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EXECUTIVE SUMMARY 
 

DEPARTMENT OF HEALTH 
INAPPROPRIATE MEDICAID PAYMENTS FOR 
SERVICES TO PERSONS WITH DEVELOPMENTAL OR 
PSYCHIATRIC DISABILITIES 

 
SCOPE OF AUDIT 

 
he Department of Health (Health) administers the State's Medical Assistance 
Program (Medicaid). Health uses the Medicaid Management Information 

System (MMIS), a computerized payment and information reporting system, to 
process and pay provider claims. Eligible Medicaid recipients receive services 
through the Office of Mental Health (OMH) and the Office of Mental Retardation 
and Developmental Disabilities (OMRDD). These services can be provided in 
institutions such as Developmental Centers (OMRDD) and Psychiatric Centers 
(OMH), or in community-based settings, such as Intermediate Care Facilities 
(Facilities) and Community Residences (Residences). 
 
As Medicaid clients transition from one mode of treatment to another, staff in the 
State's 58 local districts and in selected OMRDD regional offices update recipient 
eligibility information on the State's Welfare Management System (WMS). The 
MMIS uses WMS data to pay provider claims. The MMIS contains computer edits 
which flag certain types of transactions during claims processing, to avoid 
making duplicate payments to providers for the same service and to prevent 
paying providers for unnecessary services. 
 
Our audit addressed the following question about payment of Medicaid claims 
from OMH and OMRDD providers for the four and one-half year period April 1, 
1996 through June 30, 2000: 
 
• Has Health established adequate computer controls within the MMIS to 
 ensure that payments for services to persons with developmental or 
 psychiatric disabilities are appropriate? 
 

AUDIT OBSERVATIONS AND CONCLUSIONS 

 
e found that providers received $4.4 million in potentially inappropriate 
Medicaid payments because Health has not established the necessary 
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computer edits in the MMIS to prevent such overpayments. Of the $4.4 million in 
potentially inappropriate payments, about $4 million in payments were made to 
providers of services to developmentally disabled clients (OMRDD).  Further, 
Health did not ensure WMS data is updated timely, and OMRDD did not identify 
the clients who received certain on-site services. 
 
Using computer-assisted audit techniques, we identified thousands of Medicaid 
claims for services to persons with developmental or psychiatric disabilities that 
were inappropriately paid because MMIS does not have the necessary edits.  
The MMIS does not have edits that identify overlapping, and potentially 
inappropriate, claims billed on different invoice types (e.g., a Facility claim and a 
community-based service provider claim) on the same day. In one instance, the 
absence of such cross-invoice edits resulted in Medicaid paying $2.1 million for 
7,923 claims from community-based providers for on-site day treatment services 
to OMRDD clients. Since Medicaid had reimbursed the Facilities to deliver these 
services, the local providers should have sought payment from the Facilities, not 
from Medicaid. Recovering these overpayments may be difficult because 
OMRDD did not identify the recipients who received the on-site services. The 
absence of cross-invoice edits also resulted in provider overpayments of almost 
$700,000 for pharmacy claims, and for overlapping Residence and inpatient 
claims of more than $850,000. We recommend Health include cross-invoice edits 
in the design of its eMedNY payment system now in development, and that 
Health and OMRDD improve existing controls until eMedNY is functional. (See 
pp. 5-7, 9-11) 
 
Recipients in Facilities are not eligible for waivered services, which are designed 
for recipients who live in the community. However, since local districts and 
OMRDD regional offices did not promptly update the WMS to show the type of 
service the recipient was currently eligible to receive, both Facilities and waivered 
service providers were overpaid a total of almost $750,000. We recommend 
Health recover all the overpayments we identified, and ensure the WMS is timely 
updated. (See pp. 7-9) 
 

COMMENTS OF OFFICIALS 

 
he Department of Health’s response to our report included comments from 
OMRDD and OMH officials.  In general, the officials agreed with the 

recommendations we made in our report.  Additionally, based on comments 
made by OMRDD and OMH officials, we modified our report to acknowledge 
remedial actions taken by OMRDD and OMH officials, to clarify procedures, and 
to recognize the distinction between services for people with mental retardation 
and developmental disabilities and mental health services. 
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INTRODUCTION 

 

Background 
he New York State Department of Health (Health) is 
responsible for the overall supervision of New York State's 

Medicaid program and the State's Medicaid Management 
Information System (MMIS). The MMIS is a computerized 
Medicaid claims processing, payment and information reporting 
system operated by Health's fiscal agent, Computer Sciences 
Corporation. 
 
