Egyptian Public and Mental Health Department



Section Twelve

Compliance Plan                                                                                                                                                                                 
STATEMENT OF PURPOSE

Policy No:  12-001.1

PURPOSE

The purpose of this manual is to provide guidelines for compliance at the Egyptian Public & Mental Health Department, and to coincide with the agency’s mission, which is:

Egyptian Public & Mental Health Department, is dedicated to providing human services that support and enhance the lives of the individuals, families and groups in Saline, Gallatin, and White Counties.

STANDARDS OF CONDUCT/ETHICAL BEHAVIOR

Policy No:  4-020.1

PURPOSE

To provide an ethical framework and standards of conduct for the Egyptian Public & Mental Health Department personnel in their day-to-day activities, and to maintain compliance with the Council on Accreditation Standards: G1.9.01-.03.

POLICY

All personnel will adhere to the Egyptian Public & Mental Health Department’s standards of conduct in their interactions with internal and external customers.  These standards will apply to administration and staff to act in a manner consistent with our organizational statement and supporting policies.

STANDARDS OF CONDUCT/ETHICAL BEHAVIOR

Policy No:  4-020.1

Procedure No:  4-020.1.1

PURPOSE

To provide an ethical framework and standards of conduct for the Egyptian Public & Mental Health Department personnel in their day-to-day activities, and to maintain compliance with the Council on Accreditation Standards: G1.9.01-.03.

PROCEDURE

Personnel shall inform the CEO in writing, of all other employment and possible conflict of interest situations:

1. Personnel are expected to complete daily assignments as scheduled or assigned by the supervisor.  If an emergency arises, personnel are to notify the immediate supervisor as soon as possible during the workday.

2. Personnel are not to leave the field or their work area without completing the scheduled visits/shifts for that day or their work assignments for that day.

3. All paperwork is to be completed in a timely, accurate manner.  Any falsification of documentation in the clinical record and billing record may result in disciplinary action, including termination.

4. All representation of the agency in marketing literature or oral presentations is to be accurate and truthful.  Only care and services that the agency is capable of providing either directly or through written contracts is to be promised to potential referral sources.

5. Whenever a patient/client is referred to another organization (i.e., hospital, SNF, another agency), the patient/client will receive an explanation of any relationship that receiving organization has to this agency, if any, including financial benefit to the home care organization.

6. All personnel are to follow agency policies, especially policies relating to the appropriate admitting, transferring and discharging practices within the agency.  Billing personnel are to follow financial policies for assuring accuracy of bills and billing practices.

7. Personnel must not allow their private interests to conflict with those of their patients/clients.

8. Personnel are not permitted to offer or receive from patients/clients or their families/caregivers, a loan of any object of material value or money, and are not permitted to trade or purchase items from clients/families/caregivers.

a. Personnel generally are not allowed to receive gifts from clients or their families/caregivers.  No gifts may be given or received by employees without first consulting with their supervisor and clinical supervisor.  All cards and correspondence must be reported and discussed with the employee’s clinical supervisors and copies submitted for the client file.

9. Failure to adhere to any of the following or falsification of any employment record as well as documentation within the course of one’s workday will result in disciplinary action:

a. Refusal or deliberate failure to carry out instructions given by supervisor;

b. Fighting or creating a disturbance on agency premises or in a patient’s client’s home;

c. Willful idleness or loafing during working hours;

d. Unauthorized possession or use of intoxicants or non-prescription narcotics;

e. Reporting for duty under the influence of intoxicants, which could interfere with proper work performance.  Will be subject of drug testing policy.

f. Unexcused absence or abandonment of post;

g. Falsification of employment applications, payroll cards, billing records, or any patient/client record;

h. Theft;

i. Deliberate or negligent misuse of agency or patient/client property;

j. Failure to follow or unauthorized alteration of agency policies and procedures;

k. Obscene or indecent conduct;

l. Smoking in unauthorized areas;

m. Solicitation;

n. Possession of weapons or explosives;

o. Threatening or interfering with work of others;

p. Excessive absenteeism or tardiness;

q. Endangering the welfare of others;

r. Divulging confidential information concerning patients/clients, agency personnel or agency;

s. Leaving agency premises on scheduled work day without authorization;

t. Failure to maintain personal appearance.

10. All personnel are to follow the following guidelines in performing their daily functions:

a. Do not give home phone numbers to patients/clients and families/caregivers.

b. Dress according to agency policy; appearance is important.

c. Wear regular, approved uniform, when required.

d. Avoid voicing personal opinions about patients/clients and families/caregivers.

e. Do not offer medical advice.

f. Do not smoke during home visits.

g. Do not expect/accept meals from patients/clients and families/caregivers.

h. Avoid abusing patient’s/client’s hospitality, use the telephone only in emergency situations or to call the office.

i. Be punctual and responsible.

j. Do not take anyone into the patients’/clients’ homes with you, without administrative and patients’/clients’ approval.

11. Personnel are expected to communicate with the office to confirm itinerary and to give and receive reports according to agency policy.

12. Employees shall conduct themselves in a professional manner and shall be responsible for the compliance and enforcement of this policy at all times.

13. Employees shall conduct themselves, on and off duty, in a manner which does not negatively impact or reflect unfavorably on the Department, and shall not engage in conduct which impairs or negatively affects the operations of the Department:

a. Employees shall obey all federal, state and local laws;

b. Employees shall submit a written statement within five (5) working days of any arrest, indictment or conviction for a felony or misdemeanor, other than a minor traffic offense, to their immediate supervisor.  This report shall include the facts, which serve as the basis for the arrest, indictment or conviction.  Program Director will forward this information to the CEO.

c. Employees shall not use Department property without authorization for personal use.

14. Any employee who observes another staff member treating a client in a physically or verbally abusive manner shall report such incident to the CEO immediately.  Any employee who observes another staff member treating a client in any way contrary to the standards of conduct and ethical behavior policies of EHD shall report such action to the CEO immediately.

15. Any employee can refer to the Code of Ethics.

FRAUD & ABUSE

Policy No:  5-032.1

PURPOSE

To define and discuss the prevention, detection, investigation, reporting and prosecution of Medicare, Medicaid, and State funded fraud and abuse within the public and mental health environment.

POLICY

The Egyptian Public & Mental Health Department shall demonstrate integrity and honesty as a participant in Federal and State funded programs and private health plans and shall comply with applicable laws and regulations.

The Code of Federal Regulations (42 CFR 455.2), defines the following:

· 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/herself or some other person.  It includes any act that constitutes fraud under applicable Federal or State law.

· This can be committed by many entities, including:  a Medicaid/Medicare provider, a contractor, a subcontractor, an employee or a Medicaid/Medicare beneficiary/enrollee.

· Abuse:  means provider practices 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.  It also includes beneficiary practices that result in unnecessary cost to the Medicaid program.

Health care fraud and abuse can occur in many areas, including the following:

· Marketing, enrollment, and dis-enrollment

· Underutilization

· Claims submission and billing procedures

· Antitrust violations

· Failure to self-disclose to the Office of Inspector General

· Embezzlement and theft

FRAUD & ABUSE

Policy No:  5-032.1
Procedure No:  5-032.1.1

PURPOSE
To define and discuss the prevention, detection, investigation, reporting and prosecution of Medicare, Medicaid, and State funded fraud and abuse within the public and mental health environment.

PROCEDURE


The Egyptian Public & Mental Health Department shall demonstrate integrity and honesty as a participant in Federal and State funded programs and private health plans and shall comply with applicable laws and regulations.

1. All personnel of the agency shall adhere to all applicable Federal and State laws, and the program requirements and guidelines of Federal, State and private health plans.

2. All personnel of the agency shall abide by the Standards of Conduct/Ethical Behavior Policy and Procedure Number 4-020.1.

3. All personnel will be educated about fraud and abuse identification and reporting.

4. Internal agency audits will be conducted to provide verification of corporate compliance, appropriate utilization of services, medical necessity and appropriate billing.

5. Agency personnel will report to the CEO or Compliance Officer suspected or known fraud or abuse, and other types of misconduct which threatens the agency’s status as a reliable, honest and trustworthy provider, capable of participating in Federal or State health care programs.

6. The Compliance Officer and the Compliance Committee will review and investigate all instances of fraud and misconduct, and report cases to Federal and State funders, private funders, the Office of Inspector General, and the Council on Accreditation.

7. The CEO or the Compliance Officer will self-disclose fraud and abuse to the Office of Inspector General.

8. In the event that intentional fraud occurs, the employee will be subject to termination.

9. The Compliance Officer will maintain all records of fraud, misconduct and non-compliance.

WHISTLEBLOWERS

Policy No:  5-032.1

Procedure No:  5-032.2.1
PURPOSE
To define and discuss the prevention, detection, investigation, reporting and prosecution of Medicare, Medicaid, and State funded fraud and abuse within the public and mental health environment.

