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Standard II—Emergency and Poststabilization Services
	Standard II—Emergency and Poststabilization Services

	Requirement
	Supporting Documentation
	Score

	13.	The PIHP’s financial responsibility for poststabilization care services it has not pre-approved ends when:
a. 	A plan physician with privileges at the treating hospital assumes responsibility for the member’s care.
b. 	A plan physician assumes responsibility for the member’s care through transfer.
c. 	An PIHP representative and the treating physician reach an agreement concerning the member’s care.
d. 	The member is discharged.

42 CFR §422.113(c)(3)
42 CFR §438.114(e)
42 CFR §457.1228
	HSAG Required Evidence:
· Policies and procedures
· Provider materials, such as the provider manual
	☐ Met
☒ Not Met
☐ NA


	b. 
	Evidence as Submitted by the PIHP:
· SII_E11-E12-E13_P.P. NLCMHA UM Plan
· SII_E11-E13_Case example- CSR 2024_example 1
· SII_E11-E13_Case example- CSR 2024_example 2
· SII_E11-E13_Case example- CSR 2024_example 3
· SII_E11-E13_Case example-Example 4
· SII_E13_ Hospital Liaison Procedure
· SII_E13_Case example-UM.Communication.1
· SII_E13_Continued stay denial
· SII_E13_End of episode.discharge
· SII_E5 through E13_CWN_page6,19,20
	

	PIHP Description of Process: PIHP and its 5 CMHSPs define Post-stabilization services as covered specialty services, related to an emergency medical condition and that are provided after a beneficiary is stabilized in order to maintain the stabilized condition, or to improve or resolve the beneficiary’s condition. PIHP/CMHSPs are responsible for payment for services they authorize. Services cannot be delayed or denied as a result of a dispute of payment responsibility between two or more CMHSPs. In the event of an unresolved dispute between CMHSPs, either one may request the PIHPs involvement to resolve the dispute and make a determination. Likewise, services are not to be delayed or denied as a result of a dispute of payment responsibility between the CMHSP and another agency. CMHSPs are financially responsible for post-stabilization specialty care services obtained within or outside the network that are preapproved by the CMHSP.

	HSAG Findings: While not specific to this element but to the entire standard in general, the PIHP did not adequately address HSAG’s recommendations made during the SFY 2021 compliance review. While the PIHP could speak to its processes for implementation when prompted by questions from HSAG (which resulted in a Met score for Elements 1–12), the PIHP did not develop an emergency and poststabilization services policy or incorporate the federal provisions into existing policies as most of the federal provisions were missing from policies submitted by the PIHP for this standard, resulting in a Not Met score for this element.
Recommendations: While not specific to this element but to the entire standard in general, HSAG recommends that the PIHP specifically include the requirements of each element in a standalone emergency and poststabilization services policy and expand on the applicability of the requirements as they relate to the PIHP and the Medicaid Behavioral Health Managed Care Program and how the PIHP meets the intent of the requirements. Within the policy, the PIHP must include:
· The definitions of an emergency medical condition, emergency services, and poststabilization services (i.e., including the federal definitions under Elements 1–3 and as defined by MDHHS in the Michigan Medicaid Provider Manual [MMPM]).
· A list of services considered to be emergency services covered under the PIHP’s scope of work (e.g., preadmission screening, crisis intervention). Of note, emergency services do not require prior authorization (PA). 
· Examples of services considered to be poststabilization in accordance with the MMPM.
· All federal provisions under Elements 4–13 (HSAG recommends including verbatim to the federal rule) with an explanation for how the PIHP meets the intent of each requirement.
· The guidance issued by MDHHS in the Clarification of the Michigan Mission Based Performance Indicator System (MMBPIS) three-hour prescreen decision indicator in relation to one-hour requirement for authorization of poststabilization care services (42 CFR 422.113 & 42 CFR 438.114) memorandum dated September 26, 2024. HSAG recommends that the PIHP consult with MDHHS for further guidance as needed.
If the PIHP does not demonstrate adequate implementation of HSAG’s recommendation during future compliance reviews, the PIHP will automatically receive a Not Met score for each individual element within this standard if not addressed.

	Required Actions: The PIHP must develop a policy that incorporates all coverage and payment rules for emergency and poststabilization services.

	PIHP Corrective Action Plan

	Root Cause Analysis: Miscommunication and transitions with staffing. 

	PIHP Remediation Plan: Develop an emergency and post-stabilization services policy and incorporate the federal provisions required by 1/2026.

	Responsible Individual(s): Branislava Arsenov, Chief Clinical Officer 

	Timeline: Draft has been developed and is pending final review and approval by committees by 1/2026. 

	MDHHS/HSAG Response: The PIHP’s remediation plan is sufficient to ensure compliance with the requirements for this program area. While no additional information is required to be submitted at this time, the PIHP must proceed with timely implementation of its action plans. Please note, an Accepted designation is not a guarantee of future compliance. Implementation of the PIHP’s action plans and demonstration of compliance will be assessed during future compliance review activities.
	☒ Accepted
☐ Accepted With Recommendations
☐ Not Accepted


Standard VII—Provider Selection
	Standard VII—Provider Selection

	Requirement
	Supporting Documentation
	Score

	10.	For credentialing and recredentialing, the PIHP primary source verifies:
a. 	Official National Practitioner Databank (NPDB)/Healthcare Integrity and Protection Databank (HIPDB) query or, in lieu of the NPDB/HIPDB query, all the following must be verified:
i. 	Minimum five-year history of professional liability claims resulting in a judgment or settlement.
ii. 	Disciplinary status with regulatory board or agency. 
iii. 	Medicare/Medicaid sanctions.

42 CFR §438.214(e)
Credentialing and Re-credentialing Processes—C(3)(d)
	HSAG Required Evidence:
· Policies and procedures
· HSAG will also use the results of the Practitioner Credentialing and Recredentialing File Reviews
	☐ Met
☒ Not Met
☐ NA


	c. 
	Evidence as Submitted by the PIHP:
· Credentialing Policy and Procedure: Definitions; Page 5 of PDF, B.4.d
· 2024_CMHSP_Staff_Cred ReCred Monitoring Tool: Page 2 and 4
· 2024_CMHSP_Delegated_Managed_Care_Tool:Row 386
	

	PIHP Description of Process: NMRE policy requires NPDB verification query at the time of credentialing and recredentialing, or in lieu of NPDB query, all of the requirements of 42 CFR 438.21. This requirement flows from the PIHP to our CMHSPs via our provider network agreement with them. We also review this when we pull samples during CMHSP monitoring. All of the CMHSPs contracted with the NMRE have NPDB logins and use NPDB.

	HSAG Findings: For one practitioner record, the PIHP’s delegate did not check the NPDB prior to the practitioner’s credentialing date. While the missing NPDB query was identified during an internal audit, and the NPDB was checked after the credentialing approval date, the PIHP’s delegate did not perform PSV within the required time frame. 
Recommendations: For two case files, the NPDB was not included in the credentialing case files. The PIHP staff members stated during the site review that this was because the practitioners were not licensed professionals. As such, HSAG recommends that the PIHP consult with MDHHS to determine whether these unlicensed professionals fall under the scope of MDHHS’ credentialing policy. Additionally, HSAG recommends that the PIHP clearly identify the requirements of this element for both credentialing and recredentialing within its credentialing policy.  

	Required Actions: The PIHP must ensure that it, or its delegates on the PIHP’s behalf, primary-source verifies for all practitioners, an NPDB/HIPDB query, or in lieu of a NPDB/HIPDB query, a minimum five-year history of professional liability claims resulting in a judgment or settlement, disciplinary status with a regulatory board or agency, and/or Medicare/Medicaid sanctions to ensure this requirement is met.

	PIHP Corrective Action Plan

	Root Cause Analysis: The NMRE has guided our CMHSP delegates to use the staff list in the MDHHS Credentialing Policy for their own policies and procedures, however, the final item “s. Other behavioral healthcare specialists licensed, certified, or registered by the State.” has to some degree been left open to interpretation regionally.

	PIHP Remediation Plan: The NMRE will seek clarification from MDHHS, in writing, regarding the specific non-licensed staff types in the sample that were reviewed but did not have NPDB, as well as asking MDHHS about any other specific staff types they may see as needing NPDB. The NMRE will disseminate this information to its CMHSPs as official guidance. The NMRE will subsequently review and update its credentialing policy as appropriate based on all of the above and review the policy with CMHSP delegates both remotely for training, and in person while monitoring, to assure delegate understanding of NMRE policy.

	Responsible Individual(s): Chris VanWagoner, Contract and Provider Network Manager

	Timeline: Commence 10-30-25 to be completed 4-1-2026

	MDHHS/HSAG Response: The PIHP’s remediation plan is sufficient to ensure compliance with the requirements for this program area. While no additional information is required to be submitted at this time, the PIHP must proceed with timely implementation of its action plans. Please note, an Accepted designation is not a guarantee of future compliance. Implementation of the PIHP’s action plans and demonstration of compliance will be assessed during future compliance review activities.
	☒ Accepted
☐ Accepted With Recommendations
☐ Not Accepted

	12.	For credentialing and recredentialing, the PIHP conducts a search that reveals information substantially similar to information found on an Internet Criminal History Access Tool (ICHAT) check and a national and State sex offender registry check for each new direct-hire or contractually employed practitioner.
a. 	ICHAT: https://apps.michigan.gov.
b. 	Michigan Public Sex Offender Registry: https://mspsor.com.
c. 	National Sex Offender Registry: http://www.nsopw.gov.

42 CFR §438.214(e)
Credentialing and Re-Credentialing Processes—C
	HSAG Required Evidence:
· Policies and procedures
· HSAG will also use the results of the Practitioner Credentialing and Recredentialing File Reviews
	☐ Met
☒ Not Met
☐ NA


	d. 
	Evidence as Submitted by the PIHP:
· Credentialing Policy and Procedure: Page 4 of PDF, B.2, Page 6, E.3
· 2024_CMHSP_Staff_Cred ReCred Monitoring Tool: Page 2 at top, page 4 near top
· 2024_CMHSP_Delegated_Managed_Care_Tool:Row 340
	

	PIHP Description of Process: The NMRE Credentialing and Recredentialing Policy requires criminal search and sex offender verification. We monitor this at the CMH level to ensure these standards are reflected in their policies and we also verify that these are searched in case samples during monitoring. 

	HSAG Findings: One case file was missing the National Sex Offender Registry search results, and a second case file was missing the Michigan Public Sex Offender Registry (MPSOR) search results. 

	Required Actions: For credentialing and recredentialing, the PIHP must ensure it conducts a search on the national and State sex offender registries for each new directly hired or contractually employed practitioner.

	PIHP Corrective Action Plan

	Root Cause Analysis: In the case of the missing Michigan registry check, the CMHSP was under the impression that the National Registry pulls from the State Registry and the National check would be sufficient for compliance. This had not been seen in PIHP monitoring previously despite our sample reviews (there were samples they had checked Michigan sex offender checks for). The missing national verification was a one-off occurrence where the CMHSP had not maintained the evidence properly.

	PIHP Remediation Plan: The NMRE has already sought clarification from the MDHHS that the National check and Michigan checks must be pulled independently, despite any information overlap. For the CAP, the NMRE will disseminate this information to its CMHSP delegates and ensure monitoring tools reflect both. NMRE will also conduct a thorough review of its CMHSPs processes for checking sex offender registries and storage to ensure evidence is present and made available for auditing purposes.

	Responsible Individual(s): Chris VanWagoner, Contract and Provider Network Manager

	Timeline: Commence 10-30-25 to be completed 4-1-2026

	MDHHS/HSAG Response: The PIHP’s remediation plan is sufficient to ensure compliance with the requirements for this program area. While no additional information is required to be submitted at this time, the PIHP must proceed with timely implementation of its action plans. Please note, an Accepted designation is not a guarantee of future compliance. Implementation of the PIHP’s action plans and demonstration of compliance will be assessed during future compliance review activities.
	☒ Accepted
☐ Accepted With Recommendations
☐ Not Accepted

	18.	For credentialing and recredentialing, the PIHP confirms that the provider is not excluded from participation:
a. 	In Medicare, Medicaid, or federal contracts. 
b. 	Through the MDHHS Sanctioned Provider List.

42 CFR §438.214(e)
Credentialing and Re-Credentialing Processes—D(1)(e–f)
	HSAG Required Evidence:
· Policies and procedures
· HSAG will also use the results of the Organizational Credentialing and Recredentialing File Reviews
	☐ Met
☒ Not Met
☐ NA


	e. 
	Evidence as Submitted by the PIHP:
· Credentialing Policy and Procedure: Page 3 of PDF, A.3; Page 7 of PDF, E.3
· Excluded Provider Screening: Page 2 of PDF, Policy 1)-5)
· FY2024_NMRE_CWN_Agreement: Page 28, XII. Provider Procurement, C; Page 45, XIX 2
· NMRE and SUD Entities EPS Summary for April 2024
· NMRE and SUD Entities EPS Summary for May 2024
· NMRE and SUD Entities EPS Summary for February 2024
· 2024_CMHSP_Staff_Cred ReCred Monitoring Tool: Page 2 (middle), Page 4 (middle)
	

	PIHP Description of Process: The NMRE, via policy and contracts with CMHSPs, requires that the Michigan Sanctioned Provider list, OIG Exclusions Database, and System for Award management is checked for each and evert provider in our network. We monitor this as part of our site review process; we verify Valenz checks monthly for each current (recredentialed) provider, and either an upfront Valenz check of PSV from the exclusions database initially (before the provider is onboarded and added to the Valenz report). We have a separate policy for this, and also reference this in our credentialing policy. 

	HSAG Findings: For two organizational credentialing case files, Medicare and Medicaid sanction/exclusion checks were completed after the credentialing approval date. While these deficiencies were identified during internal reviews, these case files did not meet the requirements of this element.  

	Required Actions: The PIHP must ensure that all providers are not excluded from participation in Medicare, Medicaid, or federal contracts or included on the MDHHS Sanctioned Provider List prior to the credentialing decision. 

	PIHP Corrective Action Plan

	Root Cause Analysis: The NMRE has issued guidance to its regional CMHSPs that while they do monthly ongoing checks for Medicare and Medicaid sanctions using a third-party vendor, there should be primary checks during the time of credentialing. For one CMH, this happened due to poor tracking mechanisms, for another, it occurred during a transition of staff turnover. The monthly checks were still occurring during this time but primary checks were not present in the sample evidence.

	PIHP Remediation Plan: NMRE will provide training to its CMHSPs that ensures all staff are aware of the requirements for Medicare and Medicaid sanction checks, and aware that the checks should be done within the timelines of the MDHHS credentialing policy and should be primary checks during the credentialing period.

