offer a varied 
array of services, your agency likely has an increased chance of a compliance visit. 
So, the more services you provide, the higher the chance that one of those services 
will be flagged, either through data mining or by a complaint or hotline tip. 

Community Based Services (Do you provide Community Based Services?)
Services like IBHS, Case Management, or Telehealth, are  provided outside of the 
office setting, Those services have long been viewed as having an increased risk for 
FWA. 

Having unresolved internal complaints
As we have mentioned in Compliance Matters articles in the past, making 
whistleblowers your friend is an effective way of avoiding our visits. Typically, 
individuals who feel that their concerns have not been heard and acted on, are more 
likely to reach out to us or other payors/regulators to provide “tips” on FWA. 

Licensing Issues
If your agency is given a provisional license and the issues leading to the provisional 
status include those that could be tied to compliance concerns, chances are we will 



be coming out for an unannounced audit.In many instances, this offers you, as the 
provider, an opportunity to showcase changes made since the licensing visit. Again, 
as I mentioned earlier, If you are completing regular self-audits to ensure that relevant 
state requirements are met, you should be in good shape when your licensing visit 
comes around.

CBH Compliance Work Plan
Within our annual work plan, there are times where a need to conduct Level of Care 
specific tours like most recently IOP and CIRC tours have been identified.  If you 
provide a service in the Level of Care selected for review that year, you can expect 
that we will be coming out for a visit.  



Changes in Billing Pattern,  These include 
• Significant changes (# claims/claim lines) in billing compared to previous years
• The Allegation received  includes a high number of service dates and/ or seems 

wide-spread 

Recurring Concerns  or Patterns

Allegations that  contain concerns that we have identified in the past that may still be 
occurring.  (a couple of examples of this : certain types of errors,  and staff that has 
been referred to BPI  and are working at other locations)

Examples of Potential Regulatory Non-Compliance are 
• Evidence of impossible days/impossible scenarios is a clear indication of 

regulatory non-compliance
• Another example, When we receive a report or allegation  to our hotline, when we 

receive  supporting documentation tied to a report or allegation related to a Fraud, 
Waste and Abuse concern,  is also a potential regulatory non-compliance which 
would necessitate an audit.  

Next Malakeyla Reynolds is going to talk to you all about the kinds of Audit we 
conduct and how we go about requesting information.  



Educational Audits: Educational audits provide valuable insight into the 
comprehensiveness and sufficiency of clinical documentation as it relates to 
supporting the service provided. CBH providers may request an educational audit for 
the agency, program(s), or specific level(s) of care. CBH Compliance or other 
departments may recommend educational audits for new providers or programs to 
mitigate documentation challenges. In educational audits, most observed errors will 
be reported as “non-variance.” Non-variance concerns are those noted by the CBH 
Compliance Department as concerning that could have financial impacts as part of 
future audits but carry no financial impact for the current audit. Overpayment 
concerns are those concerns that carry an immediate financial impact to the provider. 
The following error types will always be considered “overpayment” and the financial 
impact calculated accordingly: 
• Missing documentation 
• Services provided by unqualified staff 
• Services not rendered 

In addition, when the auditor observes indication of potential fraud, the auditor will 
note the errors as variance and calculate the financial impact accordingly. 

A probe or targeted audit may be scheduled when an educational audit identifies 
significant non-variance and/or overpayment concerns. Probe or targeted audits 
resulting from an educational audit will typically be scheduled only after sufficient time 
has passed for the agency to implement corrective actions to ensure documentation 



meets CBH minimum standards. 

Probe Audits: Smaller samples used to “take a peek” or get a sense of what is 
occurring in the documentation. The results of a probe audit will indicate whether 
additional auditing is warranted. Also, probe audits are used in educational audits and 
level of care reviews or “tours.”

Targeted Audits:  Targeted audits are “targeted” because we are following up on a 
specific referral, tip, or allegation.  Targeted audits usually involve a specific 
timeframe, claims for specific members or service types, and/or services provided by 
a specific staff person. 

Unannounced vs. Announced: Conducting unannounced visits to review and 
assess potential fraud, waste, and abuse is a widely accepted practice for Special 
Investigation/Compliance Units across the country. In general, the notice provided will 
be determined, at least in part, by the type of audit being conducted;  For example: 

Type of Audit Typical Notice 

Educational One week minimum 

Probe 24-48 hours 
Targeted (including extrapolation) No notice 

CBH reserves the right to amend these guidelines based on the precipitating 
circumstances of the review. 

Unannounced audits, particularly those requiring large numbers of charts, can put 
significant strain on medical records departments. We encourage provider agencies 
to have a plan and mechanism in place for the retrieval of significant numbers of 
charts with no prior notice. It is vital that charts are complete and easily accessible in 
the event any oversight entity arrives for an unannounced audit. 