Eligible Medicaid recipients receive services through the Office 
of Mental Health (OMH) and the Office of Mental Retardation 
and Developmental Disabilities (OMRDD). These services can 
be provided in institutions, such as Developmental Centers 
(OMRDD) and Psychiatric Centers (OMH), or in community-
based settings, such as Community Residences (Residences) 
and Intermediate Care Facilities (Facilities). Developmental 
Centers (Centers) provide 24-hour care, supervision and active 
treatment for clients whose needs are best served in an 
intensive treatment facility. Residences are designed to assist 
mentally ill persons in living as independently as possible 
through training and assistance in the skills of daily living and a 
focus on the person's overall rehabilitation. A Facility is a 
sheltered, residential setting that provides intensive care to 
individuals with developmental disabilities through structured 
programs in a 24-hour residential arrangement. 
 
In recent years, OMH and OMRDD have focused on moving 
significant numbers of mentally ill and developmentally disabled 
clients out of large institutions and into smaller community-
based settings. This move from institutions to community-based 
settings has also changed the way services to persons with 
developmental or psychiatric disabilities are reimbursed in New 
York State. Institutional providers, like Centers, receive an all-
inclusive Medicaid reimbursement rate because the institution 
provides a full range of health services (clinic, pharmacy, dental) 
to recipients. By contrast, Residences and Facilities generally 
receive reimbursement rates that are not all-inclusive, since 
recipients in these settings often receive services from 
community-based providers such as physicians, outpatient 
clinics and pharmacies. For example, recipients at Facilities 
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receive day treatment services, which comprise a 
comprehensive array of services, including activities and 
programs that provide diagnostic treatment, active therapeutic 
treatment and habilitative services to the developmentally 
disabled. Although most recipients receive these services off-
site from community-based providers, a Facility may be 
approved to provide day treatment services at the Facility for 
those recipients who are unable to travel off-site. In this case, 
the Facility receives a higher reimbursement rate to include the 
provision of these services, either by the Facility staff or by a 
contractor hired by the Facility. 
 
Some Medicaid recipients who need services live independently 
in the community. Section 1915 (C) of the Social Security Act 
(Home and Community-Based Services Waiver) makes certain 
types of outpatient services available to Medicaid recipients 
under a Federal waiver. So-called "waivered" services are 
designed to help these clients assimilate into their communities 
and live on their own. Since Facility residents live in a sheltered, 
structured setting, Medicaid will not reimburse providers for 
delivering waivered services to these recipients. 
 
Centers and Residences bill Medicaid for residential services on 
a monthly basis. MMIS billing guidelines require that a client 
spend at least 21 days at a Residence, excluding the day of 
discharge and time spent in a hospital or other Medicaid 
reimbursable treatment, for the Residence to obtain 
reimbursement for that client for the entire month. 
 
The Medicaid law is complex, and clients often move from one 
mode of treatment to another. The State's Welfare Management 
System (WMS) is a computerized database that contains 
Medicaid and public assistance eligibility information used in 
administering the State's various assistance programs. MMIS 
uses WMS data to pay provider claims. Staff in the State's 58 
local districts and in selected OMRDD regional offices are 
responsible for updating recipient eligibility information on two 
WMS subsystems: the Principal Provider subsystem and the 
Restriction/Exception subsystem. The Principal Provider 
subsystem contains current client status and treatment code 
data for recipients who need long-term care in facilities, such as 
psychiatric centers and hospitals; the Restriction/Exception 
subsystem identifies codes that either restrict or allow Medicaid 
payments to providers for certain services. Health uses 
information from both subsystems, in conjunction with MMIS 
billing guidelines, to pay providers for delivering appropriate 
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services to clients. The MMIS contains computer edits which 
flag certain types of transactions during claims processing in 
order to avoid making duplicate payments to providers for the 
same service and to prevent paying providers for unnecessary 
services. 
 
In early 2000, Health began designing a new system, eMedNY, 
to replace the existing MMIS eligibility and processing systems 
for all medical service claims, including claims for services to 
persons with developmental or psychiatric disabilities.  Health 
officials estimate the entire project will take several years to 
complete. Health officials have stated their belief that the new 
system will significantly improve Health's accounting for the 
Medicaid program. 
 