	Responsible Individual(s): Chris VanWagoner, Contract and Provider Network Manager

	Timeline: Commence 10-30-25 to be completed 4-1-2026

	MDHHS/HSAG Response: The PIHP’s remediation plan is sufficient to ensure compliance with the requirements for this program area. While no additional information is required to be submitted at this time, the PIHP must proceed with timely implementation of its action plans. Please note, an Accepted designation is not a guarantee of future compliance. Implementation of the PIHP’s action plans and demonstration of compliance will be assessed during future compliance review activities.
	☒ Accepted
☐ Accepted With Recommendations
☐ Not Accepted

	22.	The PIHP ensures that the credentialing process provides for mandatory recredentialing at least every two years.

Note: While recredentialing is required every three years with implementation of universal credentialing, during the look-back period for the file review, PIHPs were required to recredential providers every two years.

42 CFR §438.214(e)
Credentialing and Re-Credentialing Processes—C 
Credentialing and Re-Credentialing Processes—D
	HSAG Required Evidence:
· Policies and procedures
· Tracking and reporting mechanisms for timeliness
· HSAG will also use the results of the Practitioner and Organizational Credentialing and Recredentialing File Reviews
	☐ Met
☒ Not Met
☐ NA


	f. 
	Evidence as Submitted by the PIHP:
· Credentialing Policy and Procedure: Page 6 of PDF (4 of policy), D. Recredentialing, first sentence; Page 7 of PDF, E. Organizational Providers, 3.
· FY2024_NMRE.CWN_Agreement: Page 28, E.
· 2024_CMHSP_Staff_Cred ReCred Monitoring Tool: Page 5, 3rd row from bottom
· 2024_CMHSP_Delegated_Managed_Care_Tool:Row 394, Row 348/349
· Wellvance Practitioner Credentialing Log
· Wellvance Organizations Credentialing checklist
· NCCMH Organizational Provider checklist
· NCCMH Practitioner Application date tracking
	

	PIHP Description of Process: The NMRE’s policies and procedures require timeliness standards as defined in the MDHHS Credentialing and Recredentialing processes. The NMRE monitors organizations and case samples of our CMHSPs during annual monitoring. We also train our CMH contractors and lead credentialing staff on this element, both in roundtable discussions in 2023, and also in a training in January 2025. The NMRE uses the MDHHS credentialing report as an indicator of CMHSP and PIHP compliance. The NMRE and CMHSPs use a variety of tracking methods; a separate log is in use as evidenced in the samples provided; examples include Ausable Valley (Wellvance) and North Country CMHs logs are good examples of this to track materials and dates for their organizational providers. The CMHSPs also use tracking loge for each individual application, example included (from case sample) is [redacted] facesheet for the application, with dates for when documents are received.

	HSAG Findings: For one organizational case file, recredentialing did not occur within the required two-year time frame that was in effect during the time period under review.

	Required Actions: The PIHP must ensure that the credentialing process is completed within the required time frame for all providers.

	PIHP Corrective Action Plan

	Root Cause Analysis: This occurred during a period of staff turnover that resulted in the credentialing period going over the MDHHS timeline.

	PIHP Remediation Plan: The NMRE will provide staff training via review of the MDHHS credentialing policy to CMHSP delegate staff of the region to ensure understanding of the policy. NMRE will conduct a review of the internal processes of the CMHSPs to ensure compliance with the timelines of the MDHHS.

	Responsible Individual(s): Chris VanWagoner, Contract and Provider Network Manager

	Timeline: Commence 10-30-25 to be completed 4-1-2026

	MDHHS/HSAG Response: The PIHP’s remediation plan is sufficient to ensure compliance with the requirements for this program area. While no additional information is required to be submitted at this time, the PIHP must proceed with timely implementation of its action plans. Please note, an Accepted designation is not a guarantee of future compliance. Implementation of the PIHP’s action plans and demonstration of compliance will be assessed during future compliance review activities.
	☒ Accepted
☐ Accepted With Recommendations
☐ Not Accepted


Standard VIII—Confidentiality
	Standard VIII—Confidentiality

	Requirement
	Supporting Documentation
	Score

	11.	The PIHP, following the discovery of a breach of unsecured PHI, notifies each individual whose unsecured PHI has been, or is reasonably believed by the PIHP to have been accessed, acquired, used, or disclosed as a result of such breach.
a. 	Breach and unsecured PHI are as defined in 45 CFR §164.402.
b. 	Except as provided in 45 CFR §164.412, the PIHP must provide the notification without unreasonable delay and in no case later than 60 calendar days after discovery of such a breach.

45 CFR §164.404(a)(1)
45 CFR §164.402
45 CFR §164.404(b)
45 CFR §164.412
	HSAG Required Evidence:
· Policies and procedures
· Breach notification letter template
· Incident risk assessment tool
· Unauthorized disclosure/breach tracking mechanism
· List of all breaches of unsecured PHI during the time period under review, including the date of discovery and the date of notification to members
	☐ Met
☒ Not Met
☐ NA

	g. 
	Evidence as Submitted by the PIHP:
· S8_E11_Breach Notification Policy_pages 2_3
· S8_E11_E13_Breach Notificiation page 9_Risk Assessment
· S8_E11_E13_E20_Breach Tracking
	

	PIHP Description of Process: When the NMRE discovers a breach of PHI, the NMRE notifies each beneficiary who is affected or reasonably believes has been affected, the NMRE notifies the beneficiary of the breach without delay, but no later than 60 days from the breach. 

	HSAG Findings: Although the PIHP submitted its Breach Notification policy outlining the requirements under this element and confirmed the CMHSPs are responsible for providing notification to its members, PIHP staff members were not able to speak to the PIHP’s processes and/or its oversight procedures in monitoring its delegates’ processes for tracking unauthorized disclosures of PHI and breaches. Further, the PIHP was not able to confirm appropriate action was taken in providing notification to affected individuals as outlined under the federal requirements. Lastly, the PIHP was unable to provide sufficient evidence for its delegates’ unauthorized disclosures of PHI and breaches that occurred during the review period (e.g., providing notification to the member, notifying the PIHP, and notifying the U.S. Department of Health and Human Services [HHS]). 
Recommendations: HSAG strongly recommends that the PIHP develop procedures that outline all requirements related to the Breach Notification Rule and ensure that its policies and procedures are reviewed and approved regularly. Additionally, although the PIHP provided the PIHPs Breach Tracking document, HSAG strongly recommends that the PIHP develop a formal process to receive and track its delegates’ unauthorized disclosures of PHI and breaches to ensure its delegates are providing notification to affected individuals, and the media as applicable, and notifying the PIHP as well as the Secretary as required. 

	Required Actions: The PIHP, following the discovery of a breach of unsecured PHI, must notify each individual whose unsecured PHI has been, or is reasonably believed by the PIHP to have been, accessed, acquired, used, or disclosed as a result of such a breach. Except as provided in 45 CFR §164.412, the PIHP must provide the notification without unreasonable delay and in no case later than 60 calendar days after discovery of such a breach.

	PIHP Corrective Action Plan

	Root Cause Analysis: NMRE’s Breach Notification Policy and Procedure were compliant with HIPAA Breach Notification Rule requirements but did not explicitly define how NMRE oversees, tracks, and verifies that its Community Mental Health Services Program (CMHSP) delegates are providing timely and complete breach notifications. While CMHSPs are responsible for issuing notifications to affected individuals, NMRE lacked a formalized procedure describing the reporting and oversight process for delegate breaches.

	PIHP Remediation Plan: NMRE has reviewed its current Breach Notification Policy and Procedure and confirmed that it fully addresses the requirements under 45 CFR §164.404 and §164.412. To strengthen oversight of delegate compliance, NMRE is adding a new section titled “N. Delegate Oversight and Reporting” to the policy. 
This section establishes: 
A one-business-day reporting requirement for all CMHSP delegates to report suspected or confirmed breaches to NMRE. 
A standardized Delegate Breach Report Form and supporting documentation requirements (risk assessment, member notification letter, HHS/media notice verification). 
A centralized breach tracking log maintained by NMRE for all delegate-reported incidents. 
Compliance reviews by NMRE’s Compliance Department to verify timely notification and documentation. 
Corrective action protocols for noncompliance. 
This addition ensures NMRE maintains full compliance with federal breach notification standards and can demonstrate consistent oversight of delegate performance. 

	Responsible Individual(s): Brie Molaison, Compliance and Customer Services Officer and Brandon Rhue, Chief Information Officer (CIO)

	Timeline: Draft Section N and Delegate Breach Report Form: February 2026 
Adopt updated Breach Notification Policy: March 2026 
Begin quarterly oversight tracking and delegate reporting: April 2026

	MDHHS/HSAG Response: The PIHP’s remediation plan is sufficient to ensure compliance with the requirements for this program area. While no additional information is required to be submitted at this time, the PIHP must proceed with timely implementation of its action plans. Please note, an Accepted designation is not a guarantee of future compliance. Implementation of the PIHP’s action plans and demonstration of compliance will be assessed during future compliance review activities.
	☒ Accepted
☐ Accepted With Recommendations
☐ Not Accepted

	14.	Except as provided in 45 CFR §164.412, the PIHP must provide the notification without unreasonable delay and in no case later than 60 calendar days after discovery of such a breach.

45 CFR §164.404(b)
45 CFR §164.412
	HSAG Required Evidence:
· Policies and procedures
· List of all breaches of unsecured PHI during the time period under review, including the date of discovery and date of notification to members
· Three examples of breach notification letters to members
	☐ Met
☒ Not Met
☐ NA

	h. 
	Evidence as Submitted by the PIHP:
· S8_E12_E13_E14_Breach Notification page 2 of 10
· S8_E14_E15_Breach Notification Example 1
· S8_E14_Breach Notification Ex. 2
· S8_E14_E15_Breach Notification Example 3
	

	PIHP Description of Process: The NMRE provides notification of a breach as soon as possible to the affected beneficiary, but no later than 60 days from the date of discovery of the breach. 

	HSAG Findings: The PIHP initially submitted three examples of unauthorized disclosures of PHI/breaches from two of its CMHSPs; however, no evidence was provided showing the members in Breach Notification Example 1 and Breach Notification Example 3 were notified. Following the site review, HSAG requested the PIHP provide evidence of the breach letters sent to the individuals for Breach Notification Example 1 and Breach Notification Example 3. The PIHP submitted a document titled Breach Notification Example in follow up, which was a breach notification letter to a different member and did not demonstrate that appropriate action was taken for notifying the individuals in Breach Notification Example 1 and Breach Notification Example 3 initially submitted. 
Recommendations: Although the PIHP submitted its Breach Notification policy outlining the requirements under this element, and confirmed the CMHSPs are responsible for providing notification to its members, HSAG strongly recommends that the PIHP develop a formal process to receive and track its delegates’ unauthorized disclosures of PHI and breaches to ensure its delegates are providing notification to affected individuals, and the media as applicable, and notifying the PIHP as well as the Secretary as required. If the PIHP does not demonstrate adequate implementation of HSAG’s recommendations during future compliance reviews, the PIHP may receive a Not Met score.

	Required Actions: Except as provided in 45 CFR §164.412, the PIHP must provide the notification without unreasonable delay and in no case later than 60 calendar days after discovery of such a breach.

	PIHP Corrective Action Plan

	Root Cause Analysis: NMRE’s Breach Notification Policy and Procedure already includes the 60-day federal requirement for providing notice to affected individuals. However, NMRE did not have a formalized oversight mechanism for verifying that its Community Mental Health Services Program (CMHSP) delegates issued notifications to affected individuals within the required timeframe. As a result, NMRE could not provide sufficient documentation confirming that delegate notifications occurred within 60 calendar days of breach discovery for all examples reviewed by HSAG.

	PIHP Remediation Plan: PIHP Remediation Plan: Specifically, NMRE will: 
1. Update Policy and Procedure: 
Incorporate a new section (Section N: Delegate Oversight and Reporting) into the existing Breach Notification Policy and Procedure. This section will define: 
· Delegate reporting requirements to notify NMRE within one (1) business day of breach discovery; 
· Required documentation of the date member notifications are sent; 
· NMRE’s role in tracking and verifying compliance with the 60-day federal standard. 
2. Develop Centralized Tracking Process: 
Create a Breach Tracking Log to document key dates (discovery, NMRE notification, member notification, HHS/media reporting). The log will serve as NMRE’s official verification tool for ensuring timeliness of notifications. 
3. Formalize Oversight and Review: 
Establish a quarterly review process through the Compliance Department to verify that delegate-reported breaches meet notification deadlines and that evidence is retained to demonstrate compliance. 
Through these enhancements, NMRE will ensure it can demonstrate compliance with the 60-day breach notification requirement under 45 CFR §164.404(b) and §164.412 during future audits. 

	Responsible Individual(s): Brie Molaison, Compliance and Customer Services Officer

	Timeline: Draft Section N and Delegate Breach Report Form: February 2026 
Adopt updated Breach Notification Policy: March 2026 
Begin quarterly oversight tracking and delegate reporting: April 2026 

	MDHHS/HSAG Response: The PIHP’s remediation plan is sufficient to ensure compliance with the requirements for this program area. While no additional information is required to be submitted at this time, the PIHP must proceed with timely implementation of its action plans. Please note, an Accepted designation is not a guarantee of future compliance. Implementation of the PIHP’s action plans and demonstration of compliance will be assessed during future compliance review activities.
	☒ Accepted
☐ Accepted With Recommendations
☐ Not Accepted

	15.	The notification (to individuals, and to media outlets, if required) must be written in plain language and include, to the extent possible:
a. 	A brief description of what happened, including the date of the breach and the date of the discovery of the breach, if known.
b. 	A description of the types of unsecured PHI that were involved in the breach (such as whether full name, social security number, date of birth, home address, account number, diagnosis, disability code, or other types of information were involved).
c. 	Any steps individuals should take to protect themselves from potential harm resulting from the breach.
d. 	A brief description of what the PIHP is doing to investigate the breach, to mitigate harm to individuals, and to protect against any further breaches.
e. 	Contact procedures for individuals to ask questions or learn additional information, which shall include a toll-free telephone number, an email address, web site, or postal address.

45 CFR §164.404(c)
45 CFR §164.406(c)
	HSAG Required Evidence:
· Policies and procedures
· Breach notification letter template
· Reading grade level of breach notification letter template
· Three examples of breach notification letters to members
· One example of notification to media outlet, if applicable during the review period
	☐ Met
☒ Not Met
☐ NA

	i. 
	Evidence as Submitted by the PIHP:
· S8_E15_Breach Notification page 2 of 10
· S8_E15_Screenshot Template Reading Level
· S8_E11_E15_Breach Notification Template CMHSP
· S8_E14_E15_Breach Notification Example 1
· S8_E14_Breach Notification Ex. 2
· S8_E14_E15_Breach Notification Example 3

	

	PIHP Description of Process: When the NMRE notifies beneficiaries of the breach, the NMRE ensures the notice includes a brief description of the breach, the type of PHI that was breached, steps that can be taken to protect themselves, a brief description of what the NMRE is doing to investigate the breach and contact information for the NMRE so people involved may reach out with questions. 

