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Introduction and Assessment Objectives  

The Iowa Department of Human Services (DHS) Division of Mental Health and Disability 

Services (MHDS) engaged Lesa Yawn, PhD JD of Yawn Consulting Group, Inc to conduct an 

assessment of the MHDS Accreditation Bureau. The Iowa MHDS Accreditation Bureau is the 

division entity designated as responsible for evaluating the quality of mental health services 

offered by specified mental health providers.  The Accreditation Bureau evaluates provider 

performance based on demonstrated compliance to the standards set forth in Iowa 

Administrative Code Chapter 24, reports their findings to Mental Health, Mental Retardation, 

Developmental Disabilities and Brain Injury (MHMRDDBI) Commission and makes 

recommendation for accreditation status (actual or deemed). Lesa Yawn conducted the 

assessment of the Iowa MHDS Accreditation Bureau between April and June 2008. This report 

summaries the assessment process including methodology; findings; and recommendations on 

the below assessment objectives.  
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Objective 1: 
Examine the overall organizational infrastructure, rules and statues under which the 

MHDS Accreditation Bureau operates.  

Objective 4: 
Critique the currency, application and validity of Chapter 24 community mental 
health standards by which community-based mental health providers are evaluated.   
 

Objective 3: 
Evaluate the degree of alignment between the MHDS Accreditation Bureau, its 
functions and activities and that of the national accreditation bodies recognized by 
the Mental Health, Mental Retardation, Developmental Disabilities and Brain Injury 
(MHMRDDBI) Commission for the purpose accreditation and “deemed” status.  
 

Objective 5: 
Identify any Accreditation Bureau improvement opportunities in areas of increased 
efficiency, effectiveness, uniformity, consistency, sense of continuity and shared 
partnership amongst its stakeholders. 
 

Objective 2: 
Assess the current overall structure, processes and outputs of the MHDS 
Accreditation Bureau in fulfilling its charge to evaluate the performance of 
designated mental health providers. 
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Background 

The State of Iowa wants the best for its citizens seeking mental health services. To this end, 

specified community based mental health care providers are required to pursue, secure and 

maintain accreditation. In Iowa, granting accreditation (actual or deemed) is a decision made by 

the Mental Health, Mental Retardation, Developmental Disabilities and Brain Injury 

(MHMRDDBI) Commission. Accreditation signifies the provider has met applicable standards as 

specified in Chapter 24 of the Iowa Administrative Code as stated below:  

“CHAPTER 24 
ACCREDITATION OF PROVIDERS OF SERVICES TO PERSONS WITH MENTAL ILLNESS, 
MENTAL RETARDATION, AND DEVELOPMENTAL DISABILITIES 

IAC 5/10/06 

PREAMBLE 
The mental health, mental retardation, developmental disabilities, and brain injury commission has 
established this set of standards to be met by all providers of services to people with mental illness, 
mental retardation, or developmental disabilities that are under the authority of the commission. These 
standards apply to providers that are not required to be licensed by the department of inspections and 
appeals. These providers include community mental health centers, mental health services providers, 
case management providers, and supported community living providers, in accordance with Iowa 
Code chapter 225C. 

 

The standards serve as the foundation of a performance-based review of those organizations for 
which the commission holds accreditation responsibility, as set forth in Iowa Code chapters 225C and 
230A. The mission of accreditation is to assure individuals using the services and the general public of 
organizational accountability for meeting best practices performance levels, for efficient and effective 
management, and for the provision of quality services that result in quality outcomes for individuals 
using the services. 

 

The commission’s intent is to establish standards that are based on the principles of quality improvement 
and are designed to facilitate the provision of excellent quality services that lead to positive 
outcomes. The intent of these standards is to make organizations providing services responsible for 
effecting efficient and effective management and operational systems that enhance the involvement of 
individuals using the services and to establish a best practices level of performance by which to measure 
provider organizations.” 

Chapter 24, initially established in 1985 and subsequently amended on numerous occasions 

over the past twenty (20) years, contains the organizational, operational and clinical standards 

established by the MHMRDDBI Commission that all providers are required to meet. Chapter 24 

indicates that these standards are applicable to community mental health centers, mental health 

services providers, case management providers and supported community living providers and 

others as designated in Iowa Code Chapter 225C.  

441—24.5(225C) Accreditation. The commission shall make all decisions involving issuance, denial, 

or revocation of accreditation. This accreditation shall delineate all categories of service the organization 
is accredited to provide. Although an organization may have more than one facility or service 
site, the commission shall issue only one accreditation notice to the organization, except as provided in 
paragraph 24.5(5)“f.” 
24.5(1) Organizations eligible for accreditation. The commission accredits the following organizations: 
a. Case management providers. 
b. Community mental health centers. 

c. Supported community living providers. 

d. Mental health service providers. 
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In addition to the role of the MHMRDDBI Commission, Chapter 225C also delineates the 

role and responsibility that the Department of Human Services and the Administrator 

Division of Mental Health & Disability Services - Department of Human Services must fulfill 

in ensuring the oversight, monitoring and evaluation of quality mental health services to 

Iowa recipients and family members including the development of standards; collection, 

analyses, trending and report of key data; and administrative and operational responsibility 

for the MHDS Accreditation Bureau leadership and staff. The below underscored sections 

indicate the significance of the role of MHDS division and MHDS Administrator has in 

ensuring quality for the system.    

 
225C.4 Administrator's duties.  

1. To the extent funding is available, the administrator shall perform the following duties:  

a. Prepare and administer state mental health and mental retardation plans for the provision of disability 

services within the state and prepare and administer the state developmental disabilities plan. The 

administrator shall consult with the Iowa department of public health, the state board of regents or a body 

designated by the board for that purpose, the department of management or a body designated by the 

director of the department for that purpose, the department of education, the department of workforce 

development and any other appropriate governmental body, in order to facilitate coordination of disability 

services provided in this state. The state mental health and mental retardation plans shall be consistent with 

the state health plan, and shall incorporate county disability services plans.  

b. Assist county boards of supervisors and mental health and developmental disabilities regional planning 

councils in planning for community-based disability services.  

c. Emphasize the provision of outpatient services by community mental health centers and local mental 

retardation providers as a preferable alternative to inpatient hospital services.  

d. Encourage and facilitate coordination of disability services with the objective of developing and 

maintaining in the state a disability service delivery system to provide disability services to all persons in this 

state who need the services, regardless of the place of residence or economic circumstances of those 

persons. The administrator shall work with the commission and other state agencies, including but not 

limited to the departments of corrections, education, and public health and the state board of regents, to 

develop and implement a strategic plan to expand access to qualified mental health workers across the 

state.  

e. Encourage and facilitate applied research and preventive educational activities related to causes and 

appropriate treatment for disabilities. The administrator may designate, or enter into agreements with, 

private or public agencies to carry out this function.  

f. Promote coordination of community-based services with those of the state mental health institutes and 

state resource centers.  

g. Administer state programs regarding the care, treatment, and supervision of persons with mental illness 

or mental retardation, except the programs administered by the state board of regents.  

h. Administer state appropriations to the mental health and developmental disabilities community services 

fund established by section 225C.7 .  

i. Act as compact administrator with power to effectuate the purposes of interstate compacts on mental 

health.  

j. Establish and maintain a data collection and management information system oriented to the needs of 

patients, providers, the department, and other programs or facilities. The administrator shall annually submit 

to the commission information collected by the department indicating the changes and trends in the disability 

services system.  

k. Prepare a division budget and reports of the division's activities.  

l. Establish suitable agreements with other state agencies to encourage appropriate care and to facilitate 

the coordination of disability services.  



IOWA MHDS Accreditation Bureau Assessment  

 

m. Provide consultation and technical assistance to patients' advocates appointed pursuant to section 

229.19 , in cooperation with the judicial branch and the resident advocate committees appointed for health 

care facilities pursuant to section 135C.25 .  

n. Provide technical assistance to agencies and organizations, to aid them in meeting standards which are 

established, or with which compliance is required, under statutes administered by the administrator, 

including but not limited to chapters 227 and 230A .  

o. Recommend to the commission minimum accreditation standards for the maintenance and operation of 

community mental health centers, services, and programs under section 230A.16 . The administrator's 

review and evaluation of the centers, services, and programs for compliance with the adopted standards 

shall be as provided in section 230A.17 .  

p. Recommend to the commission minimum standards for supported community living services. The 

administrator shall review and evaluate the services for compliance with the adopted standards.  

q. In cooperation with the department of inspections and appeals, recommend minimum standards under 

section 227.4 for the care of and services to persons with mental illness and mental retardation residing in 

county care facilities.  

r. In cooperation with the Iowa department of public health, recommend minimum standards for the 

maintenance and operation of public or private facilities offering disability services, which are not subject to 

licensure by the department or the department of inspections and appeals.  

s. Provide technical assistance concerning disability services and funding to counties and mental health 

and developmental disabilities regional planning councils.  