Audit Scope, Objective and Methodology 
 

e audited Health's practices for controlling payments to 
providers of services in both institutional and community-

based settings for the period April 1, 1996 through June 30, 
2000. The objective of our performance audit was to determine 
if Health made inappropriate payments to providers of these 
services. To accomplish our objective, we interviewed Health, 
OMH and OMRDD officials. We also reviewed various records, 
applicable Medicaid policies and pertinent Federal and State 
regulations. In addition, we developed computer programs that 
could extract and analyze claims so we could verify the 
appropriateness of Medicaid payments to OMH and OMRDD 
providers on behalf of recipients during our audit period. We 
also reviewed the MMIS editing process. 
 
We conducted our audit in accordance with generally accepted 
government auditing standards. Such standards require that we 
plan and perform our audit to adequately assess Health's 
responsibilities included in our audit scope. Further, these 
standards require that we understand the internal control 
structure of Health, OMH and OMRDD and these agencies' 
compliance with those laws, rules and regulations that are 
relevant to the operations included in our audit scope. An audit 
includes examining, on a test basis, evidence supporting 
transactions recorded in the accounting and operating records 
and applying such other auditing procedures as we consider 
necessary in the circumstances. An audit also includes 
assessing the estimates, judgments and decisions made by 
management. We believe that our audit provides a reasonable 
basis for our findings, conclusions and recommendations. 
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We use a risk-based approach when selecting activities to be 
audited. This approach focuses our audit efforts on those 
operations that have been identified through a preliminary 
survey as having the greatest probability for needing 
improvement. Consequently, by design, finite audit resources 
are used to identify where and how improvements can be made. 
Thus, little audit effort is devoted to reviewing operations that 
may be relatively efficient or effective. As a result, our audit 
reports are prepared on an "exception basis." This report, 
therefore, highlights those areas needing improvement and 
does not address activities that may be functioning properly. 
 

Response of Department Officials to Audit 
 

e provided draft copies of this report to Health officials for 
their review and comment. Their comments have been 

considered in preparing this report and are included as 
Appendix B.  Appendix C contains State Comptroller’s Notes, 
which address certain matters contained in the Department of 
Health’s response. 
 
Based on comments provided by OMRDD and OMH officials 
that were included in the Department of Health’s response, we 
modified our report.  We acknowledged remedial actions taken 
by OMRDD and OMH officials to address our findings.  We 
clarified procedures.  We also recognized the distinction 
between services for people with mental retardation and 
developmental disabilities and mental health services. 
 
Within 90 days of the final release of this report, as required by 
Section 170 of the Executive Law, the Commissioner of the 
Department of Health shall report to the Governor, the State 
Comptroller and leaders of the Legislature and fiscal 
committees, advising what steps were taken to implement the 
recommendations contained in this report, and where 
recommendations were not implemented, the reasons therefor. 
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INAPPROPRIATE MEDICAID PAYMENTS FOR 
SERVICES TO PERSONS WITH 
DEVELOPMENTAL OR PSYCHIATRIC 
DISABILITIES 

 

o ensure appropriate payments for Medicaid services, the 
MMIS uses computer controls and programs that verify the 

accuracy of claims submitted by providers. By using computer 
programs we developed to identify inappropriate billings by 
OMH and OMRDD providers, we determined that the MMIS 
lacks sufficient controls for detecting multiple claims for services 
delivered to the same Medicaid recipient on the same day. We 
also determined that OMRDD and local districts are not always 
prompt in updating the WMS Principal Provider and 
Restriction/Exception subsystems. Because of these 
weaknesses, we determined that Medicaid may have overpaid 
OMRDD and OMH providers of services to persons with either 
developmental disabilities or psychiatric disabilities, 
respectively, a total of $4.4 million for the period April 1, 1996 
through June 30, 2000.  Of the $4.4 million in potentially 
inappropriate payments, about $4 million in payments (90 
percent) were made to providers of services to developmentally 
disabled clients (OMRDD), while the remaining $437,699 of 
payments were made to mental health providers (OMH).  To 
avoid future overpayments, OMRDD and local district staff 
should update the WMS promptly and Health should incorporate 
relevant edits into the design of eMedNY. Until the new system 
is implemented, Health should strengthen MMIS controls, to the 
extent possible, to prevent inappropriate payments. 
 

