 TEXAS DEPARTMENT OF STATE HEALTH SERVICES 

QUALITY MANAGEMENT 

TITLE V CHILD HEALTH DENTAL MONITORING INSTRUCTIONS 

         Department of State Health Services (DSHS) contractors are expected to ensure that their subcontractors meet DSHS requirements. Contractors should             have available documentation confirming their oversight of subcontractors.


	 REVIEW CRITERIA
	INSTRUCTIONS

	I. Program Management
	N/A (not applicable) vs. N/R (not reviewed)

· N/A means that the criterion was not applicable to the agency or client at the time of the review.  Prior to a review, criteria may be identified as not applicable to specific programs.  Additionally, certain criteria in the clinical record may not apply to a client because of the type of services the client received.  

· N/R means there was no intent to review the criteria. N/R usually is applicable to Accelerated Monitoring (ACM) reviews since we do not review compliant elements found during the previous review.  

	1. Monthly logs and/or encounter forms of services billed to Title V are maintained.
	The agency maintains monthly logs and/or encounter forms of services billed to Title V which detail the date and type of service provided.

	2.  Revenue collected as co-payment (co-pay) from a client whose services are reimbursed with Title V funds must be identified and reported as program income on the Monthly Reimbursement Request form.  
	The reviewer requests the contractor to provide their method of tracking co-pays and compares it to the same month’s submission of the Monthly Reimbursement Request. The contractor may use a monthly log to document co-payments received for services. 

	3.  The agency has an eligibility policy.  
	The reviewer examines the agency’s eligibility policy which should include:

· client is a Texas resident

· client’s gross family income is at or below 185% of the federal poverty level (FPL)

· client is not eligible for other programs/benefits providing the same services

NOTE: Policy should include supporting documentation accepted by the agency for proof of client’s date of birth/residency/income/family composition. (Must have proof of date of birth, residency and income. If family composition is questionable, must have documentation.)



	4.  The agency has a co-pay policy indicating whether co-pay is collected or not. 
	The reviewer examines the agency’s co-pay policy which should include:

· no co-pay is charged to clients whose family income is at or below 100% of FPL

· client co-pay shall not exceed 25% of the total Title V reimbursement amount for each visit

· services cannot be denied due to inability to pay

· the agency does not collect co-pay



	II. Eligibility
	Record Selection Criteria

· The Regional Contract Coordinator (RCC) will request up to 12-15 child dental records per site visited, with the understanding that up to 10 (1-10) records will be reviewed.

· When selecting records for review, the Regional Contract Coordinator includes, up to three (3) records that were determined presumptively eligible at least 6-12 months prior to the QA visit.

· The reviewer selects the records to be reviewed from monthly billing logs over a period of several months. 

· If a record is not available, select another record for review and inform the team leader so a determination can be made regarding how to mark this section. 

· A finding related to the unavailability of records is noted at the end of the tool in the “Other pertinent information as noted by reviewer” section. 

Scores are based on completion of up to 10 reviewed records.     

· “X” in the “Yes” column indicates compliance with the criterion. 

· “X” in the “No” column indicates noncompliance with the criterion. 

· “N/A” in the “N/A or N/R” column indicates the criterion is not applicable to the client records reviewed. 

· Eight of 10 records scored on the Clinical Record Review tool with “+” in the “Yes” column equals 80% compliance.

NOTE: An eligibility finding resulting in the client’s actual ineligibility is an automatic finding. 

	1.
The agency is utilizing an approved screening and eligibility tool and income/eligibility is appropriately and accurately determined, documented and maintained in the client’s record.


	The reviewer examines client records for an approved and complete screening/eligibility tool.  Approved screening and eligibility tools include: 

· DSHS HOUSEHOLD Eligibility Form EF 05-14214 and DSHS HOUSEHOLD Eligibility Worksheet  EF05-13227

· DSHS approved agency screening/eligibility for paper or electronic (proof of approval must be available for the QMB Team to review) 

· use of the on-line Health and Human Services (HHSC) website:  www.yourtexasbenefits.com 

The reviewer examines the policy and procedure outlining the process for verifying date of birth, family composition, residency and/or income. See the Policy Manual for self-employment income and other special benefits and exemptions. A finding is given if the inaccurate calculation would result in ineligibility.

· The reviewer examines the client records for a completed DSHS HOUSEHOLD Eligibility Form EF 05-14214 and DSHS HOUSEHOLD Eligibility Worksheet EF05-13227, per client.