PROCEDURE


The Sarbanes-Oxley Act requires all organizations to establish procedures in accordance with Section 301 of the Act for:

· The receipt, retention, and treatment of complaints received by the agency regarding accounting, internal controls, or auditing matters.  

· The submission of concerns regarding questionable accounting or audit matters by employees, directors and stakeholders of the agency, on a confidential and anonymous basis.

The Egyptian Public & Mental Health Department’s Standards of Conduct/Ethical Behavior Policy and Procedure requires all employees of the agency to observe high standards of professionalism and personal ethics in the conduct of their duties and responsibilities.  Employees and representatives of the agency must practice honesty and integrity in fulfilling their responsibility and comply with all applicable laws and regulations.

Reporting Responsibility

Each employee of the Egyptian Public & Mental Health Department has an obligation to report in accordance with this Whistleblower Procedure:

a. Questionable or improper accounting or auditing matters, and

b. Violations and suspected violations of the agency’s Standards of Conduct/Ethical Behavior Policy and Procedure.

Authority of Audit Concerns

All reported concerns shall be forwarded to the CEO or their designee.  The CEO (Angie Hampton) or the Compliance Officer (Sherry Peyton) will be responsible for investigating and making appropriate recommendations to the Board of Directors, with respect to all reported violations and suspected violations.

No Retaliation

This Whistleblower Procedure is intended to encourage and enable employees of the Egyptian Public & Mental Health Department to raise concerns with violations or suspected violations for investigation and appropriate action.  With this goal in mind, no employee who, in good faith, reports a violation or a suspected violation shall be subject to retaliation or adverse employment consequences.  Moreover, an employee of the agency who retaliates against someone who has reported a violation or a suspected violation in good faith is subject to discipline up to and including termination of employment.

Acting in Good Faith

Anyone reporting a violation and suspected violation must act in good faith and have reasonable grounds for believing the information disclosed indicates misconduct or a violation of the Standards of Conduct/Ethical Behavior Policy and Procedure.  The act of making allegations that prove to be unsubstantiated, and that prove to have been made maliciously, recklessly, or with the foreknowledge that the allegations are false, will be viewed as a serious disciplinary offense and may result in discipline, up to and including termination of employment.  Such conduct may also give rise to other actions, including civil lawsuits.

Confidentiality

Reports of violations or suspected violations, and investigation pertaining thereto, shall be kept confidential to the extent possible, consistent with the need to conduct an adequate investigation.  Disclosure of reports of violations or suspected violations to individuals not involved in the investigation will be viewed as a serious disciplinary offense and may result in discipline, up to and including termination of employment.  Such conduct may also give rise to other actions, including civil lawsuits.

Reporting Concerns of Violations or Suspected Violations

An employee who has a concern of a violation or suspected violation shall make an appointment with the CEO or their designee to complete a Complaint Form.  

PREVENTION & DETECTION OF FRAUD & ABUSE

Policy No:  5-033.1

Procedure No:  5-033.1.1

PURPOSE

To define and discuss the prevention, detection, investigation, reporting and prosecution of Medicare, Medicaid, and State funded fraud and abuse within the public and mental health environment.

POLICY


Upon the completion of new employee orientation from the Human Resources Department, employees of the Egyptian Public & Mental Health Department are asked to sign an acknowledgement that they read and understood the Personnel Polices & Procedures Manual.  With their signature, they agree to abide by the Standards of Conduct/Ethical Behavior Policy and Procedure.

Each program is subject to internal auditing for the purposes of evaluation, reviews, studies and analysis of activities, for the purposes of recommendation for improvements to programs, policy or procedures.  

PREVENTION & DETECTION OF FRAUD & ABUSE

Policy No:  5-033.1

Procedure No:  5-033.1.1

PURPOSE

To define and discuss the prevention, detection, investigation, reporting and prosecution of Medicare, Medicaid, and State funded fraud and abuse within the public and mental health environment.

PROCEDURE

In the event that an employee’s level of compliance is in question, and is suspected of a violation, an internal investigation into the prevention and detection of fraud and abuse will take place.  

1. The employee will contact the CEO or their designee to arrange for a meeting.

2. Upon that meeting, the reporting employee will complete a Complaint Form, which addresses the following:

a. Date submitted

b. The reasons why the disclosing employee believes that a violation of Federal criminal, civil or administrative law may have occurred.

c. Time and date of violation or suspected violation.

d. A full description of the nature of the matter being disclosed, including the type of claim or other conduct giving rise to the matter, the names of individuals believed to be implicated and an explanation of their roles in the matter, and the relevant periods involved.

e. Reporting employee’s account of what lead them to the conclusion that an investigation was necessary.

f. A certification on behalf of the reporting employee stating that, to the best of the individual’s knowledge, the submission contains truthful information and is based on a good faith effort to bring the matter to the CEO’s attention for the purpose of resolving any potential liabilities to the Government and to the agency.

3. The CEO or their designee shall review the Complaint Form and then will decide on the reliability and validity of the good faith reporting employee’s complaint.

4. Once the initial assessment has been completed, the CEO or their designee will confidentially interview and explore internal/external sources to gain more information before determining a conclusion of a violation or suspected violation.  

5. The CEO or their designee will contact legal counsel for the agency, regarding any Medicaid/Medicare fraud and abuse, for a legal opinion.

6. Once information is collected, the CEO or their designee will interview the employee, along with the immediate supervisor and allow employee to request Union representation, to gain the employee’s perspective of the allegations.  

7. All evidence will be kept in locked file cabinet in the office of CEO and/or Compliance Officer.  

Nature and Extent of the Improper or Illegal Practice
A voluntary disclosure report should demonstrate that a full examination of the situation has been conducted.  The report should contain a written narrative that:

· Identifies the potential causes of the incident or practice (intentional conduct, lack of internal controls, circumvention of corporate procedures or Government regulations):

· Describes the incident or practice in detail, including how the incident or practice arose and continued;

· Identifies the departments or related entities involved and/or affected;

· Identifies the impact on, and risks to health, safety, or quality of care posed by the matter disclosed, with sufficient information to allow the Office of Inspector General to assess the immediacy of the impact and risks, the steps that should be taken to address them, as well as the measures taken by the disclosing entity.

· Delineates the period during which the incident or practice occurred;

· Identifies the employees who knew of, encouraged, or participated in, the incident or practice and any individuals who may have been involved in detecting the matter;

· Identifies the employees who should have known of, but failed to detect, the incident or practice based on their job responsibilities; and

· Estimates the monetary impact of the incident or practice upon the Federal health care programs.

Discovery and Response to the Matter

The internal investigation report should relate the circumstances under which the disclosed matter was discovered and fully document the measures taken upon discovery to address the problem and prevent future abuses.  In this regard, the report should:

· If an employee suspects or knows of Medicare/Medicaid fraud, it is their responsibility to report the information to the CEO or the Compliance Officer.

· Employees will complete a fraud and abuse compliant form.

· All reports are held with utmost confidentiality.  

· The CEO, the Compliance Officer, and the Compliance Committee will investigate allegations.  

· Documentation will be kept by the CEO and/or the Compliance Officer.  

· Response to the allegations will be made promptly.

· An internal investigation will take place and results handled appropriately.


UTILIZATION REVIEW


Policy No: 3-030.1

PURPOSE

The Utilization Review Plan and related activities are designed to assess the appropriateness of a client’s admission to a program, the intensity and level of services a client receives, and the need for a client to continue receiving services.  The Utilization Review process provides for opportunities to identify ways to improve services, delivery systems and interventions and to assess whether these are implemented accordingly.  Recommendations for remediation of identified problems are an integral part of the review process.  The Utilization Review process is applied equally to all clients regardless of a client’s source of payment, age, sex, creed, national origin, handicap, religion or sexual orientation.

The policy and procedure is also in conjunction with the Council on Accreditation Standards, G9.

POLICY

To assess the appropriateness of clients’ admission to programs, the types of services delivered to clients, the intensity and level of services provided to clients, and the need for continuation or termination of services to clients. 

UTILIZATION REVIEW


Policy No: 3-030.1

Procedure No:  3-030.1.01

PURPOSE

The Utilization Review Plan and related activities are designed to assess the appropriateness of a client’s admission to a program, the intensity and level of services a client receives, and the need for a client to continue receiving services.  The Utilization Review process provides for opportunities to identify ways to improve services, delivery systems and interventions and to assess whether these are implemented accordingly.  Recommendations for remediation of identified problems are an integral part of the review process.  The Utilization Review process is applied equally to all clients regardless of a client’s source of payment, age, sex, creed, national origin, handicap, religion or sexual orientation.

The policy and procedure is also in conjunction with the Council on Accreditation Standards, G9 and Revised Medicaid Rule 132.