	HSAG Findings: Although the PIHP initially submitted three examples of unauthorized disclosures of PHI/breaches from two of its CMHSPs, only S8_E14_Breach Notification Ex. 2 contained evidence supporting that the affected individual was notified. However, the notification sent to the individual did not contain sub-element (b). Under 45 CFR §164.404(c) and 45 CFR §164.406(c), the notification (to individuals, and to media outlets, if required) must be written in plain language and include, to the extent possible, sub-elements (a) through (d) in the content of the notification. Additionally, there was no evidence provided showing the members in Breach Notification Example 1 and Breach Notification Example 3 were notified. Following the site review, HSAG requested the PIHP provide evidence of the breach letters to the individuals for Breach Notification Example 1 and Breach Notification Example 3. The PIHP submitted a document titled Breach Notification Example in follow up, which was a breach notification letter to a different member and did not demonstrate that appropriate action was taken for notifying the individuals in Breach Notification Example 1 and Breach Notification Example 3 initially submitted. 
Recommendations: Although the PIHP submitted its Breach Notification policy outlining the requirements under this element, and confirmed the CMHSPs are responsible for providing notification to its members and media outlets as required, HSAG strongly recommends that the PIHP develop a formal process to receive and track its delegates’ unauthorized disclosures of PHI and breaches to ensure its delegates are providing notification to affected individuals, and the media as applicable, and notifying the PIHP as well as the Secretary as required. Additionally, HSAG strongly recommends that the PIHP develop a breach notification letter template to ensure this written material adheres to contract requirements (e.g., be written at or below the 6.9 grade reading level, when possible). If the PIHP does not demonstrate adequate implementation of HSAG’s recommendations during future compliance reviews, the PIHP may receive a Not Met score.

	Required Actions: The PIHP must ensure notification (to individuals, and to media outlets, if required) is written in plain language and includes, to the extent possible:
· A brief description of what happened, including the date of the breach and the date of the discovery of the breach, if known.
· A description of the types of unsecured PHI that were involved in the breach (such as whether full name, Social Security number, date of birth, home address, account number, diagnosis, disability code, or other types of information were involved).
· Any steps individuals should take to protect themselves from potential harm resulting from the breach.
· A brief description of what the PIHP is doing to investigate the breach, to mitigate harm to individuals, and to protect against any further breaches.
· Contact procedures for individuals to ask questions or learn additional information, which shall include a toll-free telephone number, an email address, website, or postal address.

	PIHP Corrective Action Plan

	Root Cause Analysis: NMRE’s Breach Notification Policy includes the federally required elements for individual and media notifications; however, NMRE did not maintain standardized documentation to verify that all delegate-issued letters contained each required content element under 45 CFR §164.404(c) and §164.406(c). Some delegate letters lacked the required description of the specific types of unsecured PHI involved, and NMRE did not have a uniform template or readability verification process in place.

	PIHP Remediation Plan: NMRE will strengthen its breach communication standards and oversight to ensure all breach notifications—whether issued by NMRE or its CMHSP delegates—are written in plain language and include all required elements. 
This corrective action will be addressed in coordination with the broader breach oversight enhancements described under Standard VIII, Item #11. 
Specifically, NMRE will: 
1. Develop a Standardized Breach Notification Letter Template: 
· Create a letter template that includes all required elements under 45 CFR §164.404(c): 
a. Description of the incident and discovery date; 
b. Description of the types of PHI involved; 
c. Steps individuals can take to protect themselves; 
d. Description of what NMRE or the delegate is doing to investigate, mitigate, and prevent recurrence; 
e. Contact information for questions or additional support (including toll-free phone number, email, website, and postal address). 
· Ensure the letter is written in plain language and verified at or below a 6.9 grade reading level. 
2. Require Delegate Alignment: 
· Issue guidance to all CMHSP delegates requiring use of the NMRE-approved letter template or prior NMRE approval for any alternate template. 
· Incorporate template compliance into NMRE’s quarterly delegate breach oversight review (per Section N of the Breach Notification Policy). 
3. Documentation and Verification: 
· Maintain copies of each delegate’s breach notification letter and readability verification report in NMRE’s breach tracking log. 
· Use these as supporting documentation for future audits or HSAG reviews. 
These actions will ensure all future notifications meet the federal content and readability standards while demonstrating NMRE’s oversight of delegate communications. 

	Responsible Individual(s): Brie Molaison, Compliance and Customer Services Officer

	Timeline: Policy revision draft and internal review: February – March 2026 
Breach Tracking Log implementation: April 2026 
Oversight review process established: May 2026 
Demonstration of full compliance: Next HSAG compliance review cycle 

	MDHHS/HSAG Response: The PIHP’s remediation plan is sufficient to ensure compliance with the requirements for this program area. While no additional information is required to be submitted at this time, the PIHP must proceed with timely implementation of its action plans. Please note, an Accepted designation is not a guarantee of future compliance. Implementation of the PIHP’s action plans and demonstration of compliance will be assessed during future compliance review activities.
	☒ Accepted
☐ Accepted With Recommendations
☐ Not Accepted

	20.	The PIHP must, following the discovery of a breach of unsecured PHI, notify the Secretary.
a. 	For breaches of unsecured PHI involving 500 or more individuals, the PIHP must, except as provided in 45 CFR §164.412, provide the notification contemporaneously with the notice required by 45 CFR §164.404(a) and in the manner specified on the HHS website.
b. 	For breaches of unsecured PHI involving less than 500 individuals, the PIHP must maintain a log or other documentation of such breaches and, not later than 60 days after the end of each calendar year, provide the notification for breaches discovered during the preceding calendar year, in the manner specified on the HHS website.

45 CFR §164.404(a) 
45 CFR §164.408
45 CFR §164.412
	HSAG Required Evidence:
· Policies and procedures
· List of breaches of unsecured PHI, including whether the breach involved 500 or more members or less than 500 members 
· Annual notification to HHS of breaches of unsecured PHI, including the date of notification
	☐ Met
☒ Not Met
☐ NA

	j. 
	Evidence as Submitted by the PIHP:
· S8_E19_E20_Breach Notification page 6 of 10
· S8_E11_E13_E20_Breach Tracking 
	

	PIHP Description of Process: The NMRE notifies the appropriate entities as specified by regulations. In instances of more than 500 individuals breached, the NMRE uses the HHS website for guidance. In the instances of less than 500 individuals being involved in a breach, the NMRE tracks the breach via a tracking spreadsheet. 

	HSAG Findings: Although the PIHP’s Breach Notification policy included many of the requirements under federal rule, PIHP staff members indicated that the delegated entities were responsible for providing notification to the Secretary for breaches of unsecured PHI. The PIHP did not initially provide evidence supporting sub-element (b), “for breaches of unsecured PHI involving less than 500 individuals, the PIHP must maintain a log or other documentation of such breaches and, not later than 60 days after the end of each calendar year, provide the notification for breaches discovered during the preceding calendar year, in the manner specified on the HHS website.” Following the site review, HSAG requested the PIHP provide evidence for the three examples of unauthorized disclosures of PHI and breaches demonstrating that the CMHSPs notified HHS and evidence of the submission to HHS website. Following the site review, the PIHP responded that there is “no evidence for this element” and that “NMRE will work with CMHSPs for training and technical assistance to meet requirements.” 
Recommendations: Although the PIHP submitted its Breach Notification policy outlining the requirements under this element, and confirmed the CMHSPs are responsible for providing notification to HHS, HSAG strongly recommends that the PIHP develop a formal process to receive and track its delegates’ unauthorized disclosures of PHI and breaches to ensure its delegates are providing notification to affected individuals, and the media as applicable, and notifying the PIHP as well as the Secretary as required. If the PIHP does not demonstrate adequate implementation of HSAG’s recommendations during future compliance reviews, the PIHP may receive a Not Met score.

	Required Actions: The PIHP must, following the discovery of a breach of unsecured PHI, notify the Secretary. For breaches of unsecured PHI involving 500 or more individuals, the PIHP must, except as provided in 45 CFR §164.412, provide the notification contemporaneously with the notice required by 45 CFR §164.404(a) and in the manner specified on the HHS website. For breaches of unsecured PHI involving less than 500 individuals, the PIHP must maintain a log or other documentation of such breaches and, not later than 60 days after the end of each calendar year, provide the notification for breaches discovered during the preceding calendar year, in the manner specified on the HHS website.

	PIHP Corrective Action Plan

	Root Cause Analysis: NMRE’s Breach Notification Policy includes language regarding notification to the Secretary of Health and Human Services (HHS); however, NMRE did not have a documented process to verify or retain evidence that its Community Mental Health Services Program (CMHSP) delegates completed HHS breach notifications as required under 45 CFR §164.408. During the review period, NMRE did not maintain a central record of whether delegate-reported breaches were submitted to HHS for incidents involving fewer than 500 individuals.

	PIHP Remediation Plan: NMRE will formalize oversight procedures to ensure that all required notifications to the Secretary of Health and Human Services (HHS) are completed in compliance with 45 CFR §164.408. 
This corrective action is addressed as part of the broader enhancements outlined in Standard VIII, Item #11 (“Delegate Oversight and Reporting”). 
Specifically, NMRE will: 
1. Update Policy and Procedure: 
· Revise the Breach Notification Policy and Procedure to include clear instructions for both NMRE and delegate responsibilities related to HHS notification. 
· Require CMHSP delegates to submit confirmation of HHS notification to NMRE for all breaches involving 500 or more individuals at the time notification is made, and to provide annual confirmation of HHS reporting for breaches involving fewer than 500 individuals. 
2. Centralized Tracking and Documentation: 
· Incorporate HHS notification status into NMRE’s Breach Tracking Log (developed under Item #11). 
· Include fields for “Date HHS Notification Submitted,” “Confirmation Received,” and “Annual Verification Completed.” 
· Maintain documentation of all delegate-submitted confirmations for at least six (6) years. 
3. Annual Review and Verification: 
· NMRE’s Compliance Department will conduct an annual review of the Breach Tracking Log to verify that all breaches have been properly reported to HHS in the manner specified on the HHS website. 
· Any missing or late notifications will be documented, and corrective action will be required of the delegate. 
4. Training and Technical Assistance: 
· NMRE will provide technical assistance and training to CMHSP delegates to ensure they understand the process and timelines for reporting breaches to HHS and for submitting documentation to NMRE. 

	Responsible Individual(s): Brie Molaison, Compliance and Customer Services Officer

	Timeline: Policy revision and delegate notification requirements drafted: February – March 2026 
Updated Breach Tracking Log fields implemented: April 2026 
Delegate training and first annual verification cycle initiated: December 2026 
Full compliance demonstration: Next HSAG review cycle 

	MDHHS/HSAG Response: The PIHP’s remediation plan is sufficient to ensure compliance with the requirements for this program area. While no additional information is required to be submitted at this time, the PIHP must proceed with timely implementation of its action plans. Please note, an Accepted designation is not a guarantee of future compliance. Implementation of the PIHP’s action plans and demonstration of compliance will be assessed during future compliance review activities.
	☒ Accepted
☐ Accepted With Recommendations
☐ Not Accepted

	21.	The PIHP must require its business associates (i.e., subcontractors) to, following the discovery of a breach of unsecured PHI, notify the PIHP of such breach.
a. 	A breach shall be treated as discovered by a business associate as of the first day on which such breach is known to the business associate or, by exercising reasonable diligence, would have been known to the business associate. A business associate shall be deemed to have knowledge of a breach if the breach is known, or by exercising reasonable diligence would have been known, to any person, other than the person committing the breach, who is an employee, officer, or other agent of the business associate.
b. 	Except as provided in 45 CFR §164.412, the PIHP must require a business associate to provide the notification without unreasonable delay and in no case later than 60 calendar days after discovery of a breach.
c. 	The notification must include, to the extent possible, the identification of each individual whose unsecured protected health information has been or is reasonably believed by the business associate to have been, accessed, acquired, used, or disclosed during the breach.
d. 	The PIHP must require a business associate to provide the PIHP with any other available information that the PIHP is required to include in notification to the individual under 45 CFR §164.404(c) at the time of the notification or promptly thereafter as information becomes available.

45 CFR §164.410
45 CFR §164.404(c)
45 CFR §164.412
	HSAG Required Evidence:
· Policies and procedures
· List of breaches of unsecured PHI reported by subcontractors
· One example of executed business associate agreement
· One example of executed subcontractor contract
	☐ Met
☒ Not Met
☐ NA

	k. 
	Evidence as Submitted by the PIHP:
· BAA Boilerplate: Page 2, 4.c and d
· Gogolin_NMRE_BAA_DRAFT_2_13_24

	

	PIHP Description of Process: The NMRE’s BAA template, and executed copies of templates, require Business Associates to report to the NMRE’s designated Privacy Office of Covered Entity any use or disclosure of protected health information not provided for by the Agreement of which they become aware of, including breaches of unsecured PHI as required at 45 CFR § 164, and any security incident of which they becomes aware and involving the NMRE’s PHI they use and disclose within ten (10) days from the date they become aware (or would have become aware). Business Associates report this to the NMRE designated Privacy Office; any use or disclosure of protected health information not provided for by the Agreement of which it becomes aware, including breaches of unsecured PHI as required at 45 CFR § 164 and any security incident of which they becomes aware and involving Covered Entity PHI used and disclosed by a Business Associate within ten (10) days from the date they becomes aware (or would have become aware)

	HSAG Findings: Although the PIHP’s Breach Notification policy included many of the requirements under federal rule and PIHP staff members indicated that the delegated entities were responsible for providing notification to the PIHP of breaches of unsecured PHI, the PIHP did not initially provide evidence supporting the requirements under this element. The PIHP initially submitted BAA Boilerplate and Gogolin_NMRE_BAA_DRAFT, which outlined its expectations to receive notice of unauthorized disclosures and breaches from its subcontractors; however, no evidence was provided demonstrating the PIHP received notification of the unauthorized disclosures provided as evidence from the CMHSPs. HSAG requested that the PIHP provide evidence of any documentation received from its CMHSPs (e.g., email notification) for the unauthorized disclosures that occurred during the review period in follow-up. Following the site review, the PIHP responded that there is “no evidence for this element” and that “NMRE will work with CMHSPs for training and technical assistance to meet requirements.” 
Recommendations: Although the PIHP provided its Breach Tracking document, HSAG strongly recommends that the PIHP develop a formal process to receive and track its delegates’ unauthorized disclosures of PHI and breaches to ensure its delegates are providing notification to affected individuals, and the media as applicable, and notifying the PIHP as well as the Secretary as required. If the PIHP does not demonstrate adequate implementation of HSAG’s recommendations during future compliance reviews, the PIHP may receive a Not Met score.