· The reviewer checks each record for accuracy in the calculation of the client’s income.    If actual or projected income is not received monthly, it is converted to a monthly amount using one of the following methods:

·  weekly income x 4.33

·  every two weeks x 2.17

·  twice a month x 2

If client self-discloses pertinent information that will make them ineligible for Medicaid/ CHIP then no referral will be required, but this fact should be documented in the client’s record. 

If the county has additional requirements, which would deny eligibility for County Indigent Health Care Program (CIHCP) this may be documented and the client not referred. Clients waiting for enrollment into Medicaid/CHIP need to have the enrollment date verification form in the chart. 

A finding is given for incomplete items or miscalculation of income that can result in an incorrect determination of eligibility or if the process is done incorrectly or not done. (Refer to I.1. of the Eligibility and Billing record review tool.)

	2. The record contains supporting eligibility documentation. 
	The reviewer examines the client records for the following supporting documentation:

· date of birth, residence and income 

· family composition, if questionable

· consistent application of agency eligibility policy

· Medicaid, CHIP, denial letters

· updating eligibility when family composition, residence, or income change

· annual re-certification



	3. The client’s Federal Poverty Level (FPL) is appropriately and accurately determined,
    documented, and maintained in the client’s record. 
	Calculation of Applicant’s FPL Percentage:

a. determine household size

b. determine total monthly income amount

c. divide total monthly income by the maximum monthly Income amount at 100% at FPL for the appropriate household size

d. multiply by 100%

e. eligibility begins with the date the completed application was submitted and deemed eligible. This includes the date an applicant is deemed eligible for Presumptive Eligibility.



	4. The record contains evidence that the client was screened for potential eligibility for other payor sources paying for these same services.
	The reviewer verifies that individuals were screened for potential eligibility for Medicaid, CHIP, or other payor sources paying for these same services.

	5.
Presumptive eligibility form is completed prior to receipt of services.
	The reviewer checks to see that the “Presumptive Eligibility” is completed under appropriate circumstances as detailed in the Title V Policy Manual. Presumptive eligibility is if a client presents with a dental need and has not completed the eligibility process.  Presumptive eligibility may be effective for up to 60 days from the date determined presumptively eligible. A client shall be presumptively eligible only once in a 12 month period. Records selected should be 6 – 12 months old or more.  (Refer to I.2. of the Eligibility and Billing record review tool.)

	6.   A current Statement of Applicant’s Rights and Responsibilities Form has been completed/signed/dated by client and by agency staff.
	The reviewer checks each client record for a completed, signed and dated Statement of Applicant’s Rights and Responsibilities Form. Completion of the form is also required for presumptive eligibility. 

 (Refer to I.4. of the Eligibility and Billing record review tool.)

	7.  A current Notice of Eligibility Form or Notice of Ineligibility Form has been completed.
	The reviewer checks each client record to determine that the Notice of Eligibility or Notice of Ineligibility Form has been provided to the client.

	III. Billing
	The same records reviewed for eligibility are reviewed for billing.

NOTE: THE FOLLOWING EXCEPTIONS ARE AUTOMATIC FINDINGS:  

· overcharging the client for covered services 

· billing for services not documented in the client’s record
· billing for CDT code D0145 without certification with the DSHS First Dental Home Program
· billing for clients who are ineligible for Title V services

	1.
Clients at or below 100% of Federal Poverty Level (FPL) are not charged a co-pay for Title V services, as required by Federal law.
	Under Title V Federal Regulations, clients who are at or below 100% of FPL must not be charged a co-pay for Title V services. The reviewer checks the client record to verify adherence to this policy. 

(If the client paid: The agency is required to make adjustments to the client’s account and/or reimburse payments to the client.)

(Refer to II.1. of the Eligibility and Billing record review tool.)

	2.
If a co-pay fee is charged for clients between 101-185% of the FPL, it is consistently applied according to the Title V MCH Manual requirements.  
	The reviewer verifies that the client’s co-pay did not exceed 25% of the total Title V reimbursement amount for each visit.

(If the client over paid: The agency is required to make adjustments to the client’s account and/or reimburse payments to the client.)

NOTE: The contractor must waive co-pay if a client self declares an inability to pay. (Refer to II.2. of the Eligibility and Billing record review tool.)

	3.
Billing is for an allowable service, is supported by documentation in the client record, and matches the Title V billing log and/or encounter forms.


	The reviewer compares client date of services, documentation of orders and results in the client record to verify that the services match the billed services in the Title V billing log and/or encounter forms.