PROCEDURE

Utilization Review will be conducted on new clients, existing clients, and clients who have been discharged.  The Utilization Review Process is divided into three levels:

1. Level I Utilization Review will be peer file review.

a. The Program Manager and/or the File Clerk use a random method of selection of choosing client’s files to review.

b. The Program Manager and/or File Clerk will select 10% of their caseload to review each month.

c. During the selection process, the Program Manager and/or File Clerk randomly selects charts by compiling a list of all open clients, then selecting every 5th client on that list.  The list will change monthly, as clients are opened and closed.  Upon the completion of the listing of open clients, a list of new clients and discharged clients will be produced and reviewed in the same manner.

d. Program Managers will ensure that staff do not review records of cases in which they have been directly involved and that all professional disciplines involved in the provision of a service are represented in the review committee is chaired by the Program Manager QMHP. 

e. Level I Utilization Review will be also be an administrative review by the Behavioral Health File Clerk.

f. These forms are to be turned into the Chair of the Utilization Review Committee.

2. Level II Utilization Review will be a supervisory review by the Program Manager of that specific program.

a. The Program Manager will review the client’s chart, based on the random selection made in Level I.

b. The Program Manager will write a 90-day summary of progress.

c. These forms are to be turned into the Chair of the Utilization Review Committee.

3. Level III Utilization Review will be a review made by the Utilization Review Committee.

a. A QMHP will chair the committee.

b. The committee looks at routine utilization review procedures, to follow up with Level I and Level II.

c. The committee performs a 90-day review of the client’s progress and makes recommendations as to level of care.

4. All findings go to the QMHP of the Utilization Review Committee.  If necessary, findings will be taken to the billing department.

5. The Utilization Review Committee member will complete the review form and a copy will be delivered to the counselor.

6. The counselor has two weeks to make the necessary corrections or give an explanation as to why they are not following the recommendations.

7. Record reviews will include a review of the following documents:

a. Assessments

b. Service Plans

c. Appropriate consents

d. Progress/case notes/summaries

e. Evidence of quarterly case supervision

f. Relevant signatures

g. Service outcomes

h. Aftercare plans

8. Random client interviews will be conducted regarding services received.

9. The Utilization Review forms are aggregated into a report for the Program Managers  and given to the Continuous Quality Improvement Committee (CQI). 

10. The counselor or case manager responsible for the individual case record may appeal any recommendation by identifying the reason(s) for the appeal on the Utilization Review form.  The committee will re-convene the team to review the case and appeal.  The decision of the peer review team stemming from this appeal is final.

11. Clients have a right to appeal service related decisions stemming from the Utilization Review.  Following notification of the findings of the review, a client may appeal a decision through written notification to his/her counselor/case manager or the supervisor.  The committee will re-convene the team to review the appeal and the client may present his/her evaluation of the review findings.  In accordance with the agency’s Client Grievance process, all clients have the right to present grievances and appeal adverse decisions up to and including the Chief Executive Officer of the agency.

12. Follow-up:  

a. In the event that a record must be corrected, the Utilization Review Committee Chairperson will request a corrected copy of the record within 2 weeks.

b. The Chairperson will review the record to ensure compliance.

13. Confidentiality: 

a. All Utilization Review activities, including but not limited to concurrent review, retrospective review, problem identification, findings, conclusions, recommendations, and adverse decisions, are privileged and strictly confidential to the full extent provided by law.

OFFICE OF INSPECTOR GENERAL

Policy No:  5-034.1

PURPOSE

To delineate the reporting, follow-up and feedback mechanism for incidents that involve patients/clients and agency personnel, and to maintain compliance with the Illinois Department of Human Services Office of Inspector General.

POLICY
The Egyptian Public & Mental Health Department recognizes that it is essential that we ensure and document our efforts to protect those we serve from abuse and neglect, and ensure that all such allegations are reported by agencies promptly and investigated thoroughly.  The agency is also required to report abuse and neglect under Illinois Administrative Rule 50. Failure to report suspected abuse or neglect may lead to discipline.

Upon new employee orientation, new employees are trained on issues that focus on the Office of Inspector General and Rule 50.  They are then asked to sign an acknowledgement, saying that they have read and understood such policies.  From there after, all employees are trained on a bi-annual basis at the agency’s annual training session, and focus on the following definitions and procedures:

ABUSE:  includes any physical injury, sexual abuse or mental injury inflected by other than accidental means.

NEGLECT:  includes the failure to provide adequate medical or personal care or maintenance, which failure results in physical or mental injury or in the deterioration of physical or mental condition.

INVESTIGATIVE RESULTS:

· Substantiated:  the investigation indicates abuse and/or neglect.

· Unfounded:  no credible evidence to support allegation of abuse and/or neglect.

· Unsubstantiated:  there is credible (believable) evidence but less to show abuse and/or neglect.

Reporting Procedures:

In the event that there is suspected abuse or neglect, the employee should contact the CEO, or designee, as soon as possible.  Some examples of reportable behavior include, but are not limited to:

· If you see an employee hitting a person with disabilities.

· If you see an injury on a person with disabilities’ body that does not appear to have been caused by an accident.

· If a person with disabilities tells the employee a caregiver has harmed him or her.

· If a person with disabilities appears to be undernourished, dressed inappropriately for the weather, or abandoned by staff at a program he or she attends or where he or she lives.  

Within four (4) hours of the initial discovery, the CEO or designee will report an allegation of abuse or neglect to the Illinois Department of Human Services Office of Inspector General Hotlines:

· For persons enrolled in a program or lives in a setting funded, licensed or certified by the Department of Human Services or lives in a private home, call: 1-800-368-1463 phone and 217-786-7694 by fax.  

· If the person with disabilities is enrolled in a program or lives in a setting funded, licensed or certified by the Department of Public Health (e.g. a nursing home), and the abuse/neglect occurs when the service is being provided, call the Department of Public Health Nursing Home Hotline:  1-800-252-2893.  

· If the abuse/neglect is a child or adolescent under age 18, call the Department of Children and Family Services Hotline:  1-800-252-2893.  

· If the abuse/neglect is an adult age 60 or older, who does not live in a nursing home, call the Department of Aging’s Senior Helpline:  1-800-252-8966 or 1-800-279-0400 after regular business hours.

In the event of a death, it must be reported to the Office of Inspector General within twenty-four (24) hours of discovery.  However, deaths are only reportable if abuse or neglect has been alleged against an employee or the agency.

Reporting Information:

The CEO or designee will inform the Hotline Investigator of the following:

· The abused/neglected person’s name or description;

· The nature of the suspected abuse or neglect and when and where it occurred, including the names and addresses of the mental health or developmental program in which the adult participates;

· The names or descriptions of suspected perpetrators; and

· Any other information they think may help, including the names of witnesses and how to contact them.

Internal Investigation:

All investigations will be done by OIG.


INCIDENT REPORTING

Policy No:  5-018.1

PURPOSE

To delineate the reporting, follow-up and feedback mechanism for incidents that involve patients/clients and agency personnel, and to maintain compliance with the Council on Accreditation Standard G2.5.04. 

POLICY

Incident Reporting:

The agency will maintain a system for generating incident reports and follow-up corrective action, if applicable.  There are four purposes of the incident report:

1. To facilitate the early detection of problems or compassable events.

2. To establish a foundation for early investigation of all potentially serious events.

3. To develop a database for long-range problem detection analysis and correction.

4. To enable cross-reference with other risk detection systems.

All incidents must be reported as well as any other occurrences presenting risks to patients/clients.  The incident report is not a part of the patient’s/client’s clinical record.  No reference in the clinical record will be made indicating completion of an incident report.  The incident reporting system will be part of the agency’s overall Continuous Quality Improvement Plan.

DEFINITION

An incident is defined as an unusual event involving an agency personnel, patient/client and/or family/caregiver.  The event is considered unusual if the result was unintended, undesirable and/or unexpected.  An incident is also any happening, which is not consistent with the routine operation of the agency or the routine care/service of a patient/client.

EXAMPLES OF SPECIFIC EVENTS OR OCCURRENCES THAT MUST BE REPORTED TO THE RISK MANAGEMENT COUNCIL:

1. Loss/Breakage

a. Patient/client/family/caregiver reports missing articles from home after home visit.

b. Agency personnel involved in damage/breakage to patient/client personal belongings or equipment.

c. Agency personnel’s discovery of patient/client equipment or personal belongings missing from premises.

2. Equipment/Medical Device

a. Failure to provide/receive orders.

b. Non-delivery of an essential piece of equipment whether the patient/client, vendor or the referral source is responsible.

c. Malfunctioning equipment resulting in actual or potential injury to patient/client.

d. Agency personnel or patient/client/family/caregiver observes or reports injury resulting from equipment use.

3. Endangerment-Building Security

a. Fire

b. Unidentified persons in the home/premises

4. Patient/Client Endangerment

a. Suspected abuse by family/caregiver. (Notification to the State Elder-at-Risk Program and/or Protective Services must be made by mandated reporters)

b. Patient/client confused and essentially helpless within adequate care by others. (Notification to the State Elder-at-Risk Program and/or Protective Services must be made by mandated reporters)

c. Mentally competent adult chooses potentially unsafe home environment over institutionalization.