	Required Actions: The PIHP must require its business associates (i.e., subcontractors), following the discovery of a breach of unsecured PHI, to notify the PIHP of such a breach. A breach shall be treated as discovered by a business associate as of the first day on which such a breach is known to the business associate, or by exercising reasonable diligence would have been known to the business associate. A business associate shall be deemed to have knowledge of a breach if the breach is known, or by exercising reasonable diligence would have been known, to any person other than the person committing the breach who is an employee, officer, or other agent of the business associate. Except as provided in 45 CFR §164.412, the PIHP must require a business associate to provide the notification without unreasonable delay and in no case later than 60 calendar days after discovery of a breach. The notification must include, to the extent possible, the identification of each individual whose unsecured PHI has been, or is reasonably believed by the business associate to have been, accessed, acquired, used, or disclosed during the breach. The PIHP must require a business associate to provide the PIHP with any other available information that the PIHP is required to include in notification to the individual under 45 CFR §164.404(c) at the time of the notification or promptly thereafter as information becomes available.

	PIHP Corrective Action Plan

	Root Cause Analysis: NMRE’s Business Associate Agreement (BAA) template already includes the federal requirement that business associates notify NMRE of any breach of unsecured PHI. However, NMRE did not maintain a standardized internal process to verify that business associates consistently reported breaches within required timeframes or that such notifications were documented. While NMRE had no known incidents during the review period, the absence of a formal tracking and verification procedure limited NMRE’s ability to demonstrate compliance with 45 CFR §164.410.

	PIHP Remediation Plan: The NMRE will review its BAA templates to ensure the provisions of this standard are included in these contracts, including such references as 45 CFR §164.412 and 45 CFR §164.404(c)
NMRE will strengthen its oversight process for business associates to ensure all breaches of unsecured PHI are reported and documented within required timeframes. This enhancement will align with the broader corrective action under Standard VIII, Item #11 (Delegate Oversight and Reporting) but will be expanded to explicitly include Business Associates and subcontractors in addition to CMHSP delegates. 
Specifically, NMRE will: 
1. Revise Breach Notification Policy: 
· Expand the new Section N: Delegate Oversight and Reporting to explicitly include “Business Associates” alongside CMHSP delegates. 
· Clarify that business associates must notify NMRE’s Privacy Office within 10 days of discovery of any suspected or confirmed breach of unsecured PHI, consistent with NMRE’s BAA requirements. 
· Require that such notifications include, at a minimum: 
· Identification of each affected individual (to the extent possible); 
· Description of the type of PHI involved; 
· Date of breach and date of discovery; and 
· Any additional information required under 45 CFR §164.404(c). 
2. Develop a Centralized Tracking Process for Business Associate Reports: 
· Incorporate a new category into NMRE’s existing Breach Tracking Log to document reports from business associates. 
· Include fields for “Business Associate Name,” “Date of Notification Received,” “Number of Individuals Affected,” and “Verification of Required Information Received.” 
· Maintain all documentation for at least six (6) years. 
3. Verification and Oversight: 
· The NMRE Compliance Department will verify that business associate notifications are received within the required timeframe and contain all necessary elements. 
· Quarterly reviews will include both CMHSP delegate and Business Associate breach reports. 
4. Training and Communication: 
· Provide education and guidance to all current Business Associates regarding their notification responsibilities and reporting timelines. 
· Include reference to this process in future BAA renewals or amendments. 

	Responsible Individual(s): Chris VanWagoner, Contract and Provider Network Manager and Brie Molaison, Compliance and Customer Services Officer

	Timeline: Policy Revision (to incorporate Business Associates in Section N): February – March 2026 
Tracking Log update for Business Associate reporting: April 2026 
Training and communication with Business Associates: May – June 2026 
Full compliance demonstration: Next HSAG review cycle 

	MDHHS/HSAG Response: The PIHP’s remediation plan is sufficient to ensure compliance with the requirements for this program area. While no additional information is required to be submitted at this time, the PIHP must proceed with timely implementation of its action plans. Please note, an Accepted designation is not a guarantee of future compliance. Implementation of the PIHP’s action plans and demonstration of compliance will be assessed during future compliance review activities.
	☒ Accepted
☐ Accepted With Recommendations
☐ Not Accepted

	22.	The PIHP’s members have a right to adequate notice of the uses and disclosures of PHI that may be made by the PIHP, and of the member’s rights and the PIHP’s legal duties with respect to PHI.
a. 	The PIHP provides a notice that is written in plain language and that contains the elements required by 45 CFR §164.520(b)(1).
b. 	The PIHP makes the notice available to its members on request as required by 45 CFR §164.520(c).

45 CFR §164.520(a)(1)
45 CFR §164.520(b)(1)
45 CFR §164.520(c)
42 CFR §457.1110
	HSAG Required Evidence:
· Policies and procedures
· Copy of Notice of Privacy Practices
· Link to Notice of Privacy Practices on the PIHP’s website
· Staff training materials
	☐ Met
☒ Not Met
☐ NA

	l. 
	Evidence as Submitted by the PIHP:
· S8_E22_Notice of Privacy Practices (page 2)
· S8_E22_Breach Notification Policy page 5 of 10
· S8_E22_Screenshot_Website Privacy Practices
· S8_E22_Resources | NMRE
	

	PIHP Description of Process: The NMRE provides written notice in in plain language according to regulation, for the disclosure of PHI. The notice is available to all beneficiaries via the NMRE website. 

	HSAG Findings: The PIHP submitted an outdated version of its Notice of Privacy Practices (NOPP) as evidence (revised March 2021) and was unable to confirm during the site review whether the outdated version or the version on the PIHP’s website (revised January 12, 2023) was provided to its members during the review period (i.e., January 1, 2024, through December 31, 2024). HSAG requested the PIHP verify which version was used during the 2024 review period as follow-up. Following the site review, the PIHP responded that there is “no evidence,” and that the PIHP “will work with staff to review the NOPP and ensure that consistent versions are being used.” Additionally, the revised notice on the PIHP’s website still did not contain the header to read exactly as required under 45 CFR §164.520(b)(1)(i), or at least one example of the types of uses and disclosures that the covered entity is permitted to make for the purposes of payment. Finally, the revised notice on the PIHP’s website did not contain a description for the types of use and disclosure that requires an authorization under §164.508(a)(2)–(4).
Recommendations: HSAG strongly recommends that the PIHP proceed with its plan to work with its staff to review the NOPP and ensure consistent versions are being used. Additionally, HSAG continues to strongly recommend that the PIHP review and revise its NOPP to reflect the requirements under 45 CFR §164.520(b)(1), e.g., update the header statement to mirror federal requirements under 45 CFR §164.520(b)(1)(i), include at least one example of the types of uses and disclosures that the covered entity is permitted to make for the purposes of payment under 45 CFR §164.520(b)(1)(ii)(A), as well as include a description of the types of uses and disclosures that require an authorization under §164.508(a)(2)–(4), which relate to psychotherapy notes, marketing, and sale of PHI as required for the NOPP under 45 CFR §164.520(b)(1)(ii)(E). Further, part of the PIHP’s prior CAP was to update its “compliance and ethics training to include that the NOPP will be provided to beneficiaries when they register for service, when privacy practice changes, and at least every three years or upon request.” While this was evident in the PIHP’s S8_E6_Compliance_Training_18, it was not evident in CMHSP S8_E4 Training 2024_slides. HSAG strongly recommends the PIHP ensure its delegates’ training outline all requirements for providing the NOPP to its members under this element. Furthermore, the formatting of the NOPP could be improved overall. HSAG continues to strongly recommend the PIHP review published examples of the NOPP and determine whether it could be updated to be more user friendly and possibly have some of the headers stand out to the reader, such as information regarding: why the PIHP would use or share PHI (for treatment, for payment, for health care operations); when the PIHP can use or share PHI without getting written authorization (approval) from the member; when the PIHP needs written authorization (approval) to use or share PHI; the member’s health information rights; and what the member can do if rights have not been protected. Moreover, HSAG continues to strongly recommend that the PIHP’s formal oversight process of its delegated entities include a component for assessing each entity’s procedures for providing a NOPP and confirm that each delegated entity’s NOPP includes the required components as indicated in 45 CFR §164.520(b)(1)(i-viii). The PIHP should also confirm that its website and its delegated entities’ websites have the NOPP in a conspicuous location so that members can easily retrieve a copy of the NOPP as necessary. Finally, although the new requirements outlined in 45 CFR §164.520 effective in February 2026 were discussed during the site review, HSAG strongly recommends that the PIHP ensure it is adhering to updates made to 45 CFR §164.520, as applicable, and ensure it includes a statement regarding the federal requirements outlined under 42 CFR Part 2 for protecting and prohibiting the sharing of SUD treatment records without prior written consent. If the PIHP does not demonstrate adequate implementation of HSAG’s recommendations during future compliance reviews, the PIHP may receive a Not Met score.

	Required Actions: The PIHP must ensure its NOPP includes all required components as indicated in 45 CFR §164.520(b)(1)(i-viii).

	PIHP Corrective Action Plan

	Root Cause Analysis: Staff turnover and lack of knowledge regarding NOPP.

	PIHP Remediation Plan: The NMRE will update the NOPP Policy with the most up to date and accurate information to ensure that the NMRE policy includes all required components, including the updates being made to 45 CFR 164.520. Furthermore, the updated NMRE policy will be shared with providers across the region and NMRE will ensure that providers are using the updated policy, along with having the updated information on any materials accessible to beneficiaries, including websites. Lastly, the NMRE will update the Compliance Training to ensure that the information being provided does include all required components, current and future.  

	Responsible Individual(s): Brie Molaison, Compliance and Customer Services Officer

	Timeline: March 2026

	MDHHS/HSAG Response: The PIHP’s remediation plan is sufficient to ensure compliance with the requirements for this program area. While no additional information is required to be submitted at this time, the PIHP must proceed with timely implementation of its action plans. Please note, an Accepted designation is not a guarantee of future compliance. Implementation of the PIHP’s action plans and demonstration of compliance will be assessed during future compliance review activities.
	☒ Accepted
☐ Accepted With Recommendations
☐ Not Accepted


Standard IX—Grievance and Appeal Systems
	Standard IX—Grievance and Appeal Systems

	Requirement
	Supporting Documentation
	Score

	2.	A member may file a grievance with the PIHP at any time.
a. 	With the written consent of the member, a provider or an authorized representative may file a grievance on behalf of a member.

42 CFR §438.228
42 CFR §438.402(c)(1)(ii)
42 CFR §438.402(c)(2)(i)
42 CFR §457.1260(b)(1)
42 CFR §457.1260(b)(3)
Contract Schedule A—M(1)(d)
Appeal and Grievance Resolution Processes Technical Requirement—III
Appeal and Grievance Resolution Processes Technical Requirement—VIII(B)(2)
	HSAG Required Evidence:
· Policies and procedures
· Member materials, such as the member handbook
· Member consent form template
· System screenshot of the field where the individual who filed the grievance is documented
· System screenshot of the field where written consent of the member is documented
· Three case examples of a grievance filed by someone other than the member, including the member’s written consent
· HSAG will also use the results of the Grievances File Review
	☐ Met
☒ Not Met
☐ NA


	m. 
	Evidence as Submitted by the PIHP:
· S9_E2_Case Example 1_Written Consent
· S9_E2_Form Written Consent
· S9_E2_Grievance and Appeals Policy_written consent_page 12
· S9_E2_Grievance and Appeals procedure_page 1
· S9_E2_Guide to Services_page 15
· S9_E2_Screenshot Member Verification 
	

	PIHP Description of Process: If someone other than the beneficiary would like to file a grievance, written consent is obtained by the beneficiary for the person to file a grievance on the beneficiary’s behalf.   

	HSAG Findings: The case file review identified two records in which the grievance was filed by someone other than the adult member. During the site review, HSAG requested evidence of guardianship for both records. After the site review, the PIHP submitted the same screenshots that were already provided. For one record (Sample 2), the screenshot indicated that the authorized representative verification was verified via “EMR/EHR.” For the second record (Sample 5), the screenshot indicated that the individual was the member’s guardian, but the authorized representative fields were blank. The PIHP did not submit evidence of guardianship as requested. The PIHP also submitted two additional case examples after the site review. One example was a grievance filed by the parent of a minor, which does not require the member’s written consent, and therefore, is not applicable to the case examples requested. For the second example, the grievance was filed by the guardian and while screenshots of the authorized representative verification fields were submitted, evidence of guardianship was not provided as requested.
Recommendations: The member handbook included the following language: “A provider may file a grievance on your behalf (with verified written consent by you/your legal representative).” However, any individual (provider, family member, friend, etc.) is required to obtain the member’s written consent to file a grievance on the member’s behalf, not just providers. As such, HSAG recommends that the PIHP update the member handbook accordingly. Additionally, while the PIHP submitted a consent form template, the PIHP explained that this form is specific to the PIHP. HSAG recommends that the PIHP ensure its delegates have appropriate processes, including a consent template, to obtain the written consent of the member when an individual (e.g., family member, friend) files a grievance on the member’s behalf. Further, if the PIHP receives a grievance from an individual who is not an authorized representative, the PIHP may contact the member directly and if the member verbally confirms that the member is requesting to file the grievance, the grievance should be documented as a member-initiated oral grievance. In this instance, all communication (e.g., acknowledgement and resolution notices) must occur with the member and not the individual who initially filed the grievance as the individual can only act as a representative of the member with the written consent of the member. If the PIHP does not demonstrate adequate implementation of HSAG’s recommendations during future compliance reviews, the PIHP may receive a Not Met score.

	Required Actions: The PIHP must verify an authorized representative (e.g., guardianship, written consent of the member) when an individual files a grievance on behalf of the member. This verification must be documented in each applicable grievance record.

	PIHP Corrective Action Plan

	Root Cause Analysis: Lack of training/knowledge regarding appropriate process. 

	PIHP Remediation Plan: The NMRE has already updated the member handbook accordingly. The NMRE has also created a region wide consent template to obtain written consent of the member when an individual files a grievance on the member’s behalf. Training will be provided by the NMRE to the region regarding how to properly document the individual filing, the beneficiary consent, and documenting the written consent. 

	Responsible Individual(s): Brie Molaison, NMRE Compliance and Customer Service Officer

	Timeline: By March 2026

	MDHHS/HSAG Response: The PIHP’s remediation plan is sufficient to ensure compliance with the requirements for this program area. While no additional information is required to be submitted at this time, the PIHP must proceed with timely implementation of its action plans. Please note, an Accepted designation is not a guarantee of future compliance. Implementation of the PIHP’s action plans and demonstration of compliance will be assessed during future compliance review activities.
	☒ Accepted
☐ Accepted With Recommendations
☐ Not Accepted

	4.	The PIHP acknowledges receipt of each grievance, within five business days.

42 CFR §438.228
42 CFR §438.406(b)(1)
42 CFR §457.1260(d)
Contract Schedule A—M(2)(e)
Appeal and Grievance Resolution Processes Technical Requirement—VIII(C)(2)
	HSAG Required Evidence:
· Policies and procedures
· Grievance acknowledgment notice template 
· Tracking and reporting mechanisms
· System screenshot of the field where the date of receipt of the grievance is documented
· System screenshot of the field where the date of oral/written acknowledgement and the acknowledgement notice/call notes are documented
· Report of all appeals during the review period, including the date of receipt of the appeals and the date of acknowledgement
· HSAG will also use the results of the Grievances File Review
	☐ Met
☒ Not Met
☐ NA


	n. 
	Evidence as Submitted by the PIHP:
· S9_E4_Beneficiary Grievance and Appeals procedure_page 2
· S9_E4_E6_E7_Grievance Tracking and Reporting
· S9_E4_Screenshot_date received
	

	PIHP Description of Process:  The PIHP sends a notice of receipt of grievance to the beneficiary within 5 business days of the receipt of complaint. The PIHP tracks the compliance of this standard through the quarterly grievance report sent to MDHHS. 