2. The administrator may:  

a. Apply for, receive, and administer federal aids, grants, and gifts for purposes relating to disability 

services or programs.  

b. Establish and supervise suitable standards of care, treatment, and supervision for persons with 

disabilities in all institutions under the control of the director of human services.  

c. Appoint professional consultants to furnish advice on any matters pertaining to disability services. The 

consultants shall be paid as provided by an appropriation of the general assembly.  

d. Administer a public housing unit within a bureau of the division to apply for, receive, and administer 

federal assistance, grants, and other public or private funds for purposes related to providing housing in 

accordance with section 225C.45 .  

[C50, 54, 58, 62, 66, §218.76; C71, 73, 75, 77, 79, 81, §217.11, 217.12; S81, §225C.3; 81 Acts, ch 78, §4, 

20]  

83 Acts, ch 96, §157, 159; 85 Acts, ch 122, §1; 90 Acts, ch 1204, §45; 92 Acts, ch 1128, §1; 94 Acts, ch 

1170, §13 ; 95 Acts, ch 82, §2 , 13 ; 95 Acts, ch 206, §7 , 12 ; 96 Acts, ch 1186, §23 ; 98 Acts, ch 1047, §20 

; 99 Acts, ch 129, §9 ; 99 Acts, ch 160, §2 , 3 ; 2000 Acts, ch 1112, §33 , 51 ; 2006 Acts, ch 1115, §4 , 5  

 

Currently, the standards for which the designated providers are held responsible are listed in 

Chapter 24. The standards in Chapter 24 are divided in three major sections- standards for 

policy and procedures; standards for organizational activities; and standards for services. 

Standards for services consist of general service standards as well as specific program 

standards for case management services; day treatment services; intensive psychiatric 

rehabilitation services; supported community living services; partial hospitalization; outpatient 

psychotherapy and counseling services; emergency services; and evaluation services.  

Each of the standard sections is then divided in three subsections that include a definition, 

performance benchmark statement(s) and performance indicators. The standards in Chapter 24 

bear a resemblance to the organization and language of the Joint Commission behavioral 

healthcare standards of the mid to late 1990’s prior to the introduction of The Joint 

Commission’s new functional areas. The Joint Commission (the national accrediting body 

formerly known as JCAHO- Joint Commission for Accreditation of Healthcare Organizations).  
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By demonstrating initial and ongoing compliance to these standards, community based 

providers may seek and be granted actual or “deemed” accreditation by the MHMRDDBI 

Commission. The status of accreditation is an indication to the persons served, their families 

and the communities in which they live that the accredited providers have “organizational 

accountability for meeting best practices performance levels, for efficient and effective 

management, and for the provision of quality services that result in quality outcomes for 

individuals using the services”. Thus the status of being accredited should indicate that the 

provider organization has been successful in demonstrating compliance to intent of the 

standards in a meaningful and real way that is reflected in day to day practice. 

It is noteworthy that while Chapter 24 speaks directly to standards associated with case 

management services, day treatment services, intensive psychiatric rehabilitation services, 

supported community living services, partial hospitalization services, outpatient psychotherapy 

and counseling services, emergency services and evaluation services, there is no delineation 

on requirements for accreditation of community mental health centers. 

Iowa Chapter 230A delineates standards associated with Community Mental Health Centers but 

does not describe accreditation standards similar to those for Chapter 24 standards for other 

types of program. The information below speaks to the establishment, monitoring, evaluation 

and reporting of standards but not the specific standards themselves. This appears to reinforce 

the need for continued clarity, equality and consistency among Iowa administrative codes, rules 

and statues.  

      230A.16 Establishment of standards.  
The administrator of the division of mental health and disability services of the department of human 

services shall recommend and the mental health, mental retardation, developmental disabilities, and brain 

injury commission shall adopt standards for community mental health centers and comprehensive 

community mental health programs, with the overall objective of ensuring that each center and each affiliate 

providing services under contract with a center furnishes high quality mental health services within a 

framework of accountability to the community it serves. The standards shall be in substantial conformity with 

those of the psychiatric committee of the joint commission on accreditation of health care organizations and 

other recognized national standards for evaluation of psychiatric facilities unless in the judgment of the 

administrator of the division of mental health and disability services, with approval of the mental health, 

mental retardation, developmental disabilities, and brain injury commission, there are sound reasons for 

departing from the standards. When recommending standards under this section, the administrator of the 

division shall designate an advisory committee representing boards of directors and professional staff of 

community mental health centers to assist in the formulation or revision of standards. At least a simple 

majority of the members of the advisory committee shall be lay representatives of community mental health 

center boards of directors. At least one member of the advisory committee shall be a member of a county 

board of supervisors. The standards recommended under this section shall include requirements that each 

community mental health center established or operating as authorized by section 230A.1 shall:  

1. Maintain and make available to the public a written statement of the services it offers to residents of the 

county or counties it serves, and employ or contract for services with affiliates employing specified minimum 

numbers of professional personnel possessing specified appropriate credentials to assure that the services 

offered are furnished in a manner consistent with currently accepted professional standards in the field of 

mental health.  

2. Unless it is governed by a board of trustees elected or selected under sections 230A.5 and 230A.6 , be 

governed by a board of directors which adequately represents interested professions, consumers of the 

center's services, socioeconomic, cultural, and age groups, and various geographical areas in the county or 

counties served by the center.  
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3. Arrange for the financial condition and transactions of the community mental health center to be audited 

once each year by the auditor of state. However, in lieu of an audit by state accountants, the local governing 

body of a community mental health center organized under this chapter may contract with or employ 

certified public accountants to conduct the audit, pursuant to the applicable terms and conditions prescribed 

by sections 11.6 and 11.19 and audit format prescribed by the auditor of state. Copies of each audit shall be 

furnished by the accountant to the administrator of the division of mental health and disability services and 

the board of supervisors supporting the audited community mental health center.  

4. Adopt and implement procedural rules ensuring that no member of the center's board of directors, or 

board of trustees receives from the center information which identifies or is intended to permit the members 

of the board to identify any person who is a client of that center.  

[C75, 77, 79, 81, S81, §230A.16; 81 Acts, ch 78, §20, 42]  

89 Acts, ch 264, §6; 94 Acts, ch 1170, §42 , 43 ; 2004 Acts, ch 1090, §10 ; 2006 Acts, ch 1115, §28 , 29  

 
        230A.17 Review and evaluation.  

The administrator of the division of mental health and disability services of the department of human 

services may review and evaluate any community mental health center upon the recommendation of the 

mental health, mental retardation, developmental disabilities, and brain injury commission, and shall do so 

upon the written request of the center's board of directors, its chief medical or administrative officer, or the 

board of supervisors of any county from which the center receives public funds. The cost of the review shall 

be paid by the division.  

[C75, 77, 79, 81, S81, §230A.17; 81 Acts, ch 78, §20, 43]  

94 Acts, ch 1170, §44 ; 2004 Acts, ch 1090, §11 ; 2006 Acts, ch 1115, §30  

 

       230A.18 Report of review and evaluation.  

Upon completion of a review made pursuant to section 230A.17 , the review shall be submitted to the board 

of directors and chief medical or administrative officer of the center. If the review concludes that the center 

fails to meet any of the standards established pursuant to section 230A.16 , subsection 1, and that the 

response of the center to this finding is unsatisfactory, these conclusions shall be reported to the mental 

health, mental retardation, developmental disabilities, and brain injury commission which may forward the 

conclusions to the board of directors of the center and request an appropriate response within thirty days. If 

no response is received within thirty days, or if the response is unsatisfactory, the commission may call this 

fact to the attention of the board of supervisors of the county or counties served by the center, and in doing 

so shall indicate what corrective steps have been recommended to the center's board of directors.  