5. Agency Personnel Endangerment

a. Verbal and/or physical assault while on duty.

6. Decubitus Ulcers

a. Development of new decubitus ulcer that reaches worsening state III after start of care.

7. Refusal of Treatment

a. Patient/client/family/caregiver refuses treatment after start of care, against the professional advice of agency personnel.

8. Problem with Procedure, Protocol Error

a. Patient/client/family/caregiver states the procedure/treatment has traumatized the patient/client.

b. Patient/client/family/caregiver makes an error in the procedure after he/she was evaluated as independent or competent to perform a procedure.

c. Physician reports care that is inappropriate, unscheduled, provided without orders or caused the family/caregiver to complain about the care provided.

d. Attorney initiates telephone call to complain about or inquire about alleged patient/client injury.

e. An agency personnel does not follow prescribed protocol, whether or not patient/client is injured.

f. An agency personnel discovers difficulty in carrying out assigned orders.

g. An agency personnel performs a procedure without patient/client authorization or appropriate physician orders.

h. Patient/client care performed outside of scope of practice.

i. Professional providing care not certified to perform a specific procedure.

j. Failure to provide ordered care for patient/client once a case has been accepted.

k. Repeated complaints related to billing problem(s).

9. Untoward Outcome

a. Drug reaction or toxic effect, immediate or delayed.

i. Signs/symptoms of adverse or toxic effects.

b. Intravenous therapy complications

i. Extravasation

ii. Infiltration (area of induration is in excess of 5 cm)

iii. Hematoma

iv. Phlebitis

v. Central venous catheter-elated sepsis.

vi. Questionable placement of central venous catheters.

vii. Vascular impairment of any extremity involving arteries/veins.

viii. Transfusion reaction (acute/non-acute systemic allergic, acute hemolytic or delayed).

c. Treatment or procedure problems resulting in:

i. Aspiration of foreign matter into the respiratory tract, even if no problems present at time.

ii. Loss of range of motion.

iii. Laceration of skin.

iv. Fracture, displaced or undisplayed.

v. Progressive worsening of decubitus ulcer, even though physician orders are being followed.

vi. Infection of any wound or organ, not present on admission to care.

vii. Bruise, abrasion, contusion, or pressure sore, not present on admission to care.  Responsibility with reporting elder/child abuse.

viii. Any hemorrhage.

ix. Neurological impairment, central or peripheral, not present on admission to care; i.e., convulsions, coma, loss of taste, sight, hearing, numbness, weakness or paralysis.

x. Retained foreign body not intended.

d. Non-compliance by patient/client/family/caregiver resulting in injury requiring emergency intervention of hospitalization.

e. Agency personnel neglect to report significant findings to the physician.  In the case of non-licensed personnel, the reporting should be to the clinical supervisor who would then be responsible to the physician.

10. Consent Problems

a. No consent obtained.

b. Wrong date on consent

c. Patient/client withdraws consent by refusing treatment

11. Attended/Unattended Fall

a. Patient/client sustains injury subsequent to falling while agency personnel present.

b. Patient/client/family/caregiver reports a fall sustained by the patient/client during the course of his/her time on service.

12. Medication Error

a. Patient/client/family/caregiver does not follow physician orders, nurse, and therapist instructions in administering medications; e.g., titrating of IV opiates outside of physician’s ordered titration parameters.

b. Medication errors that include errors of medication, time, dose, route of administration during intervention by the nurse.

c. Missing a scheduled administration of an IM/IV medication for any reason/e.g., staffing difficulties.

13. Cardiac Arrest

a. Witnessed cardiac or respiratory arrest-unless written:  “no code-no physician order” is in clinical record.

14. Other

a. Agency personnel accept compensation or private employment from patient/client/family/caregiver.

b. Any reference to legal action by patient/client, family/caregiver, physician or attorney.

c. Any occurrence or observation that the agency personnel believe involves actual or potential injury to the patient/client, the company or its agency personnel.

15. Accidents/Injuries

a. Property-Damage Accidents:  all accidents involving damage to an Egyptian Public & Mental Health Department owned or privately owned vehicle being operated for department business shall be reported immediately to the employee’s supervisor.

b. Any required police reports are an employee’s responsibility.  Any other accident causing damage to publicly or privately owned property during official department business shall be reported to the employee’s supervisor immediately.

RISK MANAGAEMENT PROGRAM

Policy No:  5-005.1

PURPOSE

To establish the mechanism by which the agency will address safety and risk management for both patients/clients and agency personnel.

POLICY

The agency will maintain a Risk Management Program, which addresses the office environment as well as the patient/client care/service environment, including, but not limited to:

1. Environmental Safety:  addressing hazards, injuries, and unsafe practices.

2. Security:  addressing unsafe areas, on-call, isolation, security concerns.

3. Hazardous Materials/Wastes, addressing IDOL, EPA regulations, Hazardous spills, health hazards, reporting spills/exposure.

4. Emergency Preparedness:  addressing continuing care, communication prioritizing patients/clients.

5. Fire Safety:  addressing fire response, fire hazards, fire escape, and communication.

6. Equipment Management:  addressing maintenance, recalls, cleaning, set-up, as appropriate.

7. Utilities: addressing electrical outlets, grounding, batteries.

The Risk Management Council, will have the responsibility for the following activities:

1. Designing the Risk Management Council

2. Teaching agency personnel and patients/clients how to implement the Council’s recommendations.

3. Implementation of the environment of cares processes.

4. Measuring and assessing the effectiveness of the design.

5. Improving the performance of the environment of care function.

The agency will maintain a systemic process to measure the effectiveness of the Risk Management Council.  

RISK MANAGAEMENT PROGRAM

Policy No:  5-005.1

Procedure No:  5-005.1.1

PURPOSE
To establish the mechanism by which the agency will address safety and risk management for both patients/clients and agency personnel.

PROCEDURE

1. The CEO, in conjunction with the Program Managers and the members of the Risk Management Council, will educate all personnel about the Risk Management Council recommendation and their responsibilities in the implementation.

2. Agency personnel will receive an orientation to the Risk Management components.

3. Knowledge and competence will be demonstrated during the orientation and probationary period as well as throughout the year.

4. The Risk Management Program in-services are scheduled annually.  Attendance will be mandatory and will be documented in the personnel file.  Verification of attendance for the mandatory Risk Management in-services from other institutions will be accepted, provided that they are attended within the same calendar year.

5. Agency personnel will educate patients/clients and their families/caregivers in safety measures in the home to minimize hazards related to care provided (Home Health)

6. The Risk Management Program will be evaluated annually.

SEXUAL HARASSMENT

Policy No:  4-059.1 (A)

PURPOSE

To provide employees with a set of guidelines to prevent sexual harassment and to maintain compliance with the Council on Accreditation Standard G4.3.01.

POLICY

Sexual harassment is unwelcome, offensive conduct of a sexual nature that makes someone uncomfortable or embarrassed.  Even if the person who acted in such a way did not intend to offend or intimidate, such conduct is still illegal sexual harassment.

According to the Equal Employment Opportunity Commission (EEOC), sexual harassment is sexual attention that is:

1. Unwelcome and unwanted (someone is treating you in a way that you do not like, want, or ask for)

2. Harmful to employees and employers (affects the victim’s physical and emotional health and interferes with the ability to perform the job successfully)

The EEOC guidelines define sexual harassment as:

A. Unwelcome sexual advances, requests for sexual favors, and other verbal or physical conduct of a sexual nature when:

i. Submission to such conduct by an individual is made explicitly or implicitly a term or condition of employment.

ii. Submission to or rejection of such conduct by an individual is used as the basis for an employment decision.

TWO TYPES OF SEXUAL HARRASSMENT

1. Quid pro quo (exchange something for something)

a. This is when submission to or rejection of sexual advances is used as a basis for employment decisions such as:  pay increases, hiring or firing, promotions, and performance evaluations.

2. Hostile Environment

a. This refers to sexual comments, physical touching, or displays of objects that “unreasonably interfere” with work performance or that create an “intimidating, hostile, or offensive” work environment.  These may include:

i. Displaying sexually graphic calendars, graffiti, sexual objects or pictures

ii. Regular persistent use of sexually offensive language, jokes, suggestions of a sexual nature, gestures or comments.