Each CBH provider must have written policies and procedures for the maintenance of 
clinical records so that those records are documented accurately and in a timely 
manner, are readily accessible, and permit prompt and systematic retrieval of 
information. These policies and procedures must also address the prompt retrieval of 
records that may be housed off-site. 



Notification:  
Providers will be notified of requests by email, in a letter, and/or by phone. 

Types of requests:
Provider Personnel (i.e., dates of employment, caseloads, hours worked, etc.): 
In addition to annual Staff Roster submission, CBH Compliance often requests 
information on personnel to follow up on referrals and/or prepare for audits.

Programming Information (i.e., schedules, policies & procedures, program 
descriptions, etc.): CBH Compliance expects providers to have their 
Compliance Plan, Policies and Procedures relevant to programming readily 
available.

Chart Requests

CBH Compliance may request medical records for audit, including complete medical 
records and clinical notes from for a specified time period. Requests may include 
admission/ discharge summaries, psychiatric evaluations, encounter forms, physician 
orders, treatment plan(s), individual progress notes, group therapy notes, and 
lab/consultation reports. All treatment plans that cover services for the requested time 



period are to be submitted to CBH. Please note that neither CBH nor Medical 
Assistance will reimburse the provider for this cost. 

Deadlines: 
Typically, providers will have 7 days to respond to CBH Compliance requests for 
information. 

For Chart requests, The provider will have 7 days to respond to CBH Compliance 
requests for chart documentation. Failure to submit the requested documentation 
within one week will result in related claims being considered overpayment and 
subject to recoupment.

Responding to the request:
Information should be submitted to the CBH Compliance staff requesting the 
information. The type of information needed, deadline, method of submission, and 
contact information will be provided in the request. At times, CBH Compliance staff 
may provide a formatted template to be used for your submission. 

Records and any information containing PHI must be sent via encrypted email to CBH 
Compliance staff requestor. If charts are requested and you have an electronic health 
record (EHR) you can also coordinate remote access. If the provider is unable to 
submit records via encrypted email or grant remote access to your agency’s HER, 
Providers must contact the CBH Compliance staff requestor to coordinate submission 
of records via secure fax, mail, or in-person delivery.

Confidentiality:
For mental health services: If you have concerns about confidentiality, please refer to
the PA. Mental Health Procedures Act (5100.32) concerning non-consensual release
of information. (See: PA code, Title 55 Public Welfare, ch. 5100. 32, MH Procedures,
nonconsensual release of information.)

For substance abuse services: All member identifying information will be maintained
in accordance with the security requirements provided by 42 C.F.R., Subpart D,
Subsection 2.53 Audit and Evaluation Activities. All member identifying information
copied and removed will be destroyed upon completion of the audit and evaluation.
Information disclosed may be disclosed only back to the program from which it was
obtained and may be used only to carry out the purpose of the audit and evaluation.





Plan:
Earlier we discussed types of audits. Any audit, especially unannounced or audits 
requiring large numbers of charts, can put significant strain on medical records 
departments.
We encourage provider agencies to have a plan in place for the retrieval of significant 
numbers of charts with no prior notice, and available for review  in a timely manner.   
These policies and procedures must also address the prompt retrieval of records that 
may be housed off-site.

Documentation practices:
It is vital that charts are complete and easily accessible in the event of an audit but 
the primary reason for good documentation is to capture the care provided to our 
members. Good documentation ensures continuity of care.

Training: 
Training is an essential aspect of a strong compliance program. Officers, employees, 
any third-party individuals, essentially everyone that works at a provider and/or 
Supports your business, needs to be informed about compliance. These individuals 
need to be aware of laws, regulations,  and standards relevant to the services you 
provide, inclusive of agency policies, and what actions are barred or not allowed.

Monitoring:
Complete internal reviews of documentation, check for discrepancies, content, 



interventions, copied content, missing documentation, etc. Conduct service 
verification with members and families. Review issues in supervision and monitor 
progress. Report compliance concerns & overpayments to CBH and to BPI.

These are things that providers can do to be proactive in preventing and detecting 
Fraud, Waste, & Abuse. 



This concludes this portion of the training. 









For announced audits, providers must provide access to paper charts beginning no 
later than 9:30 AM, and for unannounced audits no later than 10:00 AM, and continue 
in a constant flow until all charts are presented. The audit team lead will communicate 
to the provider the time the last charts are required to be presented; this time will vary 
based on the number of charts requested. 

For providers with electronic health records, access to all charts in announced audits 
must be available by 9:30 AM and by 10:00 AM for unannounced audits. 

For announced audits, if the provider requires the chart list the day prior to the audit 
(i.e., to allow the provider’s IT department to create auditor accounts), charts are to be 
made available upon Analysts’ arrival at 9:00 AM. 

For providers with multiple programs requiring multi-day visits, lists will be presented 
each morning for each program to be audited that day. The same timeframes 
described above are followed. 