[C75, 77, 79, 81, S81, §230A.18; 81 Acts, ch 78, §20, 44]  

94 Acts, ch 1170, §45 ; 2004 Acts, ch 1090, §12  

 

The national accrediting bodies recognized by MHMRDDBI Commission for deemed status do 

not stipulate different standards for community mental health centers. Rather community mental 

health centers are held to the same organizational, administrative, operational and 

programmatic and service standards that other agencies must meet. However, all national 

accreditation bodies accommodate for size, complexity and volume for each type of the 

organizations they accredit. 

In the Iowa system, provider accreditation is granted by the MHMRDDBI Commission and is 

achieved by one of two methods- deemed accreditation or accreditation through review and 

survey by the MHDS Accreditation Bureau. A decision can be made to grant “deemed” status 

upon request when a provider has been accredited by one of the national accrediting bodies 

recognized as meeting criteria for deeming or when a provider is certification under the 

Medicaid home and community –based services waiver (HCBS). The recognized national 

accrediting bodies recognized include CARF, Council on Accreditation (COA), The Council on 

Quality and Leadership (CQL) and The Joint Commission.   
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The process and requirements for deemed status application, review and granting deemed 

status are detailed in Chapter 24. The MHDS Accreditation Bureau structure and processes for 

reviewing organizations for deemed status recommendation were reviewed as part of this 

assessment. However, it should be noted that because it is a minimal process with little decision 

making and no formal criteria, there were no significant findings. Recommendations are 

included in the recommendations section of this report. 

Eligible providers not accredited by national accrediting bodies nor HCBS certified must seek 

accreditation by making application to the MHMRDDBI Commission according to the 

procedures outlined in Chapter 24. These organizations include case management providers, 

community mental health centers, supportive community living providers and mental health 

providers. Following application review-once all required information is judged completed- the 

Accreditation Bureau begins its survey process. This process includes a combined offsite and 

onsite review resulting in a recommended accreditation decision to the MHMRDDBI 

Commission. There are a number of accreditation decisions ranging from initial 270-day 

accreditation to no accreditation. There is an appeals process available to providers regarding 

their accreditation decision if they are not satisfied with the resulting decision. It is this 

accreditation review and survey process- from receipt of application through granting of 

accreditation as well as the supporting structure, workflows and outputs performed by the 

MHDS Accreditation Bureau that was the primary focus of the assessment.  
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Methodology 

Lesa Yawn brought extensive experience and expertise to this assessment consultation. As 

detailed in the attached bio she has participated in the development of standards for the 

national accrediting bodies for fifteen years; overseen the implementation of continuous quality 

improvement (CQI) for numerous organizations- including two Malcolm Baldrige finalists- for 

twenty years; and provided technical assistance in accreditation preparation by all the major 

national accrediting bodies (CARF, COA, JC, NCQA, URAC) to over 370 healthcare systems, 

organizations and programs- including state-wide systems for twenty-five years. All this 

knowledge and competency was used to assess the MHDS Accreditation Bureau. 

The assessment process was seen as the first step in a larger initiative to re-engineer the 

MHDS Accreditation Bureau. It should be noted at this time that the impetus to re-engineer the 

MHDS Accreditation Bureau was not necessarily due to any glaring deficiencies in the 

Accreditation Bureau structure, processes and outputs but in the inherent principle that an entity 

responsible for overseeing and reviewing the performance improvement and quality 

management in other organizations should be the leader and model to others for doing exactly 

that for its own internal operations and processes on an ongoing basis both formally and 

informally.  

The methodology used to assess MHDS Accreditation Bureau was divided in four distinct 

phases (1) off-site review (2) on-site review (3) analyses and (4) reporting. Each of the four 

objectives listed in the previous section were considered through the assessment phases and 

were integrated into the findings and recommendations in the following sections. 

Off-Site Review 

The off-site review was conducted both prior to and following the May 9, 2008 onsite visit and 

consisted of the review of numerous documents and materials requested and provided by the 

Iowa Division of MDHS and the MHDS Accreditation Bureau.  A complete and specific list of 

these materials is included in Appendix A of this report under “documents and materials 

reviewed”. These general documents and materials included state code, regulations, rules; 

Accreditation Bureau data, correspondence, survey methodology, tools and provider survey 

reports over consecutive years, and response to a set of questions asked by the consultant 

(Yawn); training materials for surveyors; provider application and accreditation requirements; 

and other Iowa DHS, MHDS MHMRDDBI Commission information.  
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All documents and materials were carefully reviewed for a better understanding of mission, 

organization and day to day operations of the Accreditation Bureau and its relationship to the 

Iowa state and county system, DHS, MHDS, provider network, recipients and families.  While 

reviewing all documentation and materials, consultant used a proprietary assessment tool that 

looks for consistency, objectivity, measurably, uniformity, continuity, workforce transferability, 

presence of principles of CQI, inter-rater reliability, statistically sound methodology, sampling 

and professionalism in content and presentation within each and across all documents- 

particularly those used and produced by the Accreditation Bureau.   

Onsite Review 

On May 9, MHDS Accreditation Bureau staff, DHS senior staff and representatives from the 

provider community met with Lesa Yawn to discuss their thoughts, perceptions and suggestions 

regarding the functions, strengths and any possible opportunities for improvement of the Iowa 

accreditation system and the MHDS Accreditation Bureau specifically. Meetings included single 

individual meetings and group meetings (as noted below). The participants included: 

• Allen W. Parks, EdD, MPH - Administrator Division of Mental Health & Disability 

Services - Department of Human Services (single) 

• Jim Overland - Bureau Chief – Accreditation (singe) 

• Dennis Sibert, Craig Peterson - Accreditation staff present / Cheri Reisner (absent) 

(group) 

• Kevin Concannon - Director of Department of Human Services (group with Dr Parks) 

• Tom Eachus - Executive Director / Black Hawk Mental Health Center (provider group) 

• Patrick Schmitz - Executive Director / Plains Area Mental Health Center (provider group) 

• Cindy Kaestner - Executive Director / Abbe Center (provider group) 

• Maribel Slinde - Executive Director / Wesley Community Services (provider group) 

• Kelley Pennington and Allen Parks ( provider group) 

• Bill Gardam - Division Administrator / Results Based Accountability (group with Gene)  

• Gene Gessow - Division of Medical Services / Iowa Medicaid Enterprise (group with Bill)  

Some of the meeting time involved structured questions formulated to confirm or negate 

conclusions drawn from review of the documents and materials pre-site visit; or to answer 

questions posed to ascertain whether or not documentation reflected actual practice. Some of 

the meeting time was less structured to give participants an opportunity to share ideas and 

suggestions for redesign of the performance review accreditation system as a whole as well as 

the Accreditation Bureau.  All participants were engaged, forthcoming and appeared eager to 

investigate ways to improve the overall effectiveness, efficiency and meaningfulness of the 
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Accreditation Bureau while forging a greater partnership amongst Accreditation Bureau staff, 

providers, recipients, families and communities.  

As part of the onsite visit, additional documents and materials were provided as requested. 

These included excel spreadsheets of the accredited provider network, historical survey reports 

from the same provider organizations as previously reviewed to look for continuity within the  

accreditation cycle and any “problem prone” surveys resulting in recommendations to restrict 

accreditation. A questionnaire was later submitted to Accreditation Bureau staff to which they 

responded promptly. The questionnaire and the Accreditation Bureau responses are included in 

the Appendix. 