HOW TO RECOGNIZE SEXUAL HARRASSMENT AT WORK

Regardless of intent, what matters most is how the behavior makes another reasonable person feel:

1. Physical

a. Unwanted touching, holding, grabbing, hugging, patting, fondling, kissing, pinching

b. “Accidental” collisions or brushing up against

c. Physical assault/sexual assault

2. Verbal

a. Offensive graphic jokes or language

b. Threats

c. Comments and questions about a persons sexual behavior

d. Conversations filled with sexual innuendo and double meanings

e. Comments about a person’s body

f. Suggestions of a sexual nature

3. Non-verbal/Mental/Behavioral

a. Offensive gestures or motions

b. Leering at a person’s body

c. Leaning over someone’s desk

d. Displaying or circulating sexually suggestive cartoons, letters or pictures


SEXUAL HARASSMENT

Policy No:  4-059.1

Procedure No:  4-059.1.1 [A]

PURPOSE

To provide employees with a set of guidelines to prevent sexual harassment and to maintain compliance with the Council on Accreditation Standard G4.3.01.

PROCEDURE

In the event that employees feel that they have been sexually harassed, then the following steps are advised:

1. Stopping sexual harassment starts with taking action.  It is the employee’s responsibility to respond promptly and appropriately if it happens to them or someone they work with.

2. Respond by making your feelings known.  Calmly tell the offender that the comments or behavior are unwanted and that you want them to stop.  Responding quickly to unwelcome behavior is the best way to prevent sexual harassment from escalating.

3. Record the specifics of any further incidents including the time, place, and others who may have witnessed the behavior or your reactions.  Write down the exact words or actions that were used.

4. Report any harassment complaint promptly to the CEO (Angie Hampton, (618) 273-3326 ext. 2119).  If circumstances prevent you from reporting any harassment complaint to the CEO (Angie Hampton), report the complaint to the Compliance Officer (Sherry Peyton, (618) 273-3326 ext. 2102).  Failure to report may affect your rights under the law.

5. Talk to others in your work area.  Chances are, others are also being harassed.  By doing this, you will gain support and additional information.

6. Sexual harassment may take place in private, unacknowledged, and with no eyewitnesses.  Sometimes sexual harassment that occurs in the workplace appears to others as being consensual or “just good-natured fun.”  This is why it is so important to respond quickly and firmly to the offender’s behavior.

The Investigation Process

If harassment continues, despite your efforts to resolve the situation informally, you can file a complaint.  To do this, simply fill out an incident report and submit it to the CEO (Angie Hampton) or the Compliance Officer (Sherry Peyton).  If you are a union member, you may wish to notify your union also.  Your complaint will generate an investigation.  This procedure will normally involve the following steps:

1. Fact Gathering

a. Compiling written statements from all involved including witnesses.

b. Collecting agency documents that may establish facts including pay records, working hours, performance evaluations, etc.

c. Interviewing the accused, victim and witnesses.  Signed statements will be required by all persons interviewed.

2. Documentation

a. A report will be prepared determining the validity of the complaint.  In some cases, legal counsel may be involved in this process.

b. The complaint may be determined to be:

i. Founded:  the incident occurred as stated.

ii. Unfounded:  the incident is not harassment.

iii. Inconclusive:  there is insufficient evidence to make a ruling either way.  This may occur when those involved give conflicting stories or there are no eyewitnesses.

3. Resolution

a. If the case is determined to be founded, appropriate sanctions and corrective actions will be issued to the offender, which may include:

i. Apology to the victim

ii. Written warning

iii. Suspension

iv. Termination of employment

b. Severity of the discipline will be determined by the nature and severity of the offense or whether or not it is a repeat offense.  If the case is inconclusive, there may be an informal verbal warning issued to the offender, a follow-up investigation, or no consequences at all.

Formal Legal Measures
When sexual harassment continues, remains unresolved, or the outcome is unsatisfactory, it may become necessary to take formal legal action.  In Illinois, a charge of sexual harassment must be filed with the Department of Human Rights within 180 days of the date the harassment is believed to have taken place.  If you miss a filing date, you may lose your right to legal action.

Retaliation is prohibited
Retaliation for complaining about an employment condition that violates federal anti-discrimination laws is prohibited by Title VII.  If you file a complaint, your employer CANNOT retaliate by giving you a transfer, demotion, termination, pay reduction or poor performance evaluation.  Also, your employer cannot retaliate against anyone involved in the case (witness), regardless of the outcome of the complaint.


SUPERVISION AND PERFORMANCE MONITORING FOR

INTERNS/VOLUNTEERS

Policy No:  4-064.1

PURPOSE

To establish guidelines for interns and volunteers for supervision and volunteers, and to maintain compliance with the Council on Accreditation Standard G4.12.04.

PROCEDURE

The appropriate Program Manager, depending on their scope of interest/education, will supervise Interns/Volunteers.  They will be monitored on a weekly basis with direct supervision, and again in a comprehensive manner upon the completion of their term.  Upon the orientation process, the individual will be informed of all agency expectations and agree to abide by agency policies and procedures.

GRIEVANCE/COMPLAINT PROCESS

Policy No:  4-067.1

PURPOSE

To outline the process for addressing complaints, and to maintain compliance with the Council on Accreditation Standard G4.4.04.

POLICY

Egyptian Public & Mental Health Department has adopted an internal grievance procedure providing for prompt and equitable resolution of complaints.  

GRIEVANCE/COMPLAINT PROCESS

Policy No:  4-067.1

Procedure No:  4-067.1.1

CONSUMER GRIEVANCES

PURPOSE

To outline the process for addressing complaints, and to maintain compliance with the Council on Accreditation Standard G4.4.04, and to set forth guidelines for the resolution of patient/client concerns, dissatisfaction, or complaints. 

PROCEDURE

1. The Safety/Risk Management Committee will review all complaints.

2. The Safety/Risk Management Committee will prepare a quarterly report summarizing all concerns received that quarter.

3. Reports may include:

a. Number of complaints received;

b. Type of complaints received.

4. The Safety/Risk Management Committee will review patient/client grievance trends on a quarterly basis. Identified trends will be reported to the Continuous Quality Improvement Committee, the CEO and the Board of Health.

5. All agency personnel (clinical and non-clinical) will be informed of this process during their formal orientation process.

MANAGEMENT EMPLOYEE GRIEVANCE

Policy No:  4-068.1

Procedure No:  4-068.1.1

PURPOSE

To provide guidelines for management employees in the event of a grievance.

PROCEDURE

1. Except as otherwise provided by law, this grievance procedure is the exclusive remedy for management employees with appropriate grievances.  Management employees should notify EHD in a timely fashion of any appropriate grievance under this policy.  As used in this policy, the terms “timely fashion”, “reasonable time”, and “promptly” will mean five (5) working days.  The parties may agree in writing to extend this time limit.

2. The grievance procedure has a maximum of four (4) steps, but appropriate grievances may be resolved at any step in the process.  Appropriate grievances are to be fully processed until the management employee is satisfied, does not file a timely appeal, or exhausts the right of appeal.  A decision becomes binding on all parties whenever a management employee does not file a timely appeal or when a decision is made in the final step and the right of appeal no longer exists.

3. Prior to submitting an appropriate grievance, management employees are encouraged to consult with the Director of Human Resources, their supervisors, or other members of management on a less formal basis regarding management employee complaints or disputes and attempt an informal resolution of the problem.

4. Management employees who feel they have an appropriate grievance should proceed as follows:

a. Step 1:  The management employee shall promptly submit the grievance to his/her immediate supervisor by personal delivery of the grievance to the supervisor.  A Management Employee Grievance Form for submitting grievances is appended to this policy.  If the grievance involves the supervisor, then the management employee shall submit his/her grievance to the department head and proceed directly to Step 2.  If the grievance involves the department head, then the management employee shall submit his/her grievance to the CEO and proceed directly to Step 3.  The supervisor is to investigate the grievance, and attempt to resolve it, and give a written decision to the management employee within a reasonable time.  The supervisor should review the written decision with the management employee, and the management employee should sign acknowledging receipt of the decision and that the employee agrees with the decision, or that the employee disagrees with the decision and desires to appeal.  A form of the Management Employee Grievance Decision, which may be used for the supervisor’s decision, is appended to this policy.

b. Step 2:  If the management employee is dissatisfied with the supervisor’s decision, the management employee may promptly appeal the decision to the 
department head.  Such an appeal must be submitted in a timely fashion by personal delivery of the appeal to the department head using the written form(s) appended to this policy.  The timeliness requirement and procedures to be followed should be substantially the same as those in Step 2.  In a timely fashion, the department head will take the necessary steps to review and investigate the grievance, confer with the management employee, the supervisor and any other persons considered appropriate, and communicate a decision in writing to all the parties involved.  The department head will also review the written decision with the management employee, and the management employee should sign acknowledging receipt of the decision and that the employee agrees with the decision, or that the employee disagrees with the decision and desires to appeal.  In making his/her written decision, the department head may also use the Management Employee Grievance Decision form appended to this policy.

c. Step 3:  If the management employee is dissatisfied with the department head’s decision, the management employee may promptly appeal that decision to the CEO.  Such an appeal must be submitted in a timely fashion by personal delivery of the appeal to the CEO using the written form(s) appended to this policy.  The timeliness requirement and procedures to be followed should be substantially the same as those in Step 2.  In a timely fashion, the CEO will take the necessary steps to review and investigate the grievance, confer with those persons deemed appropriate by the CEO, and will then issue a written decision to the management employee.  The CEO will also review the written decision with the management employee, and the management employee should sign acknowledging receipt of the decision and that they agree with the decision, or that they disagree with the decision and desire to appeal.  In making his/her written decision, the CEO may also use the Management Employee Grievance Decision form appended to this policy.

d. Step 4:  If the management employee is dissatisfied with the CEO’s decision, the management employee may appeal that decision to the EHD Board by promptly making personal delivery of the appeal to the EHD Board Secretary.  The Board will take the necessary steps to review and investigate the grievance in the manner it deems best.  Then, at the time and in the manner deemed appropriate by the EHD Board, the Board will issue a written, final and binding decision.  There is no appeal from the EHD Board decision.  Because the EHD Board meetings monthly, the timeliness requirement and procedures to be followed will not be the same as in the previous Steps of the grievance process.  The EHD Board will not follow the timeliness requirements of the previous Steps of the grievance process.