Overlapping Facility and Day Treatment Claims 
 

hen a Facility is approved to provide on-site day treatment 
services to recipients, the Facility staff can provide the day 

treatment services or the Facility can contract with a community-
based day treatment provider to deliver the services on site. 
Medicaid directly reimburses the provider of day treatment 
services only if the cost of the service is not included in the 
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Facility's reimbursement rate; if the cost is included in the rate, 
the Facility must pay the provider for services rendered. 
 
We found that MMIS may have inappropriately paid 7,923 
claims, totaling approximately $2.1 million, from day treatment 
providers who delivered on-site services to recipients in 
Facilities. Since these Facilities were approved to provide on-
site day treatment services, and had received a reimbursement 
rate adjustment to cover the associated costs, the Facilities 
should have paid the community-based day treatment providers 
for these services. We determined that Medicaid made these 
payments because of two control deficiencies: 1) OMRDD did 
not identify and maintain documentation for those recipients 
who were approved to receive on-site day treatment services; 
and 2) MMIS lacks a system edit to identify claims for recipients 
who receive on-site day treatment services. 
 
We asked OMRDD officials for documentation that would 
identify recipients approved for on-site day treatment during our 
audit period. OMRDD gave us a roster of approximately 200 
Medicaid recipients. However, we later determined that these 
200 individuals were those people currently approved to receive 
on-site services, and that OMRDD had obtained the list from the 
Facilities. OMRDD had no independent documentation of clients 
currently approved for on-site day treatment, and had no 
records of clients approved for such services during the audit 
period. Therefore, OMRDD could not help in determining 
whether Medicaid made inappropriate payments to providers 
who should have been paid by Facilities. To avoid making such 
inappropriate payments, OMRDD must document those 
recipients approved for on-site day treatment. 
 
Health must also develop an MMIS computer edit to flag claims 
for day treatment services delivered to these recipients. MMIS 
claims processing includes a series of automated edits to avoid 
duplicate payments for services, as well as edit bypasses, which 
allow valid claims to avoid unnecessary edits that delay 
processing. For example, when a Facility resident travels off site 
to a provider to receive day treatment services, MMIS should 
properly pay both the Facility and provider claims. Therefore, an 
edit bypass allows for the payment of a Facility claim and a day 
treatment claim for a recipient on the same day. However, this 
edit bypass also allows for the payment of both the claim 
submitted by the Facility that is reimbursed to provide on-site 
day treatment and the claim submitted by the provider of the on-
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site services. This provider should be paid by the Facility, and 
not by Medicaid.  
 
The absence of documentation and the lack of an effective 
processing edit allowed these payments to be made without 
detection. As a result, Medicaid paid $2.1 million in potentially 
inappropriate day treatment claims. Due to OMRDD's lack of 
documentation, we believe that amounts paid for inappropriate 
claims may be difficult to recover. 
 
In response to our draft report, OMRDD officials stated they 
have in place a new internal control procedure to annually 
survey all existing Facility providers to identify the consumers 
who receive in-house day treatment services.  Also, according 
to OMRDD officials, before any new Facility rate is established, 
the Facility provider must document the names of all consumers 
whom the provider projects will receive in-house day treatment 
services.  Additionally, internal control procedures have been 
implemented to monitor outside billing of day treatment services 
for consumers whose day treatment costs are included in the 
Facility rate.  Facility rates will be adjusted for days when any 
outside day treatment services are included in the Facility rate. 
 

Overlapping Facility and Waivered Service Claims 
 

 Facility is a sheltered, residential setting that provides 24-
hour residential arrangements and intensive care to 

individuals with developmental disabilities. Recipients who live 
in Facilities are not eligible to receive waivered services, which 
are designed to help recipients assimilate into the community 
and live independently.  According to Section 1915 (C) of the 
Social Security Act, waivered services will not be furnished to 
recipients while they are inpatients of a hospital, nursing facility 
or a Facility. 
 
Using computer-assisted audit techniques, we analyzed 
Medicaid claims paid for Facility and waivered services during 
our audit period. We found that providers billed Medicaid for 
Facility services for recipients who were not in a Facility and 
were, in fact, receiving waivered services. Likewise, we found 
that providers billed Medicaid for waivered services when the 
recipients were actually in a Facility, and not eligible for 
waivered services. As a result, we identified 206 inappropriate 
payments totaling $748,145 ($568,935 in inappropriate 
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waivered service claims and $179,210 in inappropriate Facility 
claims). 
 