Analyses 

Even with use of the assessment tool, formulated questions and a variety of checklists 

examining content- a totally objective scoring system and precise analyses of data was 

impossible. In addition, it was quite difficult to look at the functioning of the Accreditation Bureau 

separate from the content of the Iowa Administrative Code Chapter 24 standards. Therefore, the 

analyses of the Accreditation Bureau and the MHDS accreditation system as a whole are 

admittedly partially subjective. However, all conclusions are based on the experience and 

expertise of the consultant. That being said, it is important to note that as much as possible 

analyses (objective and subjective) centered around the prevalence of valued characteristics in 

all accreditation infrastructure, practice and products and the assessment objectives. Findings 

related to both can be found in following section of this report. The valued characteristics 

considered were:    

• Standards 

o Intent and Clarity  

o Organization  

o Relationship 

o Duplication 

o Measurability 

o Practicality and Application 

o Value and Weighted 

• Survey Process (off and onsite) 

o Organized and Predictability 

o Time-sensitive, Resource-sensitive and Efficiency  

o Effective 
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o Collaborative 

o Consistent, Uniform and Standardized 

o Immediate Feedback 

o Infused with principles of PI/CQI 

• Survey Methodology 

o Sampling 

o Statistically sound, Validity and Reliability 

• Surveyors 

o Clarity of role and responsibilities 

o Defined knowledge and skill based competencies 

o Inter-rater reliability 

o Workforce Transferability 

• Survey Report 

o Concise and Readability 

o Meaningfulness and usefulness in improving services 

o Continuity from previous report(s) 

o Professional presentation and consistent, standardized templates 

o General correspondence - Professional presentation and consistent,  

standardized templates 

• General 

o Built on quality management and performance improvement principles 

o Tracks effectiveness of corrective action through time 

o Promotes both process and outcomes 

o Moves beyond presence and timeliness to content and quality 

o Rewards creativity and innovation 

o Leads with best and promising practices and emphasizes evidence based care  

Reporting 
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The findings and recommendations sections of this report are meant to serve as the results of 

the assessment process. In the findings section, the current strengths, limitations and potential 

opportunities for improvement for the Accreditation Bureau are identified.  The 

recommendations section lays out a series of possible options for “next steps” that could be 

incorporated into a work plan to re-engineer the Accreditation Bureau. Following the review and 

distribution of this report, the consultant is available for any number of possible follow-up 

reporting possibilities including conference calls with all assessment participants, stakeholder 

groups, possible workgroups or others as identified by Iowa DHS Division of Mental Health & 

Disability Administrator, Dr. Parks Of course, any misstatement or inaccuracies noted will be 

corrected prior to issuance of final report for wider distribution.  
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Findings 

In order to provide both a focused and comprehensive review of the assessment findings, this 

section is divided into three (3) sections 

• Findings related to documents and materials reviewed 

• Findings related to onsite meetings 

• Findings related to accreditation characteristics 

General Findings 

By nature, there is a tendency when reviewing any findings section of an assessment such as 

this to focus on the “opportunities for improvement” as perceived deficiencies and as such 

dismiss the strengths mentioned; disregard the less than favourable findings as inaccurate; 

make excuses; become defensive; move to protect the status quo; or create distractions that 

can get in the way of positive and meaningful innovation. Any of these can become barriers to 

essential continuous quality improvement (CQI) activity. However, I believe there is a strong 

commitment by DHS MHDS senior management, Accreditation Bureau and provider network to 

re-engineer the Iowa accreditation system and the MHDS Accreditation Bureau for the 

betterment of all that can and should overcome any barriers.  

In general, the Iowa accreditation system and the MHDS Accreditation Bureau have a variety of 

strengths. 

• It is unique among state systems- offering a viable alternative to mental health providers 

who are required to participate in a more rigorous form of auditing then licensure but do 

not have the budget to pursue and maintain accreditation from a national accreditor.  

• DHS, MHDS and MHMMDDBI Commission are committed to the changes that need to 

be made to ensure the Iowa accreditation system and process is the most robust and 

comprehensive review process it can be. 

• The system has precedent for amending administrative codes, rules and statues.  
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• DHS and MHDS Leadership and senior management are committed to providing the 

supports and resources to properly re-engineer the Accreditation Bureau for 

sustainability 

• MHDS senior management began the re-engineering process with an external 

assessment process. 

• As stated on page seven (7) in the document “Recommendations and Comments from 

the Department of Human Services, Division of Mental Health and Disability Services on 

the Report of Workgroups on Mental Health Systems Improvement”, MHDS supports the 

revision of standards in Chapter 24 following the revision of Ch.230a that would ensure 

the development of new standards that among other things will: 

o Support CQI 

o Provide detail to CMHCs on governance, administrative and services functions  

o Expand mental health service definitions to include community planning, 

consultation and education services  

o Establish requirements, scope of practice, criteria and processes for oversight of 

staff credentialing; assessing, building and maintaining knowledge and skill-

based competencies; professional development activities; and administrative and 

clinical oversight and supervision 

o Standardize and automate Accreditation Bureau assessment tools and 

processes  

o Focus on both outcomes and processes of standards  

• The Accreditation Bureau Chief has begun to develop some tools to quantify staff time 

as it relates to survey preparation 

• The Accreditation Bureau staff are seasoned and experienced in their positions.  

• Both Accreditation Bureau staff and providers want the accreditation process to be 

meaningful and collaborative and focus on the principle of ongoing performance 

improvement and quality management 

• There is a mutual commitment to the care and well being of the recipients, families and 

communities of the state of Iowa that is shared between the providers and the 

Accreditation Bureau Staff.  

  Documents and Materials Review Findings 

The documents and materials review findings section is divided into three groups that 

corresponds directly with the grouping of documents and materials listed in Appendix A in the 

back of this report.  

The first section of findings identified as “group one” are those related to documents and 

materials such as  Iowa state plan, administrative codes, rules, regulations (included 

proposed changes the Iowa Chapter 230A), DHS MHDS System Improvement Workgroup 

Activities, MHMRDDBI Commission duties and most importantly Iowa Administrative Code 

Chapter 24. While not under the direct purview of the Accreditation Bureau or MHDS, these 



IOWA MHDS Accreditation Bureau Assessment  

 

 

 

 

 

 

 

 

 

 

 

 

Group One 

 

Findings- Group One 

• There is a history of and a sense of ongoing collaboration among stakeholders to focus 

on accreditation, performance improvement and quality management as demonstrated 

in documentation of the DHS, MHDS Mental Health Systems Improvement Workgroups 

Report and the MHMRDDBI Commission documentation (on the web site 

http://www.dhs.state.ia.us/MHDD/MIMRDDBI_commission/index.html, Iowa Code 

225C.5, meeting minutes, etc.) 

• As follow-up to the above Workgroup recommendations, revisions have begun on 

Chapter 230a to be followed by Chapter 24. 

• The updated revisions and final versions will significantly help in that as with most state 

systems, there are inconsistencies across codes and regulations that govern the Iowa 

accreditation process. A noted exception is the program specific standards in Chapter 24 

(pages 11-16) match the state service definitions for the services listed. 

• There is a need for clarity, consistency and equality across the Iowa Administrative 

Codes Chapter 24, 255C, 230A as described in Background of Part One of this report. 

• There is urgency to delineate roles and responsibility of standards development/revision 

and consistent, uniform and timely monitoring of all providers of mental health services.   

The second section of findings in this section identified as “group two” are related to 

documents and materials which while not entirely under the purview of MHDS and the 

MHDS Accreditation Bureau may be collaborative developed by DHS, MHDS, MHMRDDBI 

Commission, Stakeholders, Accreditation Bureau and therefore more readily (and quickly) 

reviewed  and revised for improvement than the above documents and materials. The third section of findings under the documents and materials review section identified as 

“group three” are related to those outputs and work products which are generated by the 

Accreditation Bureau and Accreditation Bureau staff. As such, these can be evaluated and 

revised at will to by MHDS Accreditation Bureau to better reflect the valued characteristics of 

national accrediting body process and products.  
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• Chapter 225C outlines the role and responsibilities of the MHDS Administrator in 

establishing standards, monitoring and evaluating providers. These activities need to be 

adequately described, clarified and aligned with other state codes. 

• Issues of adequate funding to support the development of appropriate, current, 

performance and outcome driven standards for all mental health need to be addressed 

by legislators. 

• Nature of relationship and partnership between the office of MHDS and MHMRDDBI 

Commission regarding the accreditation system and process are unclear and 

ambiguous.    

• The preamble of Chapter 24 (page 1) references performance based review, best 

practice, efficiency, effectiveness and quality outcomes, however the standards reflect a 

quality assurance orientation; explore limited quality dimensions such as timeliness and 

presence; focus on process rather than outcomes; and those that move beyond 

timeliness and presence are somewhat subjective and difficult to measure. 

• In Chapter 24 (throughout document), the organization of the standards and much of the 

language used in the definition, benchmark and indicators sections appear to be 

extraordinarily similar to terminology used by The Joint Commission in mid to late 

1990’s.  

• Although the standard organization and language is similar to that of 1990’s Joint 

Commission, the standards, benchmarks and indicators set forth in Chapter 24 that 

guide the entire accreditation process for those providers not accredited by national 

accrediting bodies do not reflect the additional critical information, support and technical 

assistance provided by The Joint Commission and the other national accrediting bodies. 