	HSAG Findings: HSAG required a report of all grievances during the review period, including the date of receipt of the grievance and the date of acknowledgement; however, this report was not submitted as evidence for HSAG’s desk review. After the site review, the PIHP submitted a report of all grievances for the PIHP and one CMHSP. However, the CMHSP report identified one grievance which was not acknowledged until six business days after receipt. Additionally, a report for the remaining CMHSPs was not provided. Further, while two reports were provided after the site review, it is unclear if the PIHP is actively monitoring adherence to acknowledgement time frames (e.g., monitoring reports of acknowledgement time frames, case file reviews). Lastly, the SUD provider manual incorrectly informed providers that grievances would be acknowledged within 10 business days as opposed to the required five business days.
Recommendations: The case file review identified one record (Sample 1) which did not include evidence of acknowledgement of the grievance (i.e., screenshot of the date of acknowledgement field and the acknowledgement notice). After the site review, the PIHP submitted a document titled “Notice of Receipt”; however, the notice was the notice of grievance resolution and not the notice of receipt. While the PIHP did not provide additional clarification, as the resolution notice was dated five business days after receipt of the grievance and as the PIHP has five business days to acknowledge receipt of the grievance, HSAG is assuming that the resolution notice served as both the acknowledgement and resolution notice. The PIHP must thoroughly review all grievance case files and be able to explain such anomalies during future compliance reviews. Additionally, HSAG recommends that the PIHP implement mechanisms to monitor adherence to this requirement by reviewing periodic reports on acknowledgement turnaround times (TATs). If the PIHP does not demonstrate adequate implementation of HSAG’s recommendations during future compliance reviews, the PIHP may receive a Not Met score.

	Required Actions: The PIHP must acknowledge receipt of each grievance within five business days and implement processes (e.g., monitoring reports of acknowledgement time frames) to monitor adherence to the acknowledgement time frame standard.

	PIHP Corrective Action Plan

	Root Cause Analysis: Staff turnaround and lack of focused oversight. 

	PIHP Remediation Plan: The NMRE has implemented additional oversight for grievances. Beginning quarter one of fiscal year 2026, each regional provider will submit at least five (5) grievances for the NMRE to review and provide feedback to the provider. The NMRE will also intently review the quarterly grievance report sent to MDHHS for timeframe requirements. Furthermore, the NMRE will be providing a region wide, in-depth re-training of grievance and appeal technical requirements.

	Responsible Individual(s): Brie Molaison, Compliance and Customer Service Officer 

	Timeline: October 1, 2025 – March 2026

	MDHHS/HSAG Response: The PIHP’s remediation plan is sufficient to ensure compliance with the requirements for this program area. However, while the PIHP will be reviewing a sample of grievance cases, a sampling of records does not assure that all grievances are consistently acknowledged timely. As such, HSAG recommends that the PIHP enhance reporting mechanisms to monitor the timeliness of all acknowledgements. While no additional information is required to be submitted at this time, the PIHP must proceed with timely implementation of its action plans. Please note, an Accepted With Recommendation designation is not a guarantee of future compliance. Implementation of the PIHP’s action plans and demonstration of compliance will be assessed during future compliance review activities.
	☐ Accepted
☒ Accepted With Recommendations
☐ Not Accepted

	6.	The PIHP resolves each grievance and provides written notice of resolution, as expeditiously as the member’s health condition requires, within MDHHS-established time frames that do not exceed the time frames specified in 42 CFR §438.408.
a. 	The PIHP resolves the grievance and sends written notice to the affected parties within 90 calendar days from the day the PIHP receives the grievance.

42 CFR §438.228
42 CFR §438.408(a)
42 CFR §438.408(b)(1)
42 CFR §457.1260(e)(12)
 Contract Schedule A—M(1)(e)(v)
Appeal and Grievance Resolution Processes Technical Requirement—VIII(D)(1)
	HSAG Required Evidence:
· Policies and procedures
· Grievance resolution notice template or oral notification script
· Tracking and reporting mechanisms
· System screenshot of the field where the date of receipt of the grievance is documented
· System screenshot of the field where the date of oral/written resolution and the resolution notice/call notes are documented
· HSAG will also use data reported on the grievance universe file/MDHHS reporting template
· HSAG will also use the results of the Grievances File Review
	☐ Met
☒ Not Met
☐ NA


	o. 
	Evidence as Submitted by the PIHP:
· S9_E4_E6_E7_Grievance Tracking and Reporting
· S9_E6_Grievance and Appeals policy_page 7
· S9_E6_Grievance Resolution Template
· S9_E6_Screenshot_call notes documented
· S9_E6_Screenshot_DOR Grievance
· S9_E6_Screenshot Resolution Date
	

	PIHP Description of Process: The PIHP resolves each grievance and provides written notice of resolution, as expeditiously as the member’s health condition requires, within MDHHS-established time frames that do not exceed the time frames specified, which will not exceed 90 days from date of receipt. 

	HSAG Findings: The case file review confirmed that for three grievances, the member was requesting a different provider. While the member was assigned to a new provider in all cases, the record did not include clear documentation that the grievances were reviewed. The cases documented the reason for why the member was requesting a new provider (i.e., provider was not a good fit, member needed more convenient appointment times, member wanted a provider with more knowledge) but there was no actual review into the basis of the complaint (i.e., was the provider providing appropriate care, did the provider have adequate appointment times available, did the provider have the appropriate credentials to treat the member and rendered treatment that met acceptable standards of care). During the site review, the PIHP staff members explained that the PIHP’s expectation is for the grievance reviewer to reach out to the involved staff member and supervisor to ensure the member’s reason for wanting a new provider is fully addressed. However, this documentation was not included in the case file. As part of the grievance review, the PIHP should request specific details from the member, and collect and review medical records and statements from the provider to determine the validity of the member’s complaint. Should a failure in the system be identified (e.g., lack of appointment availability, treatment below acceptable standards of care), corrective actions to prevent a reoccurrence should be taken. Of note, the PIHP received a similar finding during the SFY 2022 compliance review.
Recommendations: HSAG has recommended to MDHHS to establish an expedited review process (e.g., 72-hour resolution time frame) for when a grievance resolution time frame should be completed on an expedited basis (e.g., clinically urgent grievances, grievances related to a denied request for an expedited appeal, grievances related to resolution extension time frames). HSAG recommends that the PIHP implement any future guidance or policy changes implemented by MDHHS. If the PIHP does not demonstrate adequate implementation of HSAG’s recommendations during future compliance reviews, the PIHP may receive a Not Met score.

	Required Actions: The PIHP must fully review and resolve each grievance. The review process and results of the review must be documented in each record.

	PIHP Corrective Action Plan

	Root Cause Analysis: Lack of general guidance and direction on how to establish an expedited review process.

	PIHP Remediation Plan: The NMRE will follow established expedited review process when the grievance resolution time frame should be completed on an expedited basis. Any future guidance from MDHHS will be reflected in an update to NMRE policies and/or guidance. Furthermore, the NMRE will provide region wide training regarding grievance and appeal requirements, including the expedited review process.

	Responsible Individual(s): Brie Molaison, NMRE Compliance and Customer Services Officer

	Timeline: Region wide training will take place by March 2026. Expedited review process will be dependent on MDHHS. 

	MDHHS/HSAG Response: While the PIHP’s remediation plan focused on HSAG’s recommendation, the PIHP must also ensure it has an adequate process for documenting within the grievance record the comprehensive review that occurred to address the grievance. While no additional information is required to be submitted at this time, the PIHP must proceed with timely implementation of its action plans and HSAG’s recommendations. Please note, an Accepted With Recommendations designation is not a guarantee of future compliance. Implementation of the PIHP’s action plans and demonstration of compliance will be assessed during future compliance review activities.
	☐ Accepted
☒ Accepted With Recommendations
☐ Not Accepted

	8.	If the PIHP extends the grievance resolution time frame not at the request of the member, it completes all of the following:
a. 	Makes reasonable efforts to give the member prompt oral notice of the delay.
b. 	Within two calendar days gives the member written notice of the reason for the decision to extend the time frame and informs the member of the right to file a grievance if he or she disagrees with that decision.

42 CFR §438.228
42 CFR §438.408(c)(2)
42 CFR §457.1260(e)(1)
 Contract Schedule A—M(1)(e)(vi)
Appeal and Grievance Resolution Processes Technical Requirement—VIII(D)(2)(a)
	HSAG Required Evidence:
· Policies and procedures
· Grievance extension template letter
· System screenshot of field where oral notice of the extension is documented
· System screenshot of field where written notice of the extension is documented, including the date of the notice
· Three case examples of a grievance with an extension applied, including oral and written notice of the extension
· HSAG will also use the results of the Grievances File Review
	☐ Met
☒ Not Met
☐ NA


	p. 
	Evidence as Submitted by the PIHP:
· S9_E7_E8_Screenshot_Grievance Extension Info
· S9_E8_Grievance and Appeals Policy_page 8
	

	PIHP Description of Process: In the instance of a grievance extension, the PIHP will make reasonable efforts to give the beneficiary prompt oral notice of the delay and provide a written notice of the extension within 2 calendar days, informing the beneficiary they have the right to file another appeal if they disagree with the extension. 

	HSAG Findings: While the PIHP confirmed that it had no grievance resolution time frame extensions during the time period of review, the PIHP did not initially provide a grievance extension notice template as requested by HSAG. After the site review, the PIHP submitted an extension letter template; however, the document appeared to be created on May 23, 2025. Therefore, without further explanation from the PIHP, HSAG was unable to verify the template was effective during the time period of review. Further, while the template informed members to call “***** at *****”, if they do not agree with the extension, the template did not specifically inform members that they have grievance rights if they do not agree with the extension. Lastly, as the notice was on the PIHP’s letterhead, it is unclear whether the PIHP’s delegates were required to use this template or were responsible for creating their own template.
Recommendations: The PIHP’s system did not have a dedicated reportable field to track oral and written notice of extensions and could only document extension notices in the notes section of the module. While the PIHP had no grievance resolution time frame extensions, as it is a contractual requirement (for the PIHP to apply an extension and for members to request an extension), HSAG recommends that the PIHP enhance its system to track and report on the extension provisions. If the PIHP does not demonstrate adequate implementation of HSAG’s recommendations during future compliance reviews, the PIHP may receive a Not Met score.

	Required Actions: If the PIHP extends the grievance resolution time frame not at the request of the member, it must make reasonable efforts to give the member prompt oral notice of the delay, and within two calendar days give the member written notice of the reason for the decision to extend the time frame and inform the member of the right to file a grievance if he or she disagrees with that decision.

	PIHP Corrective Action Plan

	Root Cause Analysis: The NMRE Electronic Health Record (PCE) does not have adequate space to track oral and written notice extensions.

	PIHP Remediation Plan: The NMRE is working in a state-wide PIHP PCE workgroup to make the necessary changes to enhance the tracking and reporting extension provisions.

	Responsible Individual(s): Valerie McBain, NMRE PCE Lead, Brie Molaison, NMRE Compliance and Customer Services Officer

	Timeline: This should be completed by March 2026.

	MDHHS/HSAG Response: The PIHP’s remediation plan is sufficient to ensure compliance with the requirements for this program area. However, the PIHP must ensure it updates its template to specifically inform members that they have grievance rights if they do not agree with the extension. While no additional information is required to be submitted at this time, the PIHP must proceed with timely implementation of its action plans. Please note, an Accepted With Recommendation designation is not a guarantee of future compliance. Implementation of the PIHP’s action plans and demonstration of compliance will be assessed during future compliance review activities.
	☐ Accepted
☒ Accepted With Recommendations
☐ Not Accepted

	14.	The member may file an appeal orally or in writing.
a. 	With the written consent of the member, a provider or an authorized representative may request an appeal on behalf of the member.
b. 	If an appeal is submitted by a third party but does not include a signed document authorizing the third party to act as an authorized representative for the member, the 30-​day time frame begins on the date an authorized representative document is received by the PIHP. The PIHP must notify the member that an authorized representative form or document is required. For purposes of section Schedule A—1(M)(1)(e)(vii), “third party” includes, but is not limited to, health care providers.

42 CFR §438.228
42 CFR §438.402(c)(1)(ii)
42 CFR §438.402(c)(3)(ii)
42 CFR §457.1260(b)(1)
42 CFR §457.1260(b)(3)
Contract Schedule A—1(M)(1)(d) 
Contract Schedule A—1(M)(1)(e)(vii)
Contract Schedule A—1(M)(8)(b)(i)
Appeal and Grievance Resolution Processes Technical Requirement—III
Appeal and Grievance Resolution Processes Technical Requirement—VII(A)(2)
	HSAG Required Evidence:
· Policies and procedures
· Member materials, such as the member handbook
· Member consent form template
· System screenshot of the field of where the individual who filed the appeal is documented
· System screenshot of the field where written consent of the member is documented
· System screenshot of the field where the filing mode is documented (i.e., orally or in writing)
· Three case examples of an appeal filed by someone other than the member, including the member’s written consent
· HSAG will also use the results of the Appeal File Review
	☐ Met
☒ Not Met
☐ NA


	q. 
	Evidence as Submitted by the PIHP:
· S9_E14_Appeal Written Consent
· S9_E14_Grievance and Appeals Procedure_page 5
· S9_E14_Member Handbook_member consent_page 15
· S9_E14_Screenshot Consent
· S9_E14a_filing mode
· S9_E14a_screenshot appellant
	

	PIHP Description of Process: The PIHP accepts the beneficiary’s request for an appeal both orally and in writing, and also accepts written consent from a beneficiary for someone other than the beneficiary to file the appeal on their behalf. The PIHP will notify the beneficiary that an authorized form is needed in order for a representative (someone other than the beneficiary) to file the appeal, including but not limited to, health care providers. 