(Refer to II.3. of the Eligibility and Billing record review tool).

If CDT code D0145 DSHS First Dental Home Program is billed, the reviewer confirms the contractor’s dentist certification with the DSHS Oral Health Program. If the code is billed without certification, this is an automatic finding.

	IV.
 Clinical Record Review
	The Regional Contract Coordinator (RCC) will request up to 12-15 child dental records per site visited, with the understanding that up to 10 (1-10) records will be reviewed. The same records will be reviewed by the RCC for the eligibility and billing portion of the review. 
If the contractor does presumptive eligibility the reviewer will include at least 3 charts that were presumptively eligible. 

Additional records may be selected using the agency’s monthly Title V billing log to ensure all components are reviewed. 

Scores are based on completion of up to 10 records reviewed (1-10)
· “X” in the “Yes” column indicates compliance with the criterion. 

· “X” in the “No” column indicates noncompliance with the criterion. 

· “N/A” in the “N/A or N/R” column indicates the criterion is not applicable. 

· Eight of 10 records scored on the Clinical Record Review tool with “+” in the “Yes” column equals 80% compliance.

NOTE: All client dental records must be signed by appropriate staff to include professional signatures, titles and dates.

If a record is not available, select another record for review and inform the team leader so a determination can be made regarding how to mark this section. 

Follow the requirements addressed in the Policies and Procedures Manual for FY16 Title V Maternal and Child Health Fee for Services for Child Health, Dental and Prenatal, Section II, Chapter 5.

	1. Consent forms are completed and signed.
	The record contains the following consents:

· General consent for treatment. 
· NOTE: General consents are scored on the Core Tool.
· Procedure specific consent is required for all treatment plans and procedures where a reasonable possibility of complications exists; and the delivery of any sedative agents.
· Informed consent documentation is required, including parental/guardian consent for the use of physical restraints. The use of restraints is to child dental clients only.
NOTE: If the agency performs any surgical procedures for which consent would be required, please refer to Section II, Chapter 2, Texas Medical Disclosure Panel Consent, in the Policies and Procedures Manual for Title V MCH FFS for Child Health, Dental and Prenatal.

	2. Medical/dental history and risk assessment (initial comprehensive and interval as appropriate) must be documented.
	A medical/dental history must include:

· Reason for visit

· History of the present problem

· Relevant past medical history:

· Allergies, sensitivities or reactions to medicines or other substances (e.g., latex)

· Current medications, including prescription, over the counter (OTC), and complementary and alternative medicines (CAM)

· Medical illnesses (e.g., HIV +)

· Pertinent previous surgery or biopsies

· Assessment and reporting for family violence 
· (Mandated by Texas Family Code, Chapter 261 and as outlined in the ADA’s Code of Professional Conduct concerning abuse and neglect at http://www.ada.org/1381.aspx

· Other:

· Use of tobacco/alcohol including type, duration, frequency and route

· Reproductive health history including pregnancy status

	3. Dental examination is documented. 
	All dental visits must include an oral examination as appropriate. Initial/return dental visit must include:

· Limited head and neck examination for the initial visit and as indicated for return visits

· Assessment and reporting for family violence
·  Blood pressure and pulse as indicated

· Radiographs / photographs as indicated

· Prescription(s) if indicated

· Treatment plan of care

· Procedure(s)/treatment provided

	4. Prescription is documented, if indicated.
	The record contains documentation that verbal and written instruction regarding the prescription was provided.

	5. Education and counseling guidance.          


	Contractors must have written plans for client education that ensures consistency and accuracy of information provided, and that identify mechanisms used to ensure the client understands the information.
Education and counseling appropriate to the client’s level of knowledge and socio-cultural background to meet needs based on:

· Medical/dental history

· Oral Examination

· Radiographs/photographs, if taken

· Procedure(s)/treatment

· Dental nutrition as indicated



	6. Treatment plan of care is documented, as indicated. 
	The record contains documentation of treatment plan of care.

	7. Referrals are documented, as indicated.
	The record contains documentation of referrals, including the provision of pertinent client information to the referral source.

Whenever possible, clients should be given a choice of provider. 

	8. Follow-up is documented to include return visit date, missed appointment(s), and referral outcome for abnormal finding(s).
	The record contains documentation of follow-up, to include the return visit date/timeframe, missed appointments, and referral outcome, as appropriate.

	9.   Refusal of services by client is appropriately documented. 
	The record contains documentation of refusal of services.

	Other pertinent information as noted by reviewer.
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