• For example, CARF, COA, The Joint Commission and CQL all have standards manual 

that not only lists the standards/indicators but clarifies and qualifies with an explanation 

of the intent of each standard/indicator; suggested measurements, elements of 

performance, examples of best practice, methods for demonstrating compliance, 

resources, etc.     

• The national accrediting bodies have a built in cycle to update and revise their standards 

annually. This allows them the flexibility to lead the field when changes in technology, 

funding and services emerge as best practices. For example, all the national accrediting 

bodies have now integrated recovery language, person-centered care and planning 

(PCP) into their standards.  

• In the Iowa system, there are numerous types of potential accreditation results for 

granting accreditation, deemed status and appeals as described in Chapter 24 (pages 

19-23). This allows for multiple contingencies that are complex and may not facilitate the 

mission of the MHMRDDBI Commission of organizational accountability and any of the 

other principles described in the preamble on page 1 of the document.  
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• Most of the national accrediting bodies are moving away from multiple types of 

accreditation status and going with 3-5 simple, straightforward accreditation choices.   

• There does not appear to be any requirement or restriction related to the number of one-

year or probational accreditation status results an organization could receive over time 

unlike the other national accrediting bodies.  

• For example, CARF accreditation requires that an organization that receives a one-year 

accreditation decision meet the requirements for a three-year accreditation next 

accreditation cycle or that organization will receive provisional accreditation for one year. 

Unless the organization meets the three-year requirements at the next accreditation 

cycle (in 12 months), the organization is not accredited. This entire process can only 

happen one time. The Joint Commission offers only three-year accreditation, provisional 

or conditional accreditation or denial. COA may grant, defer or deny accreditation.  

• There are numerical scores linked to Iowa system accreditation status described in 

Chapter 24 (pages 19-20); 80% and above results in three-year accreditation; 70%-79% 

results in one-year accreditation; 60%-69% results in 180-day probational accreditation 

that must be followed in 180 days with a sufficient score to be awarded at least a one-

year accreditation; less than 59% results in a denial of accreditation.  

• Scoring as described in Chapter 24 (page 18) is reported in percentage that is unusual 

and not reflective of national accrediting body standards, actuarial tables, HEDIS or 

other data sets used in accreditation or health care provider assessment. 

• It is unknown how the original determination was made to assign 15% of the total score 

to indicators related to policies and procedures; 15% of the total score to the 

organizational activities indicators; and 70% of the total score to service indicators.  

• It does seem most appropriate to have the most significant part of the review focus on 

direct care and on the standards and indicators related to recipient and family services 

and on the outcomes of those services. Likewise it makes perfect sense to find a 

statistically sound methodology to weight those standards/indicators to be of greater 

importance than others. However, even after numerous calculations and algorithms, I 

could find no statistical justification or support for this particular methodology. 

• It appears that after the assignment of percent to each of the three standard areas (15%, 

15% and 70% accordingly), there is a value given to each indicator based on the total 

number of actual indicators in each set of standards depending on the total percentage 

assigned to that standard category. For example, there are 3 indicators related to the 

policy and procedures standard category that is 15% of the total score. Therefore, each 

indicator has a “value of 5”. Likewise for the other standards sections.  

• Again, I could find no statistical validity in this type of calculation. This lack of statistical 

soundness does not allow for the establishment of confidence levels; data is flawed and 

not reliable. Use of this methodology makes it impossible to “tier” or weight separate 
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indicators within standards for those indicators that are of greater importance than 

others.  

• For example, while recognizing that all standards/indicators are important, it may be that 

the standards/indicators related to primary source verification (PSV) of staff credentials, 

licensure, education, criminal background checks should be more heavily weighted than 

those standards/indicators related to timeliness on annual performance appraisals (see 

Chapter 24, page 8, 24.3(4)-Human Resources).  

• This type “tiering” and weighting is done by all national accrediting bodies and is core to 

the advancement of the performance improvement process. It is used to create positive 

change in provider community; to introduce, build and sustain best practices; to measure 

progress; and to hold providers accountable for demonstrating their internal quality 

management efforts. The current scoring system does not allow for tiering or weighting 

indicators within the standards. 

• In addition, the current scoring methodology would make it difficult to add new 

standards/indicators or delete obsolete ones to reflect changes in the field while at the 

same time collecting and maintaining useful comparative provider data over time.  

• The role and responsibilities (duties) of MHMRDDBI Commission as described in Iowa 

Code 225C.5 as specifically related to the “granting of accreditation”- deemed and 

otherwise- are similar to the role and responsibilities performed by similar entities 

(advisory, trustee and governing boards, councils) of the national accrediting bodies – in 

particular CARF, COA, CQL, The Joint Commission, NCQA and URAC when these 

bodies first formed through the late 1980’s into the early 1990’s.  

• With the exception of COA, these MHMRDDBI Commission- like entities have evolved 

beyond the operational components of the “granting of accreditation” – including reading 

the survey report, checking the scoring, etc. and now only become involved in 

accreditation decision making at the appeals process level when a provider is 

dissatisfied with their accreditation result. 

• The national accrediting bodies and their MHMRDDBI Commission like entities made 

this decision for a number of reasons based on a number of factors unique to their own 

internal operations. However, there were shared commonalities that included: 

o Both the national accrediting bodies and their relative MHMRDDBI Commission 

like entities felt their collective time and energy could be better spent on more 

pressing and productive issues 

o A review of the data indicated that the MHMRDDBI Commission like entities 

followed the recommendations of the surveyors at a statistically significant level 

o Data indicated MHMRDDBI Commission like entities questioned surveyor 

recommendations for accreditation status less than 5%-7% of the time 

(depending on accrediting body) 
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o Data indicated MHMRDDBI Commission like entities were overriding  surveyor 

recommendation for accreditation status less than 1%-3% of the time(depending 

on accrediting body) 

o Having the MHMRDDBI Commission like entity as the initial decision maker 

appeared to dis-empower and undermine the surveyor role 

o Providers demanded more timely feedback following survey- waiting for 

MHMRDDBI Commission like entities meetings and decision making delayed the 

process 

o Advancement in methodology for scoring of standards became more objective 

and statistically reliable for all 

o Continued improvement in the organization of the standards, the clarity of 

language use, refinement and expansion of intent, increased use of examples all 

contributed to greater compliance on the part of the providers and greater 

consistency of the part of the surveyors  

o Increased use of automated templates, excel spreadsheets and other helpful 

technology made “real time” scoring onsite possible for surveyors   

o Improved training of surveyors, focus on “professionalizing” surveyors and 

internal monitoring for inter-rater reliability ensured consistency and uniformity in 

surveyor scoring  

o Continued honing of the survey process increased effectiveness and efficiency 

for surveyors and decreased disruption for provider organization 

• In the Iowa, MHMRDDBI Commission continues to review all the accreditation survey 

reports, scoring and the recommendations provided by the MHDS Accreditation Bureau 

staff for the purpose of granting actual or deemed accreditation to Iowa providers.  A 

review of the MHMRDDBI Commission meeting minutes from 2006-2008 posted on DHS 

MHDS web site http://www.dhs.state.ia.us/MHDD/MIMRDDBI_commission/index.html, 

indicate that on no occasion when a member of the Accreditation Bureau staff was 

present and the scoring was in line with the guidelines outlined in Chapter 24 (page 19-

20) did the MHMRDDBI Commission fail to approve the recommendations of the 

Accreditation Bureau staff. 

• On the occasion when recommendations were questioned, Accreditation Bureau staff 

were either absent from the meeting and/or the recommendation for accreditation status 

was not within the guidelines outlined in Chapter 24 (page 19-20) see February 15, 2007 

meeting minutes (page 6 of 10) for example. 

Findings- Group Two 
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• The Iowa provider application for providers seeking accreditation and deemed status is 

missing many of the data elements collected by national accrediting bodies. Some of 

these items are listed in various other pieces of Accreditation Bureau correspondence 

that go out to the provider at different points in time. Other data elements are missing 

altogether.  