	HSAG Findings: The case file review identified one record (Sample 4) which included conflicting information about who requested the appeal (i.e., member or authorized representative). During the site review, HSAG requested confirmation for who requested the appeal, and if the appeal was requested by an individual who was not the member, evidence of the verification of the authorized representative. After the site review, the PIHP staff members explained that there was no additional documentation reported, and the PIHP will work with its CMHPS on regular monitoring and appeal cases and provide additional training. Additionally, the PIHP also submitted two additional case examples after the site review. While one example included evidence of guardianship, the second example only included a screenshot indicating that the appeal was filed by a provider and the authorized representative was verified via email; however, the email or confirmation of the authorized representative consent form from the member were not provided. Further, the case file review identified one record (Sample 5) in which the appeal was requested by a provider; however, HSAG was unable to locate the written consent of the member for the provider to appeal on the member’s behalf. Documentation in the record also suggested that the case may have been a provider payment dispute as the member had already received the service and/or was a retro-authorization request. After the site review, the PIHP confirmed that the CMHSP considers these cases as appeals since the provider is disputing the clinical length of stay; therefore, this is a clinical issue and not a billing issue. However, if these cases are considered an appeal and processed as a member appeal, the PIHP and its CMHSP must follow all member appeal processing guidelines (i.e., obtain the member’s written consent for the provider to appeal on the member’s behalf). However, it was also unclear whether this case was truly an appeal as the request from the provider was for a retro-authorization and no ABD notice was submitted with the case file. An appeal is a review of an ABD; therefore, if there was no initial ABD, it does not appear that this case qualified as an appeal. 
Recommendations: HSAG recommends that the PIHP update policy to include the requirements of sub-element (b). Additionally, as the PIHP proceeds with conducting additional training on the requirements of this element, HSAG recommends that it include an emphasis on verifying an authorized representative when an appeal is filed by an individual who is not the member. This may include verification of guardianship or obtaining the member’s written consent. As an alternative, the PIHP could contact and speak directly with the member. If the member verbally requests that he or she wants to file the appeal, the PIHP should document this case as an appeal verbally requested by the member. However, if the PIHP is accepting the verbal request for the appeal by the member, the individual who initially requested the appeal cannot be a party to the appeal (i.e., authorized representative) without the member’s written consent. Therefore, all appeal communications (e.g., acknowledgement and resolution notices) must occur directly with the member. 

	Required Actions: The PIHP must obtain the written consent of the member, a provider or an authorized representative to request an appeal on behalf of the member.

	PIHP Corrective Action Plan

	Root Cause Analysis: Lack of education on how to properly document authorized representatives.

	PIHP Remediation Plan: The NMRE will update the NMRE Grievance and Appeal Policy to include the requirements of sub-element (b). Furthermore, the NMRE regional grievance and appeal training will emphasize the importance of verifying an authorized representative to file the appeal on behalf of the member, along with ensuring the verification is properly documented.

	Responsible Individual(s): Brie Molaison, NMRE Compliance and Customer Services Officer

	Timeline: By March 2026

	MDHHS/HSAG Response: The PIHP’s remediation plan is sufficient to ensure compliance with the requirements for this program area. While no additional information is required to be submitted at this time, the PIHP must proceed with timely implementation of its action plans. Please note, an Accepted designation is not a guarantee of future compliance. Implementation of the PIHP’s action plans and demonstration of compliance will be assessed during future compliance review activities.
	☒ Accepted
☐ Accepted With Recommendations
☐ Not Accepted

	15.	If the PIHP denies a request for expedited resolution of an appeal, it:
a. 	Transfers the appeal to the time frame for standard resolution in accordance with 42 CFR §438.408(b)(2).
b. 	Follows the requirements in 42 CFR §438.408(c)(2), including:
i. 	Makes reasonable efforts to give the member prompt oral notice of the delay.
ii. 	Within two calendar days, gives the member written notice of the reason for the decision to deny the expedited appeal resolution time frame and informs the member of the right to file a grievance if the member disagrees with that decision.

42 CFR §438.228
42 CFR §438.408(b)(2)
42 CFR §438.408(c)(2)
42 CFR §438.410(c)
42 CFR §457.1260(f)
Contract Schedule A—1(M)(8)(b)(v)
Appeal and Grievance Resolution Processes Technical Requirement—VII(C)(2)(c)(i–iii)
	HSAG Required Evidence:
· Policies and procedures
· Denied expedited resolution letter template
· System screenshot of the field where the type of appeal request is documented (i.e., standard versus expedited)
· System screenshot of the field where the denial of an expedited appeal resolution time frame is documented
· System screenshot of the field where oral and written notice of the denied request for an expedited appeal resolution time frame is documented
· Three case examples of a denied request for an expedited appeal resolution time frame, including oral and written notice of the denied request
· HSAG will also use the results of the Appeal File Review
	☐ Met
☒ Not Met
☐ NA


	r. 
	Evidence as Submitted by the PIHP:
· S9_E15_System Screenshots_type_denial ex_oral notice
· S9_E15a.Grievance and Appeals Policy_standard timeframe_page 5
· S9_15a_Grievance and Appeals Policy_page 5
· S9_E15b._Grievance and Appeals Policy_disagree_page 5
· S9_E15b_Grievance and Appeals Policy page 3
· S9_E15b_Grievance and Appeals Policy page 4
	

	PIHP Description of Process: When the PIHP denies the request for an expedited appeal, the appeal timeframe automatically transfers to the standard appeal timeframe of 30 days. The PIHP must make reasonable efforts to give the beneficiary prompt oral notice of the decision and follow up with written notice within 2 calendar days, also informing the beneficiary that they have the right to file a grievance if they disagree with the decision to deny expedited request. 

	HSAG Findings: While the PIHP confirmed that it had no denied requests for an expedited appeal resolution time frame during the time period of review, the PIHP did not initially provide a denied expedited appeal notice template as requested by HSAG. After the site review, the PIHP submitted a letter template; however, the document was created on May 28, 2025. Therefore, without further explanation from the PIHP, HSAG was unable to verify the template was effective during the time period of review. Further, the file name of the template included reference to “2025,” supporting that the template was not applicable to the review period. The template was also specific to one CMHSP; therefore, it is unclear whether the PIHP and the remaining CMHSPs have an appropriate notice for use. 
Recommendations: The PIHP did not demonstrate having the system capability to report on denied requests for expedited appeal resolution time frames, as the only place to document this scenario was in a narrative note. HSAG recommends that the PIHP enhance its system to identify, track, and report on denied requests for expedited appeal resolutions including the date of oral and written notice of the denied request. If the PIHP does not demonstrate adequate implementation of HSAG’s recommendations during future compliance reviews, the PIHP may receive a Not Met score.

	Required Actions If the PIHP denies a request for expedited resolution of an appeal, it must transfer the appeal to the time frame for standard resolution in accordance with 42 CFR §438.408(b)(2); make reasonable efforts to give the member prompt oral notice of the delay; and within two calendar days, give the member written notice of the reason for the decision to deny the expedited appeal resolution time frame and inform the member of the right to file a grievance if the member disagrees with that decision.

	PIHP Corrective Action Plan

	Root Cause Analysis: The NMRE lacks capability to monitor and track denied requests for expedited appeals.

	PIHP Remediation Plan: The NMRE is part of a state-wide PIHP workgroup working to develop updates to our Electronic Health Record (PCE). These updates include a place to identify an expedited request and the outcome of the request, followed by the steps taken after the decision. This enhancement to PCE will also allow a place to document the date of oral notice and written notice for request outcomes.

	Responsible Individual(s): Valerie McBain, NMRE PCE Lead, Brie Molaison, Compliance and Customer Services Officer

	Timeline: March 2026

	MDHHS/HSAG Response: The PIHP’s remediation plan is sufficient to ensure compliance with the requirements for this program area. However, the PIHP must ensure that a denied expedited appeal template is implemented regionwide. While no additional information is required to be submitted at this time, the PIHP must proceed with timely implementation of its action plans. Please note, an Accepted With Recommendation designation is not a guarantee of future compliance. Implementation of the PIHP’s action plans and demonstration of compliance will be assessed during future compliance review activities.
	☐ Accepted
☒ Accepted With Recommendations
☐ Not Accepted

	16.	The PIHP acknowledges receipt of each appeal.
a. 	Standard appeals are acknowledged within 5 business days of receipt.
b. 	Expedited appeals are acknowledged within 72 hours of receipt. 

42 CFR §438.228
42 CFR §438.406(b)(1)
42 CFR §457.1260(d)
Contract Schedule A—1(M)(2)(e) 
Appeal and Grievance Resolution Processes Technical Requirement—VII(B)(2)
	HSAG Required Evidence:
· Policies and procedures
· Appeal acknowledgment template
· Tracking and reporting mechanisms
· System screenshot of the field where the date of receipt of the appeal is documented
· System screenshot of the field where the date of oral/written acknowledgement and the acknowledgement notice/call notes are documented
· Report of all appeals during the review period, including the date of receipt of the appeal and the date of acknowledgement
· HSAG will also use the results of the Appeal File Review
	☐ Met
☒ Not Met
☐ NA


	s. 
	Evidence as Submitted by the PIHP:
· S9_E13_E16_E21_E22_E23_E25_Appeal Tracking and Reporting
· S9_E16_Appeal Acknowledgement Template
· S9_E16_Screenshot Receipt and Oral Notice
· S9_E16_Screenshot Receipt
· S9_E16a_Grievance and Appeals procedure_page 2
· S9_E16b. Beneficiary Grievance and Appeals Procedure_page 3
	

	PIHP Description of Process: The PIHP acknowledges the receipt of each appeal within 5 business days for standard appeal and 72 hours for an expedited appeal. 

	HSAG Findings: The PIHP did not initially submit a report of all appeals during the review period, including the date of receipt of the appeal and the date of acknowledgement as requested by HSAG. After the site review, the PIHP submitted a report of all appeals for two CMHSPs. However, HSAG was unable to locate the acknowledgement date on one CMHSP report. The second CMHSP report included an “Appeal Notice Date” which HSAG assumed was the acknowledgement date. While most appeals listed on the report were acknowledged timely, one case had no acknowledgement date and one appeal had an acknowledgement date 75 days after receipt of the appeal. Additionally, a report for the remaining CMHSPs was not provided. Further, while one report was provided which could be used to monitor timely acknowledgements, it is unclear whether the PIHP is actively monitoring adherence to acknowledgement time frames (e.g., monitoring reports of acknowledgement time frames, case file reviews). The PIHP should also review reports for data anomalies like those identified in the CMHSP report. Further, while the PIHP included the five-business day acknowledgement time frame for standard appeals, it did not include the 72-hour acknowledgement time frame for expedited appeals. Of note, the MDHHS model notice effective during the time period of review for the case files included incorrect information regarding requesting a State fair hearing (SFH) and continuation of benefits. MDHHS’ model notice effective October 1, 2024, has been updated and remediates this finding.
Recommendations: HSAG recommends that the PIHP implement mechanisms to monitor adherence to timely acknowledgements by reviewing periodic reports on acknowledgement TATs. Additionally, HSAG recommends that the PIHP update policy to include the 72-hour acknowledgement TAT for expedited appeals and clarify in policy its process for acknowledging expedited appeals within 72 hours (i.e., whether a separate acknowledgement notice is required or whether the resolution notice serves as both the acknowledgement notice and resolution notice since both must be issued within 72 hours). If the PIHP does not demonstrate adequate implementation of HSAG’s recommendations during future compliance reviews, the PIHP may receive a Not Met score.

	Required Actions: The PIHP must acknowledge receipt of each appeal within five business days of receipt.

	PIHP Corrective Action Plan

	Root Cause Analysis: Lack of knowledge and education of staff

	PIHP Remediation Plan: The NMRE has implemented additional oversight for appeals. Beginning in quarter one of fiscal year 2026, each regional provider will submit at least five (5) appeals for the NMRE to review and provide feedback to the provider. The NMRE will also intently review the quarterly appeal report sent to MDHHS for timeframe requirements. Furthermore, the NMRE will be providing region-wide, in-depth re-training of grievance and appeal technical requirements.

	Responsible Individual(s): Brie Molaison, NMRE Compliance and Customer Services Officer

	Timeline: October 2, 2025 – March 2026

	MDHHS/HSAG Response: The PIHP’s remediation plan is sufficient to ensure compliance with the requirements for this program area. However, while the PIHP will be reviewing a sample of appeal cases, a sampling of records does not ensure that all appeals are consistently acknowledged timely. As such, HSAG recommends that the PIHP enhance reporting mechanisms to monitor the timeliness of all acknowledgements. While no additional information is required to be submitted at this time, the PIHP must proceed with timely implementation of its action plans. Please note, an Accepted With Recommendations designation is not a guarantee of future compliance. Implementation of the PIHP’s action plans and demonstration of compliance will be assessed during future compliance review activities.
	☐ Accepted
☒ Accepted With Recommendations
☐ Not Accepted

	18.	The PIHP treats oral inquiries seeking to appeal an ABD as appeals.

42 CFR §438.228
42 CFR §438.406(b)(3)
42 CFR §457.1260(d) 
Contract Schedule A—1(M)(2)(g)
Appeal and Grievance Resolution Processes Technical Requirement—VII(A)(2) 
	HSAG Required Evidence:
· Policies and procedures
· Member materials, such as the member handbook
· HSAG will also use the results of the Appeal File Review
	☐ Met
☒ Not Met
☐ NA

	t. 
	Evidence as Submitted by the PIHP:
· S9_E18_ Grievance and Appeals Procedure page 2
· S9_E18_Guide to Services_page 15
	

	PIHP Description of Process: The PIHP accepts oral appeal requests. 

	HSAG Findings: According to the Grievance and Appeals Procedure, “The enrollee may request an appeal either orally or in writing. Unless the enrollee requests an expedited resolution, an oral appeal must be followed by a written, signed appeal.”; and according to the SUD provider manual, “The Recipient Rights Advisors may also take a verbal request over the phone. However, an attempt to confirm the request in writing must be made unless the client requests expedited resolution.”; and according to the Northeast Michigan Community Mental Health Authority Grievance and Disputes over Decisions regarding Services and Supports policy, “The request may be oral or in writing. If oral, the request must be confirmed in writing unless expedited resolution was requested.” However, CMS removed the federal rule that required a written signed appeal following an oral request for a verbal appeal in the 2020 update to the Medicaid managed care rule. During the SFY 2022 compliance review activity, HSAG also noted that the PIHP’s policy was incorrect and recommended that it be updated. While the case file review verified that the PIHP accepted verbal requests for appeals, given that the PIHP produced three documents that included inaccurate information and that HSAG’s prior recommendations were not addressed, a Not Met score was warranted for this element.

	Required Actions: The PIHP treats oral inquiries seeking to appeal an ABD as appeals. The PIHP must ensure all applicable PIHP and CMHPS documents are reviewed and updated to include an accurate reflection of the federal Medicaid managed care rule.

	PIHP Corrective Action Plan

	Root Cause Analysis: Lack of updates by responsible staff.

	PIHP Remediation Plan: The NMRE will update the Grievance and Appeals Policy and Procedure to include the identified and required language. The NMRE will ensure that all NMRE materials are updated, as well as all provider documentation.