The reason these inappropriate payments occurred is that 
OMRDD and local districts do not update WMS recipient 
eligibility data timely and accurately. MMIS processes Facility 
claims using information from the WMS Principal Provider 
subsystem, and processes claims for waivered services using 
information from the WMS Restriction/Exception subsystem. It is 
essential that the Principal Provider and Restriction/Exception 
subsystems be updated simultaneously to ensure that Medicaid 
pays for only those services the recipient is actually receiving. 
Recipients often transition from one type of service level to 
another. Simultaneous updating reflects such changes and pays 
providers accordingly. 
 
We found that some overpayments were for services that were 
not provided. For example, the local district worker should end-
date the recipient's eligibility information on the WMS Principal 
Provider subsystem when a recipient leaves a Facility. Unless 
this happens, the Facility can continue to bill and receive a 
Medicaid payment for the recipient, even if the recipient is no 
longer in the Facility and is instead receiving waivered services.  
Further when a recipient transitions from the waivered service 
program into a Facility, the local district must enter a code on 
the Restriction/Exception subsystem to indicate that the 
recipient is now residing in a Facility and is no longer eligible to 
receive waivered services. 
 
Since the claims for Facility and waivered services are 
processed separately, the claim for Facility services and the 
claim for waivered services for the same recipient can both be 
processed and paid. Thus, duplicate payments can be made 
without detection until both subsystems are properly updated. In 
addition, when district and OMRDD staff enter eligibility code 
data late (e.g., months after a client has transitioned from one 
type of service to another), there is no process in place by which 
Health can retroactively recover overpayments made to 
Facilities or waivered service providers. 
 
In response to our draft report, OMRDD officials stated that, on 
a post-audit basis, they instituted an internal control program to 
identify overlapping Facility and waiver service claims.  As part 
of this process, OMRDD reviews Medicaid payment data and 
identifies duplicate claims.  Also, at OMRDD’s request, a new 
edit was implemented in MMIS to allow waiver services to be 
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paid only where a restriction exception code is present 
identifying the consumer as waiver-enrolled. 
 

Overlapping Developmental Center and Pharmacy Claims 
 

ecipients in Centers receive a variety of services, including 
physician, transportation, referred ambulatory, laboratory 

and pharmacy services. Centers receive a Medicaid 
reimbursement rate that is all-inclusive (i.e., covers the cost of 
all approved services), and the Center bills Medicaid, on a 
monthly basis, for the cost of these services. If community-
based providers provide services to recipients who reside in the 
Center, the cost of these services should be paid by the Center 
and not by Medicaid. 
 
We identified 20,566 pharmacy claims totaling $689,349 that 
were paid inappropriately by MMIS for recipients in 15 Centers. 
Of the $689,349, $650,584 (94 percent) was paid to three 
Centers. Health officials explained that some overpayments 
occurred when recipients were on leave from the Center and 
had prescriptions filled by a local pharmacy. Another example, 
cited by OMRDD officials, involved a Center that contracted with 
a local pharmacy to fill recipients' prescriptions for an extended 
period because it had no pharmacist on site. Regardless of the 
reasons for using local pharmacists, the Centers - and not 
Medicaid - should pay for their services. 
 
We discussed this issue with Health officials to determine if 
there are edits within MMIS to prevent the payment of pharmacy 
claims for recipients in Centers. We determined that Health has 
implemented edits that prevent duplicate claims of the same 
invoice type (e.g., two pharmacy claims for the same 
prescription and the same client on the same day). However, 
there are no edits to prevent the payment of inappropriate 
payments on different invoice types (e.g., a pharmacy claim and 
a Center claim for the same client on the same day). These 
edits, known as cross-invoice edits, would prevent inappropriate 
payments. Without a cross-invoice editing process that includes 
other MMIS payments made on behalf of the same recipient on 
the same day, Health cannot prevent inappropriate payments to 
pharmacies for recipients who are residents in Centers. 
 
In response to our draft report, OMRDD officials stated they 
implemented several internal control procedures.  For example, 
OMRDD prohibits the use of agreements with pharmacists that 
would allow the pharmacist to bill Medicaid for the services 
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delivered under the agreement.  Also, OMRDD annually reviews 
MMIS billing records to Center residents and investigates the 
appropriateness of outside claims.  Further, OMRDD has taken 
steps to ensure that Center staff members are aware of the 
prohibition against outside billing of Medicaid services for 
Center residents. 
 
Regarding OMRDD’s pharmacy policy, we noted instances 
where the policy did not prevent pharmacies from billing 
Medicaid for services provided to residents in Centers.  In our 
judgment, a system edit is needed to further preclude 
inappropriate Medicaid payments. 
 