• For example, all national accreditation bodies’ applications have standardized 

“attestation statements” on the application forms. The Iowa provider application form 

does not. However, in correspondence from MHDS Accreditation Bureau, providers are 

asked to write their own attestation statement and submit it back to Accreditation Bureau 

along with other documents. (see Letter to Judy Schwartz, Case Management 

Supervisor, Adair County Home Care- 2/8/08 included in the Appendix)  

• National accrediting bodies have application packets pre-prepared that contain cover 

sheet, application, instructions, resources, content checklist and return packet.  

• National accrediting bodies’ provider applications and all related materials can be 

accessed and submitted electronically by web site or by hard copy. 

• The numerous steps and the amount of paperwork required to be submitted in Chapter 

24 -or in the interpretation of Chapter 24- for providers seeking accreditation for both 

deemed status and survey by MHDS Accreditation Bureau is unnecessarily burdensome 

for both the provider and Accreditation Bureau staff. 

• The providers seeking “deemed status” are required to submit their full accreditation 

report from their national accrediting body and any appropriate attachments as part of 

their application process. This is most appropriate.  

• There is no formal crosswalk between Iowa Chapter 24 standards/indicators and 

corresponding current CARF, COA, The Joint Commission and CQL standards; the 

expertise of Accreditation Bureau staff in reading and comparing the national accrediting 

bodies standards (and provider survey report) and Chapter 24 standards/indicators is 

unknown and may differ from staff to staff; there are no objective guidelines to indicate 

when or why deemed status would or would not be recommended. 

• There are no instructions as to how to critique the different national accrediting bodies’ 

requirements, reports and scoring mechanisms. There are no established criteria that 

direct Accreditation Bureau staff as to how to reach conclusions regarding how contents 

of the report are related to Chapter 24 and the listed provider strengths and 

vulnerabilities are aligned with Iowa system priorities.  

• According to correspondence from Accreditation Bureau, providers seeking “deemed 

status” for the first time are required to submit policy and procedures manuals to 

Accreditation Bureau staff for review. This appears unnecessary, inefficient and 

counterproductive.    
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• Many of the documents that are required for submission (for both providers seeking 

deemed status and survey accreditation) may not be material to what is most important 

to determine quality of services, organizational performance and compliance, health & 

safety, staff qualifications/competencies and recipient and family care and outcomes. 

• For example, the pre-submission (and review) of the entire set of organizational policies 

and procedures- administrative, operational and clinical is not a practice of any of the 

national accrediting bodies. National accrediting bodies require the organization to 

review and vet their own policy manuals and operating plans (Strategic, Quality 

Management, Health & Safety, Staff Development, etc) and these must be available 

onsite for review during survey. 

• National accreditation bodies may specify particular policies and operating plans 

expected from an accredited organization. Their surveyors look at selected polices and 

plans while onsite during survey- reading for context and checking for key concepts and 

presence of fundamental components but do not read every policy word for word. 

• There were not consistent templates used for Accreditation Bureau letters regarding 

application, submission instructions, review or renewal. Accreditation Bureau letters 

reviewed differed in font, form, format, letterhead used. All letters were signed by 

individual Accreditation Bureau staff members. 

• Accreditation Bureau correspondence on the above topics was reviewed and although 

differing in appearance was found consistent in content. There were frequent references 

to state code, rules and regulations particularly statues in Chapters 24 and 29 

throughout correspondence.  

• There was no further explanation beyond the reference to the original code, rule or 

regulation. There is no “standards manual” like resource beyond Chapter 24 to aid the 

provider in understanding how to demonstrate actual compliance to each of the 

standards, benchmarks, indicators beyond this reference. 

• Accreditation Bureau can and do provide samples of forms and formats upon request 

from the provider in some areas but this is not proactively done.  

• There appears to be no known systemic Accreditation Bureau sponsored and operated 

centralized repository for multiple resources. Hard copies or electronic guides to 

understanding, interpreting and demonstrating compliance to the standards, benchmarks 

and indicators are not automatically provided. Review of the web site show no linkage 

available to examples of best practices, sample policies & procedures or plans, 

workflows, forms etc.  

• The national accrediting bodies provide support and technical assistance in the 

interpretation of their standards to ensure consistency and uniformity among surveyors 

and to facilitate the performance improvement cycle with providers. 
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• For example- CARF offers samples of provider accessibility assessments; COA has 

multiple research resource links to all its major standards; The Joint Commission 

provides a detailed root cause analyses guide to be used when investigating critical 

incidents and sentinel events. CQL publishes a guide to development of quality 

indicators, data collection, analyses and reporting. These are just a few examples of the 

multiple supports and resources each national accrediting body offers.  

• All the above are easily accessed by the provider without extra efforts on the part of 

national accrediting body staff.  

• In addition to free resources, all the national accrediting bodies have resources, 

publications, materials for purchase.  

Findings Group Three 

• The Accreditation Bureau has developed templates for correspondence with providers 

as well as a template for the provider accreditation survey report. 

• The appearance of both correspondence and survey reports vary with the use of 

different font, formatting and letterhead. At times the order differs. Headings may differ 

slightly. Content in categories remain consistent. 

• There is a clear well- presented scoring sheet for each service accredited by the 

Accreditation Bureau that includes scoring for that service section as well as the policies 

and procedures section and the organizational activities sections. It is important to note 

here again that while the data is well presented- the methodology and calculations 

reflect statistically unsound practice. 

• The tool that is used to determine the score for each indicator is a checklist format. The 

standards and indicators are taken straight from Chapter 24 and placed on the left size 

of the tool. A “yes”, “no”, “not applicable” score is given to each indicator. 

• This type of scoring is problematic for a number of reasons beyond the issues with 

scoring methodology discussed earlier.   

• All the indicators are multi-faceted with multiple parts that makes a “yes” or “no” score 

difficult to ascertain and award. 

• All national accrediting bodies have some type of “degrees” of scoring provider 

compliance to standards/indicators (such as full compliance, partial compliance, minimal 

compliance, no compliance)  for each of their standards/indicators that aid with decision 

making, training, building surveyor competency and inter-rater reliability, consistency, 

fairness and comparability. 

• With use of yes and no on an audit, instructions are critical. There are no instructions 

with the checklists to help determine what constitutes a yes, no or not applicable answer. 

This may lead to inconsistency among surveyors and from survey to survey. 



IOWA MHDS Accreditation Bureau Assessment  

 

• An example of the above is found in policy and procedures checklist (see page 2 of 7 of 

checklist) that is used to evaluate Chapter 24- policy and procedures standards on 

Leadership 24.3(2); b. Performance indicators #2: “The annual and long-range 

budgeting process involves appropriate governing and managing levels of leadership 

and reflects the organization's mission and values.  An independent auditor or other 

person as provided by law performs an annual financial audit”. This cannot be answered 

with a simple “yes” or “no” unless all components are present or unless there is guidance 

(instructions) to surveyors as to what constitute a “yes” or “no”. There are at least ten 

(10) potential separate components of this indicator- and no additional instructions to the 

surveyor or provider as to have many of the ten components must to be present to 

constitute a “yes” and how many missing would constitute a “no”. 

o Annual- what if they are 1 month off? 3 months? 

o Long-range- what constitutes long-range? 1 year?  2-3 years? 3-5years? 

o Governance – the whole board? Board Executive committee? Finance committee 

of Board? 

o Managing levels of leadership - all management? Senior executive management 

team only? Middle managers? 

o Mission-How new should the mission statement be? How recently reviewed and 

revised to be considered meaningful? By whom? 

o Values- What if it reflects mission and not values or vice versa? What if there is 

no values statement as required in previous indicators. Does not having a values 

statement now count against the provider twice? 

o Independent auditor- can this be a Board member? Neighbour? Are there 

restrictions on what “independent” means or is it up to organization policy? 

Define “auditor”? Can it be a retired CFO? 

o Other person provided by law- who would this be – does it differ from county to 

county? CPA? 

o Financial audit- of what portion of the business transactions? 

• The point being, the standards/indicators have multiple components and without 

additional breakdown, sub-indicators, intent, explanations, instructions, guidance, it will 

be most difficult to develop fair, consistent and uniform scoring. 

• There are no comprehensive surveyor guidelines, materials or training manuals that I 

reviewed to aid the surveyors in conducting a survey, scoring the checklist, etc. Part of 

this may be related to the longevity and experience of the Accreditation Bureau staff who 

may inherently “know” how to conduct a survey and what constitutes a “yes” or a “no” a 

“good” or a “bad” personnel record, goal, objective, clinical entry, etc.  