	Responsible Individual(s): Brie Molaison, NMRE Compliance and Customer Services Officer

	Timeline: March 2026

	MDHHS/HSAG Response: The PIHP’s remediation plan is sufficient to ensure compliance with the requirements for this program area. While no additional information is required to be submitted at this time, the PIHP must proceed with timely implementation of its action plans. Please note, an Accepted designation is not a guarantee of future compliance. Implementation of the PIHP’s action plans and demonstration of compliance will be assessed during future compliance review activities.
	☒ Accepted
☐ Accepted With Recommendations
☐ Not Accepted

	23.	The PIHP may extend the standard or expedited appeal resolution time frames by up to 14 calendar days if:
a. 	The member requests the extension; or 
b. 	The PIHP shows (to the satisfaction of the MDHHS agency, upon its request) that there is need for additional information and how the delay is in the member’s interest.

42 CFR §438.228
42 CFR §438.408(c)(1)
42 CFR §457.1260(e)(1)
Contract Schedule A—1(M)(1)(e)(iv)
Appeal and Grievance Resolution Processes Technical Requirement—VII(C)(3)
	HSAG Required Evidence:
· Policies and procedures
· Tracking and reporting mechanisms
· System screenshot of the field where the date and time of receipt of the appeal is documented
· System screenshot of the field documenting that an extension was applied
· System screenshot of the field where the date the extension was applied is documented
· System screenshot of the field where the reason for the extension is documented
· Three examples of appeals with an extension applied, including the date of receipt of the appeal and the date of the extension
· HSAG will also use data reported on the appeal universe file/MDHHS reporting template
· HSAG will also use the results of the Appeal File Review
	☐ Met
☒ Not Met
☐ NA


	u. 
	Evidence as Submitted by the PIHP:
· S9_E23_Date of Appeal Receipt
· S9_E23_E24_Letter 1 - Appeal Ext.
· S9_E23_E24_Letter 2 - Appeal - Ext.
· S9_E23_E24_NOD - Appeal Ext.
· S9_E23_E24_NOE - Appeal - Ext.
· S9_E23_E24_NOR - Appeal Ext.
· S9_E23_Screenshot_Extension Information
· S9_E23ab_Grievance and Appeals Procedure_page 3
S9_13_E16_E21_E22_E23_E25_Appeal Tracking and Reporting
	

	PIHP Description of Process: At the request of the beneficiary or if the PIHP is able to satisfactorily prove that an extension is in the best interest of the beneficiary, The PIHP will provide an appeal extension of 14 days. 

	HSAG Findings: The case example of an appeal extension confirmed that the appeal resolution time frame was extended; however, the appeal resolution time frame expired on June 14, 2024, but the extension did not occur until June 20, 2024. An extension must be applied prior to the expiration of the appeal resolution time frame. To complete the appeal, a member consultation with a CMHSP physician was scheduled; however, it was scheduled six days after the appeal resolution time frame had already expired. During the SFY 2022 compliance review, HSAG recommended that the PIHP conduct ongoing education to ensure staff have a complete understanding of the extension provisions. This year’s findings confirm a continued need for staff training. Further, the universe file reported no appeals with an extension; however, the case example of the appeal extension confirmed that this case was incorrectly reported as an appeal without an extension.

	Required Actions: The PIHP may extend the standard or expedited appeal resolution time frames by up to 14 calendar days if the PIHP shows (to the satisfaction of the MDHHS agency, upon its request) that there is a need for additional information and how the delay is in the member’s interest. The appeal time frame must be extended prior to the expiration of the appeal time frame.

	PIHP Corrective Action Plan

	Root Cause Analysis: Lack of knowledge and education of staff. 

	PIHP Remediation Plan: The NMRE will be providing a in-depth training on grievance and appeal technical requirements that will include the information regarding extensions. Also, the NMRE has implemented a quarterly report where 5 examples of appeals will be reviewed and the NMRE will provide feedback to the provider. Corrective Action Plans will be distributed if necessary to those providers unable to follow time-frame compliance. 

	Responsible Individual(s): Brie Molaison, Compliance and Customer Services Officer

	Timeline: October 1, 2025 – ongoing

	MDHHS/HSAG Response: The PIHP’s remediation plan is sufficient to ensure compliance with the requirements for this program area. However, the PIHP should also consider reporting enhancements that could be implemented to automate monitoring capabilities. While no additional information is required to be submitted at this time, the PIHP must proceed with timely implementation of its action plans. Please note, an Accepted With Recommendations designation is not a guarantee of future compliance. Implementation of the PIHP’s action plans and demonstration of compliance will be assessed during future compliance review activities.
	☐ Accepted
☒ Accepted With Recommendations
☐ Not Accepted

	25.	In the case that the PIHP fails to adhere to the appeal notice and timing requirements, the member is deemed to have exhausted the PIHP’s appeals process. The member may initiate a State fair hearing (SFH).

42 CFR §438.228
42 CFR §438.408(c)(3)
42 CFR §438.408(f)(1)(i)
42 CFR §457.1260(e)(3)
Contract Schedule A—1(M)(7)(c)(i)
 Appeal and Grievance Resolution Processes Technical Requirement—VII(B)(8)
Appeal and Grievance Resolution Processes Technical Requirement—IX(A)(2)
	HSAG Required Evidence:
· Policies and procedures
· Tracking and reporting mechanisms
· Member materials, such as the member handbook
· Appeal notice template for untimely appeal resolution
· Three case examples of an appeal that was denied due to an untimely resolution
· HSAG will also use data reported on the appeal universe file/MDHHS reporting template
· HSAG will also use the results of the Appeal File Review
	☐ Met
☒ Not Met
☐ NA


	v. 
	Evidence as Submitted by the PIHP:
· S9_E25_ Grievance and Appeals Procedure_page 3
· S9_E25_Guide to Services_page 17
S9_13_E16_E21_E22_E23_E25_Appeal Tracking and Reporting
	

	PIHP Description of Process: In the case that the PIHP does not meet timeframe requirement for notice, the PIHP will notify the beneficiary of their right to initiate a State Fair Hearing. 

	HSAG Findings: The case example of an appeal extension confirmed that the appeal resolution time frame was extended; however, the appeal resolution time frame expired on June 14, 2024, but the extension did not occur until June 20, 2024. To complete the appeal, a member consultation with a CMHSP physician was scheduled; however, it was scheduled six days after the appeal resolution time frame had already expired. When the PIHP fails to adhere to the appeal notice and timing requirements, the member is deemed to have exhausted the PIHP’s appeals process, and the member must be informed of SFH rights. Of note, during the SFY 2022 compliance review activity, HSAG recommended that the PIHP conduct ongoing education to ensure staff have a complete understanding of the requirements of this element. This year’s findings confirm a continued need for staff training. After the site review, the PIHP indicated it had no additional documentation to provide and will work with its CMHSP for regular monitoring of appeal cases and provide additional training to staff.

	Required Actions: In the case that the PIHP fails to adhere to the appeal notice and timing requirements, the member is deemed to have exhausted the PIHP’s appeals process, and the member may initiate a SFH. The PIHP must inform the member of the PIHP’s failure to render the decision timely and provide the member with SFH rights.

	PIHP Corrective Action Plan

	Root Cause Analysis: Lack of education on technical requirements: 

	PIHP Remediation Plan: The NMRE will monitor time frame requirements for appeal notices, while also ensuring that SFH rights are explained and provided in writing to beneficiaries. The NMRE will also provide regional training on grievance and appeal technical requirements, including SFH rights. Furthermore, the NMRE will monitor technical requirements, such as SFH rights and timeframe adherence, with the newly implemented quarterly appeal report.

	Responsible Individual(s): Brie Molaison, NMRE Compliance and Customer Service Officer

	Timeline: October 1, 2025 - ongoing

	MDHHS/HSAG Response: The PIHP’s remediation plan is sufficient to ensure compliance with the requirements for this program area. While no additional information is required to be submitted at this time, the PIHP must proceed with timely implementation of its action plans. Please note, an Accepted designation is not a guarantee of future compliance. Implementation of the PIHP’s action plans and demonstration of compliance will be assessed during future compliance review activities.
	☒ Accepted
☐ Accepted With Recommendations
☐ Not Accepted

	
34.	If the PIHP or the SFH officer reverses a decision to deny, limit, or delay services that were not furnished while the appeal was pending, the PIHP authorizes or provides the disputed services promptly and as expeditiously as the member’s health condition requires but no later than 72 hours from the date it receives notice reversing the determination.

42 CFR §438.228
42 CFR §438.424(a)
42 CFR §457.1260(i)
Contract Schedule A—1(M)(5)(j)
Appeal and Grievance Resolution Processes Technical Requirement—VI(F)
	HSAG Required Evidence:
· Policies and procedures
· Tracking and reporting mechanisms
· Three case examples of an overturned appeal/SFH, including the date and time of the decision and the date and time services were authorized or provided (e.g., evidence of the date/time when authorization was added to system)
· HSAG will also use the results of the Appeal File Review
	☐ Met
☒ Not Met
☐ NA


	w. 
	Evidence as Submitted by the PIHP:
S9_E34 Grievance and Appeals Procedure page 7
	

	PIHP Description of Process: The PIHP will reinstate services that were denied, limited or delayed, within 72 hours of the reversal notice or as expeditiously as the beneficiary’s condition requires. 

	HSAG Findings: The case file review identified one record (Sample 2) which did not include documentation confirming that the overturned service was reinstated within 72 hours. After the site review, the PIHP indicated that it had no additional documentation to provide and will work with its CMHSP for regular monitoring of appeal cases and provide additional training to staff.
Recommendations: While the PIHP’s system documented the date of the appeal decision, it did not capture both the date and time of the appeal decision. The system also did not include a dedicated reportable field to document, track, and report the date and time that services were either provided or authorized. As such, monitoring of adherence to the 72-hour TAT for reinstatement of services is a manual process. HSAG recommends that the PIHP enhance its system to document, track, and report TATs for reinstating services (i.e., for appeals: date and time of the appeal decision to the date and time services were provided or authorized; for SFHs: the date and time the PIHP was notified of the SFH decision to the date and time services were provided or authorized). The PIHP should also consider system enhancements to document how the services were reinstated (e.g., evidence when the authorization was entered and the effective dates of the authorization). System enhancements could better assist the PIHP in reporting and monitoring adherence to this metric. If the PIHP does not demonstrate adequate implementation of HSAG’s recommendations during future compliance reviews, the PIHP may receive a Not Met score.

	Required Actions: If the PIHP or the SFH officer reverses a decision to deny, limit, or delay services that were not furnished while the appeal was pending, the PIHP must authorize or provide the disputed services promptly and as expeditiously as the member’s health condition requires but no later than 72 hours from the date it receives notice reversing the determination.

	PIHP Corrective Action Plan

	Root Cause Analysis: Lack of adequate monitoring and tracking. 

	PIHP Remediation Plan: The NMRE is working with the state-wide PCE workgroup that will enhance EHR to include fields to document the date and time of the decision of appeal, which will ensure reversed decision services will be authorized within the 72-hour timeframe. The NMRE will also monitor the authorization of services for reversed appeal decision via the newly implemented quarterly appeal report. 

	Responsible Individual(s): Brie Molaison, Compliance and Customer Services Officer

	Timeline: October 1, 2025 - ongoing

	MDHHS/HSAG Response: The PIHP’s remediation plan is sufficient to ensure compliance with the requirements for this program area. While no additional information is required to be submitted at this time, the PIHP must proceed with timely implementation of its action plans. Please note, an Accepted designation is not a guarantee of future compliance. Implementation of the PIHP’s action plans and demonstration of compliance will be assessed during future compliance review activities.
	☒ Accepted
☐ Accepted With Recommendations
☐ Not Accepted





Standard XI—Practice Guidelines
	Standard XI—Practice Guidelines

	Requirement
	Supporting Documentation
	Score

	5.	The PIHP disseminates the guidelines to:
a. 	All affected providers.
b. 	Members and potential members, upon request.

42 CFR §438.236(c)
42 CFR §457.1233(c)
Contract Schedule A—1(L)(5)
	HSAG Required Evidence:
· Policies and procedures
· Evidence of dissemination to providers (i.e., provider newsletter, provider manual, provider website)
· Evidence of dissemination to members (i.e., member newsletter, member handbook, member website)
	☐ Met
☒ Not Met
☐ NA

	x. 
	Evidence as Submitted by the PIHP:
· SXI_E4_E5_Practice G_pg3
· SXI_E5_clinical network
· SXI_E5_E6_NMREtraining
· SXI_E5_E7_ MAILER POSTCARD
· SXI_E5_PG_NeMCMH
	

	PIHP Description of Process: The NMRE disseminates practice guidelines to: 
• All affected providers. 
• Members and potential members by an annual mailing which will direct them to the NMRE website. 
• The public by posting to the NMRE website. 

	HSAG Findings: The PIHP provided a copy of an email communication that was sent to all CMHSPs on October 14, 2024, which included the PIHP’s clinical practice guidelines. However, it did not appear that this email communication was also sent to the PIHP’s contracted SUD providers. Additionally, based on meeting minutes, the clinical practice guidelines were reviewed and adopted in March 2024, which was seven months prior to the CMHSPs being notified of the adopted clinical practice guidelines through email communication. Although requested during the site review, the PIHP did not provide evidence that all affected contracted providers, including SUD providers, were provided with the PIHP’s adopted clinical practice guidelines upon approval of those guidelines in March 2024 as required.   

	Required Actions: The PIHP must ensure that it has a process to disseminate the clinical practice guidelines to all affected providers upon adoption of the guidelines. 

	PIHP Corrective Action Plan

	Root Cause Analysis: Miscommunication 

	PIHP Remediation Plan: SUD providers have been invited to QOC meeting for review of Practice Guidelines that will occur in Spring of 2026.

	Responsible Individual(s): Branislava Arsenov, Chief Clinical Officer. 

	Timeline: 4/2026

	MDHHS/HSAG Response: The PIHP’s remediation plan is sufficient to ensure compliance with the requirements for this program area. However, the PIHP must ensure that it has an appropriate process in place to notify all affected providers when changes are made to the clinical practice guidelines. While no additional information is required to be submitted at this time, the PIHP must proceed with timely implementation of its action plans. Please note, an Accepted With Recommendation designation is not a guarantee of future compliance. Implementation of the PIHP’s action plans and demonstration of compliance will be assessed during future compliance review activities.
	☐ Accepted
☒ Accepted With Recommendations
☐ Not Accepted





Standard XII—Health Information Systems
	Standard XII—Health Information Systems

	Requirement
	Supporting Documentation
	Score

	Application Programming Interface 
	
	

	6.	The PIHP implements and maintains an Application Programming Interface (API) as specified in 42 CFR §431.60 (member access to and exchange of data) as if such requirements applied directly to the PIHP. Information is made accessible to its current members or the members’ personal representatives through the API as follows:
a. 	Data concerning adjudicated claims, including claims data for payment decisions that may be appealed, were appealed, or are in the process of appeal, and provider remittances and member cost-sharing pertaining to such claims, no later than one business day after a claim is processed.
b. 	Encounter data no later than one business day after receiving the data from providers compensated on the basis of capitation payments.
c. 	All data classes and data elements included in a content standard in 45 CFR §170.213 (United States Core Data for Interoperability [USCDI]) that are maintained by the PIHP no later than one business day after the PIHP receives the data.
d. 	Information about covered outpatient drugs and updates to such information, including, where applicable, preferred drug list information, no later than one business day after the effective date of any such information or updates to such information.