5. The management employee must be careful to include all facts subjects and witnesses in the written grievance.  No consideration will be given to facts, subjects or witnesses not specifically mentioned in the written grievance.  Only matters raised in the written 

Policy No:  4-068.1

Procedure No:  4-068.1.3

grievance will be considered in the grievance process.  Final decision on grievances will not be precedent setting or binding on future grievances.  When appropriate, the 

decision will be retroactive to the date the management employee submits his/her/their original appropriate grievance for consideration pursuant to paragraph (5) above.

6. Information concerning a management employee grievance should be held in confidence.  Supervisors, department heads and other members of management who investigate a grievance should discuss it only with those individuals who have a need to know about it or who are needed to supply necessary background information or advice.  The written grievance, the written decision, and all other documents generated during the grievance process will be kept in the management employee personnel file.  The CEO may file all documents related to the grievance in a separate grievance file, which may be kept and maintained by the CEO.

7. Management employees should not be penalized for proper use of a grievance procedure.  However, it is not considered proper use of a grievance procedure if a management employee raises grievance in bad faith or solely for the purposes of delay of harassment, or repeatedly raises or submits meritless grievances.  Implementation of the grievance procedure by a management employee does not limit the right of EHD to proceed with any disciplinary action against any management employee or other employee.

8. In its sole discretion, EHD may refuse to proceed with nay grievance or complaint it deems improper under this policy.

9. This Grievance Policy and Procedures is intended to be a guideline only.  This policy does not alter the employment-at-will relationship between EHD and its management employees.  It is not intended to create an implied contract of employment, or an express contract of employment, or a guarantee of employment, or a guarantee of continued employment, or employment for a definite period of time, or is contractually binding upon EHD or the management employee(s).  Both EHD and its management employees are free to terminate the employment relationship with or without cause, and with or without prior notice, to modify, delete or supplement any policies, benefits and other terms and conditions of employment, and to hire, transfer, discipline, terminate and otherwise manage its employees as it deems appropriate.

10. Management employees wishing to complete this documentation should see the Director of Human Resources for the appropriate forms.

REPORTING PRIVACY & SECURITY VIOLATIONS

Policy No:  4-069.1

PURPOSE

To protect the privacy and security of health information as required by federal and state law, professional ethics, and accreditation requirements, the Egyptian Public & Mental Health Department (EHD), will comply with the Health Insurance Portability and Accountability Act of 1996.  

POLICY

This policy is based on the following assumptions:

· Violations of privacy, security, or EHD’s policies and procedures may occur despite privacy and security protections.

· Early detection and response to such violations are critical to correct the violation, mitigate any harm that results from such violation, and prevent the violation from recurring.

· All employees of EHD must know how to report both known and suspected privacy and security violations.

This policy has been developed in order to:

· Minimize the frequency and severity of such privacy and security violations.

· Provide for early assessment and investigation of such violations before crucial evidence is gone.

· Bring about quick action to correct violations, mitigate damages, and prevent recurrence.

· Facilitate effective disciplinary, legal, and/or criminal action against offenders.

The following privacy and security violations, whether known or suspected, must be reported:

1. Security Violation.  Defined as the attempted or successful unauthorized access, use, disclosure, modification, or destruction of information, or the interference with system operations in an information system.

2. Privacy Violation.  Defined as the unauthorized disclosure of protected health information (PHI).

3. Violation of Policy or Procedure.  Any violation of EHD’s policies and procedures relating to the privacy or security of PHI.

4. Information System Violation.  Any violation of EHD’s policies and procedures relating to the proper use of computer and other information systems equipment.  

All employees must report any privacy or security violation or any violation of EHD’s policies and procedures protecting the privacy or security of PHI that they know about or suspect, in the manner specified in the Reporting Procedure.

Policy No:  4-069.2

EHD will not take any adverse or other action against any employee who reports an actual or suspected privacy or security violation, or any violation of EHD policies and procedures protecting the privacy and security of health information as long as the report is made in good faith.  However, knowingly making a false report shall result in termination.

Enforcement:

All employees of the Egyptian Public & Mental Health Department shall adhere to this policy.  EHD will not tolerate violations of this policy.  Violations of this policy are grounds for disciplinary action up to and including termination of employment and criminal or professional sanctions in accordance with EHD’s Sanction Policy and personnel rules and regulations.

REPORTING PRIVACY & SECURITY VIOLATIONS

Policy No:  4-069.1

Procedure No:  4-069.1.1

PURPOSE

To protect the privacy and security of health information as required by federal and state law, professional ethics, and accreditation requirements, the Egyptian Public & Mental Health Department (EHD), will comply with the Health Insurance Portability and Accountability Act of 1996.  

PROCEDURE

Reporting procedure:  

An employee upon learning of a known or suspected privacy or security violation must begin the reporting procedure as soon as possible thereafter.  The employee must take the following action:

1. Initiate any necessary immediate corrective action.  For example, if an unauthorized person is viewing PHI on a computer monitor, the employee should cover the monitor, turn it off, or otherwise attempt to prevent the violation from continuing.

2. Report the violation to his or her immediate supervisor, if the supervisor is available.

3. Report any security issues to immediate supervisor.  For example, if an unauthorized person is in the records room and refuses to leave, contact the CEO and/or designee.  

4. Report the violation to EHD’s Compliance Officer.

5. As soon as possible, complete a written report on a form to be provided by the Compliance Officer, which shall include the following information:

a. Name of person submitting report.

b. Date and time of report.

c. Date and time of alleged violation.

d. Location of alleged violation.

e. Health information resources involved (hardware, software, data).

f. Persons involved (suspects, witnesses, employees).

g. Nature/description of alleged violation.

h. Harm, if any, observed.

i. Statements made by suspects and witnesses, if any.

j. Persons notified (Supervisor, Compliance Officer)

k. Corrective action already taken, if any.

l. Recommendations for future corrective action, if any.

6. The Compliance Officer shall be responsible for maintaining copies of all violation reports for at least six years from the date the report was completed.

PERFORMANCE EVALUATION 

Policy No:  4-034.1

PURPOSE:

To establish guidelines regarding the issuance of performance evaluations, and to maintain compliance with the Council on Accreditation’s Standard:  G4.8.02.

POLICY:

Employees of the Egyptian Public & Mental Health Department will participate in the performance evaluation process.  At the end of the employee’s six-month initial probationary period and annually thereafter, employees will be rated on the following traits:

1. Employee Objectives

2. Personal Effectiveness

PERFORMANCE EVALUATION 

Procedure No:  4-034.1.1

PURPOSE:

To establish guidelines regarding the issuance of performance evaluations, and to maintain compliance with the Council on Accreditation’s Standard:  G4.8.02.

PROCEDURE:

Upon completion of the six-month probationary period, and annual anniversary date, employees will participate in the following evaluation procedures:

1. The employee and supervisor, on an individual basis, and then collectively, rate whether each of the standards and goals have been satisfactorily met.

2. The supervisor may arrange a second meeting to determine if a substantial difference exists between the two ratings.  Any differences should be discussed and resolved to the extent possible during this meeting.

3. Mutually agreed upon goals for the coming year will then be established.  Changes to the performance standards will also be made at this time.

4. The supervisor will then make any desired comments in the space provided, sign the form, and provide it to the employee for comment and signature.

5. The performance evaluation is then typed by the Program Manager/Supervisor, forwarded to the CEO for signature, and then to the Director of Human Resources for filing.

6. The completed performance evaluation will be maintained in the employee’s personnel file.

TERMINATION OF EMPLOYMENT

Policy No: 4-018.1

PURPOSE

To establish definitions and guidelines of employee termination, and to maintain compliance with the Council on Accreditation Standard G4.12.08.