IOWA MHDS Accreditation Bureau Assessment  

 

• Unfortunately, this will not allow for effective workforce transferability nor guarantee 

consistency across staff within the Accreditation Bureau staff itself.  Nor is it helpful 

when temporary contract staff and volunteers are brought on to aid in helping with the 

backlog. The development of comprehensive competency building materials need to part 

of long term succession planning as well as orientation and training for contract staff and 

new volunteers 

• The survey report has a consistent format that appears to have been in place since at 

least 2000 which was the most dated survey reviewed. There does not appear to be a 

required format and/or required sections in code or rule.  

• The following conclusions are based on comprehensive review of the eighteen (18) 

survey reports listed in Appendix A – Group Three- in the end of this report  

• The survey report sections include:  

o Demographics- Provider name; Services Accredited: Survey Team Leader; 

Survey Team Members: Date of Survey; Date of Report (due w/in 30 days of 

survey) 

o Purpose of the Survey- Identical statements on all reports referencing Iowa code 

and regulations 

o General Observations and Overview of Organization-very generic description of 

organization, number of staff, names of managers and supervisors, location, 

services, catchment area, etc. 

o Summary of Survey Findings-  List of survey findings by indicators (maybe) 

o Strengths- great variety in content of 80% of reports reviewed- very generic 

unrelated to standards/indicators using descriptors such as “nice” “good” “caring”; 

other 20% of content is related to a few standards/indicators reviewed during 

survey. This increased specificity was particularly prevalent in the more recent 

surveys (2007 forward).   

o Corrective Action- explains criteria for when corrective action is required and lists 

standards/indicators for which the provider did not demonstrate sufficient 

compliance and needs to develop and submit corrective action plan(s). There is 

no guidance of content of corrective action or reference to resources, technical 

assistance, etc. References the indicator(s) but consistently the explanation(s) of 

non-compliance was/were either vague or restatement(s) of the indicator(s). For 

corrective actions related to clinical record documentation, there were no specific 

record numbers listed and it is unknown if specific record numbers were given to 

providers so they could review and learn by example.   

o Need for Improvement- are those standards/indicators that do not require 

corrective action per se but for which the provider is “somewhat” out of 
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compliance to the point they are “advised” to focus special attention and consider 

possible actions such as ongoing training, supervision, monitoring, performance 

improvement task teams, etc. It is difficult to ascertain by reading the survey 

reports why these indicators were chosen over others. There are no formal 

written guidelines for the Accreditation Bureau on criteria for selecting indicators 

for special focus “need for improvement”. In all cases it was difficult to make a 

clear distinction between correction action and need for improvement ranking. 

o Required Action- reiterates the need for corrective action plans and time frames, 

gives the roll-up scores for the 3 sections (by %) and the total score (by %). 

which should indicate to the provider the type of accreditation (three-year, one-

year, etc) and reiterates the process for granting accreditation by the 

MHMRDDBI Commission. 

• There is no scoring breakdown by standard/indicator. 

• Majority of report focuses on deficiencies, corrective action and needs improvement 

requirements. Areas of success- high ranking scores receive no comment- unless 

acknowledged globally in “strengths” section. This does not support CQI. 

• There does not appear to be a correlation between the overall score and required 

corrective action. Adams-Taylor-Union has been required to submit corrective action 

plans for the past 3 surveys- In 2000, Adams-Taylor-Union had to submit a 30 day 

corrective action plan yet their overall score was 97%; In 2004, Adams-Taylor-Union was 

required to submit another 30 day corrective action plan -total score was 90%. In 2008, 

Adams-Taylor-Union was required to submit yet another 30 day corrective action plan -

total score 90.28%. Issues at each survey were similar although not exactly the same.   

• In 8/2003 following their accreditation survey, MHC of Tama County received a total 

agency score of 54.80%  (the lowest service score given for supportive community living 

24.8% out of 70% and second lowest case management 52% out of 70%) and corrective 

action was required. It is important to note several salient findings 1) There appears to 

be a practice when an organization with multiple programs/services is being accredited, 

the agency’ overall score is reduced to the lowest common dominator -although I was 

unable to find policy or precedent and rationale for that practice  2) There is no evidence 

in this case that protocol was followed according to Chapter 24 that an organization 

scoring below 59% is indentified for non-accreditation 3) There is no evidence of 

ongoing tracking of this organization from 8/2003 until 4/2005 (20 months) when they 

were re-surveyed for case management services only. Noted in the general observation 

section of the accreditation survey report is the indication that the organization was 

granted a one year accreditation -date unknown 4) There is no mention anywhere in the 

survey document of the disposition of the other services to include their poorly 

performing SCL service and the three (3) well performing outpatient, emergency and 

evaluation services 5) The case management services indicators score increased from 

54.8% out of 70% to 67.13% out of 70%. 6) In 4/2008 (exactly 3 years), Tama County 

was resurveyed for the original five (5) services. No explanation how these services got 
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added back on to the survey, what had happened in the interim, etc. The survey results 

were no services scored under 65.10% out of 70% (SCL) and the composite score was 

99.12% yet they had a 30 day corrective action plan to submit. 

• Nowhere on the MHDS Accreditation Bureau reaccreditation survey report template is 

there a placeholder for previous survey accreditation status and dates- a standard with 

all national accrediting bodies.  

• There is not a required format for corrective action plans. There is no list of data 

elements that are required to be in a corrective action plan to determine its acceptability 

and validity. There is no formal tool or instrument in use to objectively assess the 

feasibility and potential for success of a plan of correction.  

• Once the corrective action plan is accepted, provider organizations are not required to 

submit reports, monitor for effectiveness or retain data to demonstrate follow-up to 

surveyors at the time of the next survey. 

• There is no evidence that there is any continuity from survey to survey other than 

generic comments under summary of survey findings- provider strengths- “organization 

continues to build on the great improvements made in the past years….” (Burgess 

Health Center 4/2008) 

• Lack of specificity in report comparing and contrasting previous years do not support that 

any of the earlier survey reports have been reviewed by survey team leader and 

members prior to site visit. 

• When corrective action and/or need for improvement were identified in previous survey, 

there was no visible or documented surveyor follow-up to look at data which might 

demonstrate provider performance improvement action taken. 

• The scoring process is not transparent to providers. National accrediting bodies give 

scores for smaller standard/indicator groupings or sets both in and out of compliance 

along with clear comments about why the provider has met or not met the standards, 

intent, quality of measure, performance elements, etc. In this way, the national 

accrediting bodies are continuously promoting CQI. 

• At some point in time, it was determined that surveyors would sample clinical records 

based on the number of providers in the organization. Attempts are made to review two 

(2) records per staff member. The rationale behind this had to do with the 25% error 

rate. This sampling methodology is not sound and not in practice among the other 

national accrediting bodies. Sampling methodology should be based on recipient volume 

not number of staff. 

• There is no specific open or closed record audit tool used other than the 

standards/indicators checklist described previously which is a flawed tool both as an 

audit tool and as a scoring tool. 
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• Accreditation Bureau staff do not use organization leaders and staff to conduct record 

records for open and closed charts. A practice followed by other national accrediting 

bodies. 

• Accreditation Bureau staff do not use organization human resources staff, supervisors 

and managers to conduct personnel file reviews. A practice followed by other national 

accrediting bodies. 

• There is no personnel or credentialing file audit tool other than Chapter 24 checklist for 

use by surveyors and/or agency staff. 

• There is no average pre-calculated survey time readily available to determine time 

needed on site or number of surveyors assigned for different types of provider 

organizations. This seems to be calculated each time at the time of request based on a 

multitude of factors. Survey time and number of surveyors vary significantly. The 

shortest survey time reported was one day. The longest survey lasted three weeks. “The 

average survey time is 1-5 days.”   

• There is no set day by day survey schedule published from date of arrival through 

departure date. Currently Accreditation Bureau staff send out a letter to the organization 

informing them of arrival and departure date and time and asking them to arrange 

meetings with recipient(s), family member(s), and staff member(s).  

• The national accrediting bodies all have daily hour by hour set schedules for each 

surveyor and each day they are on site. They expand and compress these daily 

schedules which are surveyor specific depending on the size of the organization, 

number of sites and number of surveyors. 