42 CFR §438.242(b)(5)
42 CFR §431.60
42 CFR §457.1233(d)
45 CFR §170.213
Contract Schedule A—1(R)(18)
	HSAG Required Evidence:
· Policies, procedures, and workflows
· API documentation such as project plan(s), testing and monitoring plan/results 
· Member educational materials, website materials, etc.
· Informational materials for developers on website
· Programming language that includes required information (e.g., parameters for claims, USCDI data elements)
· Mechanisms to ensure data is updated within one business day of receipt
· List of registered third-party applications 
· HSAG will use the results from the API demonstration
	☐ Met
☒ Not Met
☐ NA


	y. 
	Evidence as Submitted by the PIHP:
· https://www.nmre.org/data-sharing/
· PIX_9_4_API_Documentation.pdf
· Payer Data Exchange – PCE User Manual.pdf
· NMRE MAILER 012125.pdf
	

	PIHP Description of Process: In our ongoing effort to meet CMS interoperability standards, NMRE collaborates with our EHR vendor, PCE Systems. Together, we ensure the secure and compliant sharing of healthcare information in a way that meets the needs of our beneficiaries while protecting their privacy. Our website has information about both APIs including links to the API and documentation.

	HSAG Findings: While the PIHP implemented a Patient Access API, it could not speak to how it conducted routine testing of the API and did not provide this documentation prior to or after the site review as requested by HSAG. Additionally, the PIHP submitted its PIX_9_4_API_Documentation.pdf document, which included the required USCDI data elements used for the Patient Access API; however, the PIHP did not provide evidence for which specific USCDI fields would be housed and transmitted through the PIHP’s Patient Access API. During the site review, the PIHP indicated its system was different from the CMHSPs’ system, and while it did have a patient chart, it only contained authorizations and encounter data but did not have any clinical information. Further, following the site review, the PIHP referenced page 8 of PIX_9_4_API_Documentation.pdf, and reported that its API did consider these data elements. However, this was a conflicting statement from what was reported during the site review. Without further explanation, HSAG could not confirm that the PIHP was fully compliant.
Recommendations: HSAG strongly recommends that the PIHP develop its own policies and procedures for its Patient Access API. Within these policies and procedures, the PIHP should include:
· All Patient Access API federal provisions under 42 CFR §431.60 and any applicable cross references. 
· A description of how the PIHP’s API meets the intent of each federal provision.
· A table that includes all USCDI data elements and a cross-reference to which data elements the PIHP has available within its system and the specific data fields that these data elements are being extracted from (and therefore accessible via the API). 
· A description of how the PIHP oversees PCE to ensure the Patient Access API meets all federal provisions, including timeliness requirements. 
· A description of how the PIHP incorporates a mechanism to conduct routine testing of the API. 
· All new requirements outlined under the CMS Interoperability and Prior Authorization Final Rule (CMS-0057-F).
If the PIHP does not demonstrate adequate implementation of HSAG’s recommendations during future compliance reviews, the PIHP may receive a Not Met score.

	Required Actions: The PIHP’s Patient Access API must comply with all data elements in the CMS interoperability final rules.

	PIHP Corrective Action Plan

	Root Cause Analysis: The NMRE did not have a formalized process or written procedure for conducting and documenting routine testing of its Patient Access API to verify compliance with federal interoperability requirements. While the API was operational and publicly accessible through the NMRE website and supported by its EHR vendor, PCE Systems, the NMRE did not maintain internal documentation demonstrating how specific USCDI data elements were housed and made available through the API. The absence of a structured testing schedule and detailed policy framework contributed to the lack of evidence requested during the review.

	PIHP Remediation Plan: The PIHP will develop and adopt a comprehensive Patient Access API Policy and Procedure document that will establish clear expectations for the oversight, functionality, and testing of the API in alignment with 42 CFR.  
The procedure will include routine testing schedule with documentation, USCDI data element crosswalk mapping of all applicable USCDI data elements available through the PCE system with source fields, and vendor collaboration and oversight. 
This new policy and procedure will ensure continuous compliance, internal accountability, and verifiable oversight of the Patient Access API. 

	Responsible Individual(s): Brandon Rhue, Chief Information Officer (CIO)

	Timeline: We will begin policy development before the end of 2025 with plans for review and adoption by Spring 2026.

	MDHHS/HSAG Response: The PIHP’s remediation plan is sufficient to ensure compliance with the requirements for this program area. While no additional information is required to be submitted at this time, the PIHP must proceed with timely implementation of its action plans. Please note, an Accepted designation is not a guarantee of future compliance. Implementation of the PIHP’s action plans and demonstration of compliance will be assessed during future compliance review activities.
	☒ Accepted
☐ Accepted With Recommendations
☐ Not Accepted

	7.	The PIHP maintains a publicly accessible standards-based API described in 42 CFR §431.70 (access to published provider directory information) which is conformant with the technical requirements at 45 CFR §431.60(c), excluding the security protocols related to user authentication and authorization and any other protocols that restrict the availability of this information to particular persons or organizations, the documentation requirements at 45 CFR §431.60(d), and is accessible via a public-facing digital endpoint on the PIHP’s website.

42 CFR §438.242(b)(6)
45 CFR §431.60(c–d)
42 CFR §431.70
42 CFR §438.10(h)(1–2)
42 CFR §457.1233(d)
	HSAG Required Evidence:
· Policies, procedures, and workflows
· API documentation such as project plan(s), testing and monitoring plans/results 
· Stakeholder educational materials, website materials, etc.
· Informational materials for developers on website
· Mechanisms to ensure data is updated within 30 calendar days of receipt of updated provider information
· Programming language that includes required information (e.g., parameters for all information included in 42 CFR §438.10(h)(1–2))
· List of registered third-party applications
· HSAG will use the results from the web-based provider directory demonstration
	☐ Met
☒ Not Met
☐ NA


	z. 
	Evidence as Submitted by the PIHP:
· https://www.nmre.org/data-sharing/
· PIX_9_4_API_Documentation.pdf
· Payer Data Exchange – PCE User Manual.pdf
· NMRE MAILER 012125.pdf
	

	PIHP Description of Process: In our ongoing effort to meet CMS interoperability standards, NMRE collaborates with our EHR vendor, PCE Systems. Together, we ensure the secure and compliant sharing of healthcare information in a way that meets the needs of our beneficiaries while protecting their privacy. Our website has information about both APIs including links to the API and documentation.

	HSAG Findings: While the PIHP implemented the Provider Directory API, the CMS Interoperability and Patient Access Final Rule requires the Provider Directory API to include all information specified in 42 CFR §438.10(h)(1-2), which includes:
· The provider’s name as well as any group affiliation.
· Street address(es).
· Telephone number(s).
· Website uniform resource locator (URL), as appropriate.
· Specialty, as appropriate.
· Whether the provider will accept new members.
· The provider’s cultural and linguistic capabilities, including languages (including American Sign Language) offered by the provider or a skilled medical interpreter at the provider’s office.
· Whether the provider’s office/facility has accommodations for people with physical disabilities, including offices, exam room(s), and equipment.
HSAG reviewers could not verify the provider information available via the API and requested confirmation of the specific data elements that were available. During the site review, the PIHP was able to demonstrate various data elements that were available via the API, such as the provider’s name, street address, and telephone number; however, while the PIHP indicated the provider’s cultural linguistic capabilities and whether the provider’s office/facility had accommodations for people with physical disabilities, it did not maintain the capability to translate this information to the Provider Directory API. After the site review, the PIHP provided an SXII Element 3 API Follow up PCE screenshot and indicated, “We now have the ability to include ‘language spoken’ on the Payer Provider Directory [and] there is a new ‘Accessibility’ section which can be included on your ‘provider’ record/screen, which will also be shared via provider directory…It looks like a few more may still be missing such as URL & ‘Specialty’. We will be working on adding those into the ‘capabilities’, at which point we could add it to the individual systems.” Based on HSAG’s desk review, discussion during the site review, and the explanation provided by the PIHP after the site review, the PIHP was not compliant with all Provider Directory API requirements. 
Recommendations: HSAG strongly recommends that the PIHP develop its own policies and procedures for its Provider Directory API and includes a description of how it implements the federal provisions. Additionally, the PIHP must ensure it implements all new requirements outlined under the CMS Interoperability and Prior Authorization Final Rule (CMS-0057-F). If the PIHP does not demonstrate adequate implementation of HSAG’s recommendations during future compliance reviews, the PIHP may receive a Not Met score.

	Required Actions: The PIHP’s provider directory must comply with all data elements required by 42 CFR §438.242(b)(6) and 42 CFR §438.10(h)(1–2).

	PIHP Corrective Action Plan

	Root Cause Analysis: The NMRE did not have a documented policy or procedure outlining the oversight, testing, and verification of its Provider Directory API as required by CMS interoperability standards. While the API was implemented and contained the majority of required data elements at the time of review, several data fields—such as provider URL and specialty—were added after the site review was conducted. The absence of written documentation specifying the process for testing, data validation, and vendor oversight contributed to the lack of sufficient evidence for full compliance during the audit.

	PIHP Remediation Plan: Since the last communication with HSAG outlining that PCE had added language and accessibility sections, they have also completed the addition of the URL and specialty records. This means that our system now fully supports all API data elements required under 42 CFR §438.10(h)(1–2). To ensure continued compliance, the NMRE will incorporate the Provider Directory API into its consolidated Patient Access and Provider Directory API Policy and Procedure (developed under Standard XII #6).

	Responsible Individual(s): Brandon Rhue, Chief Information Officer (CIO)

	Timeline: Compliance with current data element requirements has already been achieved. Through development and implementation of our new policy and procedure, we will ensure compliance with upcoming and changed requirements moving forward.

	MDHHS/HSAG Response: The PIHP’s remediation plan is sufficient to ensure compliance with the requirements for this program area. While no additional information is required to be submitted at this time, the PIHP must proceed with timely implementation of its action plans. Please note, an Accepted designation is not a guarantee of future compliance. Implementation of the PIHP’s action plans and demonstration of compliance will be assessed during future compliance review activities.
	☒ Accepted
☐ Accepted With Recommendations
☐ Not Accepted





Standard XIII—Quality Assessment and Performance Improvement Program
	Standard XIII—Quality Assessment and Performance Improvement Program

	Requirement
	Supporting Documentation
	Score

	15.	At a minimum, sentinel events as defined in the MDHHS contract are reviewed and acted upon as appropriate. 
a. 	The PIHP or its delegate has three business days after a critical incident occurred to determine if it is a sentinel event. 
b. 	If the critical incident is classified as a sentinel event, the PIHP or its delegate has two subsequent business days to commence a root cause analysis of the event.

Contract Schedule A—1(L)(2)(a) 
Contract Schedule A—1(O)(12) 
QAPIPs for Specialty PIHPs—VIII(A)
	HSAG Required Evidence:
· Policies, procedures, and workflows
· QAPI program description
· Tracking and reporting mechanisms 
· Three examples of the review of critical incidents/sentinel events (date of incident, date incident determined to be a root cause event, and date root cause analysis completed must be provided)
	☐ Met
☒ Not Met
☐ NA


	aa. 
	Evidence as Submitted by the PIHP:
· SXIII_E14-E20_pg2,3,5,9,15,20,27
· SXIII_E14-21_CISE Reporting
· SXIII_E15_ FY2024
· SXIII_E15_ Sentinel Events Process
· SXIII_E15_ WV SE Notification Example 1
· SXIII_E15_Sentinel Events Initial Report - Example 2
· SXIII_E15_Example 3
· SXIII_E15_E16_E17_WV Root Cause Analysis Notes Example A
· SXIII_E15_E16_E17_WV Root Cause Analysis 1-18-24 Example B
· SXIII_E15_E16_pages1,2
· SXIII_E15_E16_pages2,4,6
· SXIII_E15_E17 WV Sentinel Event Log
· SXIII_E15_E17 WV Sentinel Event Log1
· SXIII_E15_FY2025
· SXIII_E15_Incident QIP Log
· SXIII_E15_reporting NMRE system
· SXIII_E15_Sentinel Events Testing
· SXIII_E15_Summary notification
· SXIII_E15_tracking
	

	PIHP Description of Process: New reporting system is uniformed and allows higher accuracy and efficiency. 

	HSAG Findings: The sentinel event examples did not demonstrate that the PIHP was determining critical incidents to be sentinel events within three business days after the critical incident occurred as required. For Example 1, the PIHP was notified of the critical incident on December 3, 2024, but the PIHP did not determine this to be a sentinel event until December 13, 2024. Additionally, it is unclear when the root cause analysis was initiated, as the record was not added into the information system until January 21, 2025. For Example 2, the critical incident was determined to be a sentinel event within the three allowable business days. However, although the critical incident was identified to be a sentinel event on September 3, 2024, the root cause analysis was not added to the system until October 1, 2024, which far exceeds the allowed two subsequent business days requirement. If the root cause analysis was started prior to this date, no documentation of this was provided. For the third example, the PIHP was informed of the member’s death on November 27, 2023, and the root cause analysis discussion did not appear to occur until January 18, 2024. No additional documentation was provided to confirm whether the root cause analysis was initiated prior to January 18, 2024.

	Required Actions: The PIHP or its delegate must determine whether a critical incident is a sentinel event within three business days after a critical incident occurred. If the critical incident is classified as a sentinel event, the PIHP or its delegate must commence a root cause analysis of the event within two subsequent business days.

	PIHP Corrective Action Plan

	Root Cause Analysis: After reviewing the Critical Incident to Sentinel Event process and flow, NMRE found that when a Critical Incident is determined to be a Sentinel Event is also when the RCA starts. This date is captured on the Sentinel Event screen as “Date and Time determined to be a Sentinel Event”.

	PIHP Remediation Plan: The date that it was determined to be a Sentinel Event is when the RCA starts. It isn’t explicitly stated in the EMR (RECON), so NMRE will change the field display to show it is both “Date and Time determined to be a Sentinel Event/RCA Start”.

	Responsible Individual(s): Valerie McBain, Quality Analyst for IT and PCE

	Timeline: System update by 12/31/25

	MDHHS/HSAG Response: The PIHP’s remediation plan is sufficient to ensure compliance with the requirements for this program area. However, the PIHP must ensure that further education and training is conducted with appropriate staff. Additionally, the PIHP must ensure it maintains evidence that an RCA was started on the corresponding date within the “Date and Time determined to be a Sentinel Event/RCA Start” field. While no additional information is required to be submitted at this time, the PIHP must proceed with timely implementation of its action plans. Please note, an Accepted With Recommendation designation is not a guarantee of future compliance. Implementation of the PIHP’s action plans and demonstration of compliance will be assessed during future compliance review activities.
	☐ Accepted
☒ Accepted With Recommendations
☐ Not Accepted
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