Providers are responsible for ensuring documentation of services is present in the 
clinical record within seven days of the service or before the service is billed, 
whichever comes first. The CBH Compliance Department has historically allowed 
providers to submit missing documentation as part of the provider’s response to the 
audit. Previously, providers have had until 10:00AM of the business day after the daily 
on-site audit to submit progress note and treatment plan documentation listed as 
missing at the audit. Providers will now be required to locate the documentation 
during the audit in the event CBH Compliance Analysts are unable to locate 
documentation related to a paid claim. 

Procedure: The CBH Compliance Audit Team Lead, or designee, will communicate 
with the provider representative periodically throughout the audit day when an analyst 
is unable to locate required documentation in the record. The provider representative 
will be asked to review the member record in the presence of the CBH auditing team 
to determine if the documentation is present. Documentation not filed in the record at 
the time of the audit, i.e. located in a clinician’s desk or field folder, will not be 
accepted for credit. Providers may not create new documentation to replace that 
which is unable to be located. 





After the audit, the audit findings are compiled into the preliminary internal report 
which becomes the compliance report upon approval of the Compliance Committee. 

The audit results are divided into 3 categories if applicable:

The Overpayment are errors broken down by audit codes as to why a claim needs to 
be repaid to CBH.  

Non-variance concerns are also broken down by error code but at the time of the 
audit does not need to be repaid to CBH. These errors are used as guidance to a 
provider that at a future audit these errors will need to be repaid.

There is also an Additional Information category for concerns observed during the 
audit that may not be related to compliance.

Audit finding may include follow up steps for a provider such as completing a self-
audit. 



During an audit, the CBH Compliance Analysts review a provider’s medical or staff 
record against the claim paid by or seeking payment by CBH. 

If there is a problem with the documentation for the claim, it will be labeled with 
one or more of these error codes. 
This slide and the next contain a list of codes used during an audit, this list can also 
be found on the CBH website.  Some of the more frequent error codes include: 

Insufficient Clinical -Content of the note must contain clinician interventions, 
client response, plan for future sessions, and must support duration of time billed. 
All billed dates of service must have adequate documentation that reflects the 
treatment rendered.

Insufficient Documentation- Documentation must contain required elements such 
as: date of service; client identification on each page; original non-photocopied 
signature; legible documentation; note must be completed, signed, and/or entered 
into the clinical record within seven days or before the claim was submitted to 
CBH, whichever occurred first; and contain all required signatures.

Missing documentation -The clinical record must be complete and accurate. 
Treatment progress notes, signed and dated by the individual providing the service, 
shall be completed for each service provided.



Again, some of the more frequent error codes include: 

Re-use of identical content- Documentation must be original and accurately 
describe the individual's treatment experience for the billed service.

Treatment Plan Concerns- Treatment plans must be developed, updated, and signed 
by all appropriate persons as required for each level of care. Services provided shall be 
consistent with goals and interventions identified in the current recovery/resilience 
plan. The Treatment Planning guide can be found within the CBH Provider Manual. 



CBH Compliance utilizes audit codes when reviewing clinical records for stated 
expectations. These are examples of typical errors observed during audits.

Audit code B for Billed Incorrect Service Type or Incorrect Service Location. Billing 
Collateral services when your client is present for those services; or Billing Collateral 
services when conducting a case review with CUA. This is case management not 
collateral services.

Audit code D for Discrepant. Progress note uses a different first name than the client’s 
name; overlapping session times; or progress note describes different time of day or 
season than documented date or time. 

Audit code IC for Insufficient Clinical. Progress note for a 2-hour session only states 
“Met with Mary. She is doing well. We talked about her goals.” Or progress notes lists 
general interventions “provided suggestions” or “used Cognitive Behavioral Therapy”

Audit code ID for Insufficient Documentation. Documentation signed in excess of 7 
days, documentation without the client’s identification on each page, illegible content 
and or signatures as documentation, or improper corrections of documentation which 
is any correction other than a single line through the error with staff initials.

Audit code M for Missing Documentation. Record does not contain required 
documentation for claim paid by or seeking payment by CBH.



Audit code N for Non-Billable Activity. Billing for traveling to meet a client, emailing a 
client’s case manager or psychiatrist, writing documentation or record keeping 
activities, or a client completing intake paperwork or applications in session.

Audit code O for Clock Times not Documented. Clock times not present on progress 
note or progress note lacking both start and end times. 

Audit code R for Re-Use of Content. Identical phrases or sentences used across a 
client’s progress notes or across clients’ records. For example on 1/3 “Mary is doing 
well. She seems to be making progress and engaging in therapy.” 1/10 “Mary is doing 
well. She seems to be making progress and engaging in therapy.” 1/20 “She is 
making progress and engages in therapy. Mary has been doing well here.”

Audit code S for Services Not Rendered. Billing for a canceled session or for a 
session when the client is a no-show.

Audit code U for Unit Error. Units on claims do not align with documented clock times. 
For example billing 4 15-minute units when documented clock times are 1:00pm-
1:45pm
