Overlapping Community Residence and Inpatient Claims 
 

esidences are facilities for mentally ill and developmentally 
disabled persons who are unable to live independently at a 

particular time. Both OMH and OMRDD license community 
residences for their respective clients.  According to MMIS 
billing guidelines for OMH community residence rehabilitation 
services, "Full monthly billing requires at a minimum: 21 days in 
residence, excluding discharge day, days in hospital or in any 
other Medicaid reimbursable setting. Half-month billing requires, 
at a minimum, 11 days in residence (excluding discharge day, 
days in hospital or in any other Medicaid reimbursable facility)." 
MMIS billing guidelines for OMRDD community residence 
services are similar for full-month billings: "21 days in residence 
with four services delivered." 
 
MMIS payment guidelines require that the recipient be in an 
OMH community residence for at least 21 days to bill the 
monthly rate; the Residence should not bill the monthly rate 
when the recipient is hospitalized for more than 11 days in a 
given month. OMRDD MMIS payment guidelines allow 
Residences to count days toward the 21-day residency 
requirement when a client is absent from the community 
residence on therapeutic leave. Therapeutic leave includes, 
among other things, absences from the community residence to 
visit relatives/friends or for an inpatient hospital stay. The 
regulation allows Residences to charge up to 40 days of 
therapeutic leave per certified bed per year. However, OMRDD 
has no documentation to identify the therapeutic leave days 
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claimed by Residences, and MMIS has no edits to detect 
therapeutic leave on monthly claims. 
 
We identified 381 inappropriate Medicaid claims totaling 
$853,676 ($437,699 in OMH monthly claims and $415,977 in 
OMRDD monthly claims) paid to Residences while recipients 
were hospitalized for more than 11 days in a given month. While 
Residences should not have billed - and Medicaid should not 
have paid - monthly claims for these recipients, billing and 
paying for services at the half-month rate may have been 
appropriate, depending on eligibility for half-month payments. 
 
In examining the MMIS claims payment process to determine 
why these inappropriate payments occurred, we again found 
that the cause of the problem was a lack of cross-invoice edits. 
In this case, there are no edits to identify overlapping Residence 
claims and inpatient claims for the same recipient on the same 
day. As a result, Health cannot ensure that Medicaid payments 
paid to Residences are appropriate. 
 

Recommendations 
 

1. Investigate and recover the overpayments identified in 
this report, as appropriate. 

2. Identify all recipients approved to receive on-site day 
treatment services at Facilities and maintain a roster of 
those recipients. 

3. Ensure that OMRDD and local district workers update 
both the Principal Provider and the Restriction/Exception 
systems timely and accurately to prevent inappropriate 
overlapping payments to Facilities and waivered service 
providers. 

4. Develop edits as part of the new eMedNY system to: 

 • identify recipients receiving on-site day treatment 
 services; 

 • prevent the payment of pharmacy claims for 
 recipients in Centers; and 

 
 • prevent the payment of monthly Residence claims for 

 recipients who are hospitalized for more than 11 days 
 in a given month. 
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Recommendations (Cont’d) 
 
5. Until eMedNY is implemented, conduct periodic audits to 

ensure that recipient rosters are complete and current.
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State Comptroller’s Notes 

Appendix C 

 
 
1. OMRDD officials are correct that our estimate of the amount of day treatment claims 

that may have been overpaid is based on the value of the community-based day 
treatment services paid through MMIS.  We used this information because it was the 
only information upon which to base an estimate.  As we state in our report, OMRDD 
did not identify and maintain documentation for those recipients who were approved 
to receive on-site day treatment services.  We also acknowledge that the value of 
day treatment costs included in the Facility rates is lower than the MMIS payments 
for the community-based day treatment services.  Therefore, OMRDD’s regulatory 
preference that day program services be provided in the community and decision to 
adjust the Facility rates in effect during the audit period will result in a lower 
overpayment; however, the amount of this overpayment cannot be estimated. 

 
2. We have modified our report to reflect these comments. 
 
3. As OMH officials state in their response, mental health providers received only 

$437,699 of the $4.4 million in potentially inappropriate Medicaid payments.  Hence, 
any overstatement of the overpayment to mental health providers as a result of their 
eligibility for half-month payments instead of full-month payments would not be 
material.  Additionally, we could not determine the extent to which providers would 
be eligible for these half-month payments. 

 
 
 
 
 
 