POLICY

Employee termination comes in many formats:

1. Resignation

2. Retirement

3. Involuntary Termination

4. Suspension or Dismissal

5. Death

TERMINATION OF EMPLOYMENT

Policy No: 4-018.1

Procedure No: 4-018.1.1 [A]

PURPOSE

To establish definitions and guidelines of employee termination, and to maintain compliance with the Council on Accreditation Standard G4.12.08.

PROCEDURE

1. Resignation

a. In order to resign, an employee shall submit a written notice to his/her Program Director at least two weeks before the effective date of the resignation, indicating the reason(s) for the resignation.  Two weeks is understood to mean that the resigning employee will be available for work during this time so as to aid in the training of a replacement.  Supervisory personnel are requested to provide from six to eight weeks advance notice when possible.  After acceptance by the Program Director, the letter of resignation shall be forwarded to the CEO.

b. The official date of termination will be the last full day the employee physically reports to work.  

c. Sick leave, vacation, and retirement fund benefits cease at midnight on the date of termination, unless Illinois Law prohibits such action.  

d. Life and Health Insurance are subject to COBRA (Federal) regulations.  Employees must report to the Human Resource Director on the last day worked to sign the necessary forms, stating whether he/she wants continuation or termination of these benefits.

e. Employees will sign a form that has been designated to ensure that the employee has continued to work for the Egyptian Public & Mental Health Department for at least 18 months after receiving their degree, of any reimbursement for tuition received (Advance Degree Loan).

f. The employee will be paid for each day of approved, accrued, unused vacation and overtime.  In order to resign in good standing, an employee must have completed all required documentation associated with the employee’s duties.  If the employee does not comply with these duties, their benefits may be withheld.  Monies accumulated in the employee’s retirement account are refundable.  Form’s required to request this refund is available from the CEO.  Employees with eight years of service covered under IMRF are considered “fully vested” and may leave these funds in the plan in order to receive retirement benefits when eligible.
g. The resigning employee is not allowed to use any sick time during their final two weeks of employment.  In the event that the resigning employee takes such time, the employee will not be paid for their absence.

2. Retirement 

a. Benefits will be paid in accordance with the provisions of the Illinois Municipal Retirement Act and Social Security Act (if eligible).

b. Due to the new law affecting agencies with IMRF benefits, the health insurance policy for retirees is:

i. All employees of age 55 or older, who have met the IMRF retirement requirements, are eligible to be covered until the employee becomes eligible (HB3406) for Medicare on the agency’s health insurance policy.

ii. The rate offered to the retiree must be the same rate offered to all other employees (COBRA).  The retiree is responsible for the full payment of the premium.

iii. Changes are subject to new law and IMRF regulations.

iv. From time to time, at the Board’s discretion, an early retirement package may be offered.  Upon offering this policy, the Board will set forth the package, including time limits.

3. Involuntary Termination

a. The CEO may dismiss any employee because of budgetary or work curtailment within the department or for any of the reasons listed under “Suspension or Dismissal”.

4. Suspension or Dismissal

a. Program Directors may recommend, and/or the CEO may dismiss or suspend, with or without pay or allowance, any employee for disciplinary reasons.

b. Suspensions may not exceed twenty working days for any one offense.

c. Two suspensions in any twelve-month period, the total of which exceeds twenty working days, will constitute a dismissal.

d. Examples of possible causes for suspension or dismissal:

i. Arriving at work in an intoxicated state or becoming intoxicated while on the job.  This includes being under the influence of either drugs or alcohol.

ii. Theft of department property or from another employee.

iii. Harassing (sexually or otherwise), threatening, intimidating, or assaulting another employee.

iv. Falsifying department records or revealing unauthorized information from confidential records.

v. Failure to follow the lawful orders of one’s supervisor or division director.

vi. Being absent from work without permission or having advised one’s supervisor.

vii. Being habitually absent or tardy.

viii. Failure to report a job-related injury or accident.

ix. Failure to perform assigned work efficiently.

x. Inability or unwillingness to work harmoniously with other employees.

xi. For any other reasons deemed appropriate-which shall include and not be limited to, the violation of the standards of conduct.

5. Death of an Employee

a. In the event of an employee’s death, the employee’s surviving member of his/her estate shall receive compensation for all accrued vacation and compensation up to and including the day of death, plus two weeks additional pay.

FEE COLLECTION

Policy No:  3-001.1

PURPOSE

To maintain compliance with the Council on Accreditation Standard G8.1.04.

POLICY

1. The Egyptian Public & Mental Health Department sliding fee scale shall be based on the actual cost of services.

2. The Egyptian Public & Mental Health Department sliding fee schedule shall be regarded as a form of financial assistance to clients who are unable to pay the actual costs of services, due to lower income.  Clients shall be required to produce proof of income to be eligible for financial assistance (sliding fee scale).

3. Clients are not eligible for the Egyptian Public & Mental Health Department sliding fee scale for bills, which are eligible for other third party reimbursement, which includes Medicaid.

4. As per Medicaid guidelines, if the agency bills Medicaid for eligible services, the agency will not attempt to collect additional fees from the client for a service paid for by Medicaid.

5. The Egyptian Public & Mental Health Department is a not-for-profit agency.  As such, clients may not be denied services based on inability to pay.  The sliding fee scale and other third party reimbursements available to the client, determine the client’s ability or inability to pay for services rendered.  Clients may not deny the agency access to bill for services which are eligible to be paid for with third party reimbursement, they will be required to pay the actual cost of service.  If they continue to refuse to pay, the agency reserves the right to deny all services except Crisis Intervention.

6. Once eligibility for financial assistance is determined, the client and the agency will determine what the client is able to pay.  The client will then enter into a contract with the Egyptian Public & Mental Health Department (based on the sliding fee scale) to pay an amount (for specified services), which they can reasonably afford.  This contract may be modified from time to time based on the changing financial status of the client.  Once the contract is entered into, the client will be responsible for specified charges based on an agreed ability to pay.  Refusal to pay an agreed upon fee may be cause to suspend services until payment is rendered.


FEE COLLECTION

Policy No:  3-001.1

Procedure No:  3-001.1.1

PURPOSE

To maintain compliance with the Council on Accreditation Standard G8.1.04.

PROCEDURE

1. Inform the client of the fees. (As stated on page two of the Outpatient Fee Guide).

2. Ask if the client has insurance or is eligible for other third party reimbursement.
3. If no third party reimbursement, inform client that he/she may be eligible for a reduced fee based upon our sliding fee schedule:
a. Get proof of income
b. Assign fee
c. Inform him/her conditions of payment
4. If client has insurance coverage, a call will be paid to ensure the service is covered, and if so the agency will be the insurance company.

5. No proof of income is required if full fee is paid.
6. Medicaid Eligible Clients:
a. If a client has Medicaid, then the agency will accept this as the full fee for all Medicaid eligible services.  If a client does not have Medicaid, but is eligible for Medicaid, he/she MUST enroll in the Medicaid program to receive services other than crisis services.  We will assist in the enrollment process.
7. Staff will apply fees objectively, per the guide approved.

8. If clients fail to provide proof of income, they will be billed at the regular rate until proof is provided and a lower rate can be established.
a. Service delivery will not be terminated due to failure to pay or failure to provide proof of income.  Monthly statements will be sent to all clients.  A $2.00 service charge will be added if not paid by the statement due date. 
b. If client fees reach $250.00, they may be referred to a collection agent for processing.
c. Client’s fee will be based upon annual household income, excluding any overtime pay.
d. Clients that have graduated high school will have their fee based upon their income only, even if they still live with their parents.
9. Proof of Income:

a. Proof of income may include a W-2, a check stub, Public Aid card/a letter of denial from public aid, income tax return, Link Card or proof that the client has applied for public assistance.  
b. If unemployed, include a letter that application has been made for unemployment, or a letter from a collateral will be accepted.
c. Failure to bring in proof of income by the third visit, the client will be rescheduled until proof can be brought in.  The client needs to pay for their current session and at least 10% of any previous balance owed to the agency.  Failure to do this may result in a client to be rescheduled for a future date.  Under extreme circumstances, a hardship form may be filled out and approved to lower fees.
CLIENT FEES

Policy No:  3-001.1

Procedure No:  3-001.2.1

Effective March 1, 2006

1. All clients must check in when first arriving and take care of all necessary paperwork and fees at that time.

2. All clients must bring in their current public aid card, if applicable.

3. Any client that has health insurance that covers their type of service they are receiving, needs to bring in a copy of their insurance card.  The client will still be responsible for any co-payment or sliding scale fee.

4. All clients must bring in proof of income on their first visit.  This allows us to set the sliding scale fee for the client and shows the amount the client has the ability to pay.  If the client does not bring in their proof of income, then the client will be charged the full amount, which currently is $75.00.  On the third visit without proof of income, the client will have to pay $75.00 or be rescheduled.

5. Clients must keep their account balance current.  Only two outstanding balances can be on the books at any one time.  A client must pay on that third session.  If the client is unable to pay at that time, then the client will be rescheduled for a later date.

6. If an already existing client has a balance of $50.00 or greater, then the client will be expected to pay 10% of the balance owed, plus the current charge for that session.  If the client is unable to pay, then they will be respected for a later date.

7. If a client feels that their current fee will cause then undo hardship, then the client can request a Hardship Form, and provide detailed information on why they feel their situation is a hardship and the form will go before the Chief Financial Officer for consideration. 

REVISED MEDICAID RULE 132

Policy No:  3-038.1

PURPOSE

To be in compliance with Revised Medicaid Rule132 during the transition period of September 1, 2004 to November 1, 2004, and to provide employee guidance for Medicaid terminology.  

POLICY
Effective September 1, 2004, the Egyptian Public & Mental Health Department will become compliant with the Revised Medicaid Rule 132, and provide guidance within the transition period from the effective date until November 1, 2004, which is the mandatory date of compliance.

1. All employees will be provided with a copy of the Revised Medicaid Rule 132 and will read it.

2. The previous Rule 132 definitions and terms will be converted to the Revised Medicaid Rule 132 on every required document (i.e., treatment plans, billing forms, etc.)

3. The terminology in the ITP’s and MTP’s that were completed during the month of August, will be assumed to be compliant with revised terminology in the billing notes (i.e., if a treatment plan states Rehabilitation Stabilization Services will be provided the billing note can have the revised terminology of Therapeutic Behavior Services.

4. Employees will abide by the revisions, as stated by the State of Illinois Medicaid Rule 132 Revisions:

	REVISED TERMINOLOGY
	PREVIOUS TERMINOLOGY

	Activity Therapy
	Developmental Rehabilitation

	Adaptive/Social Rehabilitation-Vocational
	N/a

	Assertive Community Treatment
	Assertive Community Treatment

	Case Management-Client Centered Consultation
	Client Centered Consultation-Rehabilitative Consultation and Review

	Case Management-Mental Health
	Mental Health Case Management; Rehabilitative Services Coordination

	Case Management-Transition Linkage and Aftercare
	Rehabilitative Transition Linkage and Aftercare

	Comprehensive Mental Health Services
	Comprehensive Mental Health Services

	Crisis Intervention
	Crisis Intervention; Rehabilitative Crisis Intervention and Stabilization

	Crisis Intervention-Pre-Hospitalization Screening
	Rehabilitative Crisis Intervention and Stabilization

	Intensive Family-Based Services
	Intensive Family Based Services

	Mental Health Assessment
	Mental Health Assessment

	Mental Health Day Treatment
	Extended Treatment, Rehabilitation

	Mental Health Intensive Outpatient
	Intensive Stabilization

	Psychological Assessment
	Psychological Assessment

	Psychotropic Medication Administration
	Medication Administration

	Psychotropic Medication Monitoring
	Medication Monitoring

	Psychotropic Medication Training
	Medication Training

	Short-Term Diagnostic and Mental Health Services
	Short-Term Diagnostic Services

	Skills Training and Development
	Individual/Family Social Rehabilitation

	Supported Employment
	N/a

	Therapeutic Behavioral Services
	Rehabilitative Stabilization

	Therapy/Counseling
	Psychological Therapy; Psychological Counseling; Rehabilitative Counseling

	Treatment Plan Development, Review and modification
	Treatment Plan Development, Review and Modification

	Vocational, Educational Testing/Evaluation
	N/a


5. During Individual Treatment Planning, employees will begin using the Revised terminology as of September 1, 2004.  For treatment plan revisions, modifications and updates, employees will use the Revised terminology.  

6. After November 1, 2004, all employees will have converted to using the Revised Medicaid Rule 132 terminology. 


CLIENT CHARTS

Policy No:  3-039.1

PURPOSE

To be in compliance with HIPAA regulations and the Council on Accreditation and to provide guidance to employees.  

POLICY
1. Only authorized personnel are to handle client charts.  Authorized personnel consist of counselor, case manager, technician, supervisor, treatment team, psychiatrist, nurse, utilization review committee, and file clerk.

2. Authorized personnel may remove a client’s chart from the file room only if they have signed it out through the file clerk.

3. The employee that signs out the chart must return the chart.  Employees are not allowed to give the chart to any other personnel.  They are ultimately responsible for that client’s chart while it is signed out.


CLIENT CHARTS

Policy No:  3-039.1

Procedure No: 3-039.1.1

PURPOSE

To be in compliance with HIPAA regulations and the Council on Accreditation, and to provide guidance to employees.  

PROCEDURE

The following procedures for the file rooms are necessary to ensure proper use of files and to ensure that authorized employees of the Egyptian Public & Mental Health Department are maintaining a professional level of confidentiality.

1. The file room will remain locked when the file clerk is not present in the room.

2. Client’s charts may be checked out only by authorized personnel, which include:

a. Counselor involved in treatment

b. Technician involved in treatment

c. Supervisor of program

d. Program Director

e. Utilization Review Committee

f. Behavioral Health Billing Clerk

g. Psychiatrist 

h. Nurse 

i. Psychologist 

3. The employee that checks out the chart must be the one to return the chart.  Employees are not allowed to give that client’s chart to anyone else.  The employee who checks out the chart is ultimately responsible for that chart.

4. Charts must be returned by 4:00 p.m. each day.  If the file clerk is not present, authorized personnel are to see that the Office Manager or designee, lock the chart in the file room.

a. Charts are not to be kept overnight in employees’ offices when they can be protected in the file room.

5. The File Clerk will keep a log of all charts being checked out and returned.  At the end of each week, the File Clerk will submit a report to the Utilization Review Committee, of all charts that were late or not returned by the individual who checked them out.

6. On nights that the office is open until 8:00 p.m., charts may be signed out through the Secretary on duty, and returned to the same person as well.

7. The day before the psychiatrist is here, a mental health nurse will give a list of clients with appointments, to the File Clerk.  The File Clerk will pull the charts and have them ready for pick up by the nurse.  After the Doctor sees the client, the nurse doing medication education will bring the chart back to the File Clerk and it will be signed in.


PERFORMANCE EXPECTATIONS

Policy No:  3-040.1

Procedure No: 3-040.1.1

PURPOSE

To establish and implement internal clinical and non-clinical performance standards for all staff and managers, and to maintain compliance in a fee-for-service environment as well as the Council on Accreditation Standard G4.7.03.

PROCEDURE

Performance standards are separated into numerous facets of responsibility.  Each employee will be required to meet performance standards as part of their described duties.  Standards are described as follows:

Services Delivery Standard 

1. Definitions:

a. Available hours:  the number of hours during the workweek the provider is available for scheduled appointments.

b. Billable hours:  the number of hours billed for services by the provider.  

c. Client initial no show rate:  percentage of all client appointments that the client did not attend the initial assessment.

d. Client ongoing no show rate:  percentage of all client appointments that the client did not attend after the initial assessment.

2. Performance calculations:

a. Clinical staff are required to perform 70% of direct service per month. (22.75 billable hours per week, or 1200 billable hours per year).

b. Non-clinical staff are required to perform 80% of direct service per month.  (26 billable hours per week, or $$$$$ billable hours per year).  

c. Direct service hours will be calculated on a weekly basis by the Behavioral Health File Review Clerk, in the following equation:

i. Number of days for the week times 6.5 (7 hours less 30 minutes for breaks, as per Union contract) equals total number of hours for that week.  Subtract the number of hours off (comp time, vacation, sick, etc) from that total.  Take total number of direct service hours and divide it by the total number of hours available to equal the percentage of direct service.

ii.  This is  based on a 32 ½ hour work week.  (35 hour work week, subtracting 2 ½ hours due to Union contract breaks), and a 49 week year (subtracted 15 days of employee benefit time in holidays.)

3. Performance Adjustments

a. Adjustments may be made for required non-billable travel time (to client’s residence, administrative meetings).

b. Staff who are not meeting performance standards will meet individually with the Program Manager to develop a plan of action.

c. Staff who are continually not meeting performance standards will be subject to progressive discipline.

d. Adjustments may also be made to measure staff productivity.

i. Number of monthly hours

ii. Staff billing hours (number of billing, including groups)

4. No Show Rate

a. No show rates for outpatient services are calculated by the Behavioral Health Billing Clerk.

i. Goal of initial no shows will be less than 20-25%.

ii. Goal of ongoing no shows will be less than 10%.

b. These rates will be reported every month in the Utilization Review Report in the Continuous Quality Improvement meeting.

c. Secretarial staff in all 3 offices will play a key role in preventing no shows, by calling the day before to remind clients of their appointments and sending monthly reminders by mail.

d. Double bookings will be implemented at times.

e. Consistent no shows will be examined at monthly Utilization Review Committee meetings and recommendations will be made.
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