• The national accrediting bodies publish guides related to the onsite survey process to let 

providers know what to expect, be prepared for, materials and documents to ready, what 

meetings to set up with Board members, staff, recipients, family members. Community 

leaders, etc. This type of planning also helps to minimize disruptions to the daily 

business of caring for recipients and their families. 

Onsite Findings  

Unlike the documents and materials review, the onsite findings are reported in the aggregate. 

There are several reasons for this. One, there were consistent, common themes across all my 

onsite discussions with MHDS Accreditation Bureau staff, DHS senior staff and representatives 

from the provider community (as listed on page 7 of this report). Two, while everyone was 

forthcoming and direct, I do appreciate the sensitive nature of any discussion that involves 

restructuring the organization, systems and processes that folks have been engaged in and 

gotten used to even if those changes are welcome and will benefit everyone. Three, people 

expressed some concerns about having their comments reported in such a way that could be 

identified as theirs. 
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I have only included as findings those elements that 1) I could substantiate through a third party 

review, 2) I could verify through data, documentation and/or written materials or 3) that were 

stated frequently enough that even if only perception have become a reality for lots of folks.  To 

decrease redundancy, I have eliminated any comments which have been included in the 

previous findings sections or will be included in subsequent findings section. 

• The entire current accreditation process from start to finish is labour intensive, time 

consuming and does not seem particularly valuable and meaningful to participants 

• Automating the system would be helpful but it is counter-productive to automate flawed 

core processes, workflows, methodology, etc. 

• Contracted staff from ISU, Medicaid and the volunteers once used as one-time 

temporary “catch up” surveyors to deal with the long past due surveys have become a 

“permanent fix” in the Accreditation Bureau work force. 

• There is an ever increasing backlog of overdue surveys- however, it is next to impossible 

to get an accurate count and percent based on the data available.  

• From the data, one can only speculate that if a survey is due and the due date is long 

past and there are no comments in the comment section and/or comments indicate a 

late survey is pending then one might extrapolate the survey is late. If this conclusion is 

accurate than between 37%-68% of the surveys are late depending on the spreadsheets 

you reference. 

• This spread in variance is too large and efforts need to be made to ensure for accurate 

accounting and reporting. 

• It is difficult to determine if a survey is actually late and if so - how late it is. Data is 

collected on the survey date and report date (although, the report date was noted 

missing in 6 out 18 reports reviewed). Since the accreditation process requires the 

MHMRDDBI Commission to actually grant the accreditation, it is not known what the 

exact date for accreditation should be.  

• There were inconsistent answers among all stakeholders- some believed it was the date 

the MHMRDDBI Commission met and approved the accreditation recommendation; 

others thought it was when the corrective action plan was reviewed and approved; 

others thought it was retrospective back to the date of the survey; still others thought it 

was the date of the report. Chapter 24 offers no concrete guidance. The Excel 

spreadsheets on the web site and others maintained by MHDS were reviewed for this 

assessment. These track accreditation time frames from actual survey date which 

seems the most logical date. 

• There is an inherent conflict between the role of monitoring and providing technical 

assistance beyond performance improvement, quality management principles, concepts, 

models, tools; and standards interpretation and implementation role. Many believe 

Accreditation Bureau should focus only on technical assistance activities related to 
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building quality management structures and programs and allow program managers to 

focus on clinical program design, implementation and documentation protocols.   

• There is wide variety in the interpretation of the standards/indicators from surveyor to 

surveyor that gets more varied the more contracted and volunteer surveyors you have. 

There are often mixed messages accordingly to whom you talk to that change from year 

to year. 

• More providers would be willing to do peer review pre, post and during survey if there 

were a surveyor orientation, training, comprehensive standards manual and training 

guide like CARF and COA.  

• Accreditation Bureau is not data driven. There are no internal quality indicators and 

internal accountability. Accreditation Bureau does not track and report quality indicators 

such as responsiveness to provider requests; application review time; desktop 

documentation review time; timeliness of report following survey; timeliness for 

scheduling and conducting reaccreditation surveys: follow-up on incident reporting, etc. 

• Accreditation Bureau does not collect and review provider data beyond accreditation 

status. Many national accrediting bodies look at “provider profiling” as a way to use data 

to manage for ongoing performance improvement. For example- aggregate data 

regarding most missed standards has resulted in development of additional training, 

technical assistance and further refinement of standard language- clarifying the intent, 

measures, etc. Likewise standards that providers consistently “aced” over time were 

dropped to make room for the addition of new standards. 

• There is a need to identify “centers of excellent” across the state and use providers and 

MHDS program managers for clinical program assistance and expertise and include 

Accreditation Bureau as the PI and QM expertise (not clinical care). 

• Need to expand Accreditation Bureau staff understanding of linkage between funder and 

accreditation requirements. 

• Current standards are closely aligned with medical model- not rehabilitation oriented.  
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Accreditation Characteristics Findings 

The below table looks at those structures, systems, protocols, attributes -  characteristics- which 

are valued across the national accrediting bodies as essential aspects of a quality accreditation 

program. Regardless of the terminology, all of the national accrediting bodies strive to ensure 

each of these characteristics is up front and center, visible, pervasive throughout their 

programs, manuals, pre survey, actual survey and post survey processes. Based on a 

culmination of all assessment findings, the table represents a ranking of these characteristics in 

the MHDS Accreditation Bureau structure, processes and products.  

TABLE ONE: STANDARDS 

Standards Fully 
present 
100% of 
the time 

Most 
present 
99%-75% 
of the time 

Somewhat 
present 
74%- 50% 
of the time 

Minimally 
present 
49%-25% 
of the time 

Not 
present 
less than 
24% of the 
time 
 

Intent and 
Clarity- standards 
are clear, easy to 
understand have intent 
statements  

 

    X 
No intent, multiple 
components in 
each, no clear 
guidance how to 
demonstrate 
compliance  

Organization- 
Standards are 
organized in small 
sections which go 
together. Move from 
most important to less 
important. Broken into 
subsets 
 

  X 
Organized in 
groups- 3 large- 
most important 
not first. All 
standards in each 
section equal 
weight  

  

Relationship-
standards lead the field 
and are related to use of 
current best practice. 
Terminology is current, 
evidence of staff training 
and competencies 
assessment. Outcomes 
to care are systemically 
tracked  

 

    X 
No evidence of 
current best 
practice- no 
mention of PCP, 
WRAP, IMR, 
Language in 
standards and 
indicators does  
not reflect 
changes in 
Medicaid rehab 
and clinic option 
service planning  
Lack of relevant 
standards for 
children- no 
promotion of best 
practices for 
special 
populations 

Duplication-
standards and 
components of 

  X 
There have been 
informal attempts 
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Standards Fully 
present 
100% of 
the time 

Most 
present 
99%-75% 
of the time 

Somewhat 
present 
74%- 50% 
of the time 

Minimally 
present 
49%-25% 
of the time 

Not 
present 
less than 
24% of the 
time 
 

standards do not appear 
multiple times 
throughout the 
standards manual. 
Every attempt is made 
to minimize  penalizing 
provider multiple times 
for one omission or 
error  

 

to minimize some 
duplication- still 
duplication is  
present 
throughout 
indicators in 
leadership, HR 
and some general 
service standards 
which could 
penalize provider 
on multiple 
occasions 

Measurability-
standard is capable of 
being quantified, 
measured, counted in 
some way that is 
reasonable and without 
advanced use of 
technology 

 

  X 
Majority of 
standards are 
measurable in 
some way, 
However, no 
guidance is 
offered as to how 
and what- which 
allows for 
individual 
surveyor  
preference and 
interpretation   

  

Practicality and  
Application 
Standard is part of day 
to day operations and 
direct care interactions 
with recipients. It can be 
easily applied to overall 
population and services  

 

  X 
No examples of 
how the indicators 
would be 
implemented in 
each setting of 
care, centralized 
access to 
resources 
illustrates how 
each indicator can 
be integrated. 
This always helps 
clarify what 
surveyor will be 
looking for as 
demonstrated 
compliance  

  

Value and 
Weighted- 
standards have clear 
value associated within. 
Health and safety, 
compliance, rights, 
abuse and neglect, 
direct care services, 
staff competencies 
standards state in the  
intent when there is a 
higher weighting  

 

    X 
Major 
methodology 
issues. There is 
informal weighting 
but not in 
calculation or 
instructions. No 
formal values or 
weighting 
assigned beyond 
# of indicators in 
each category 
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TABLE TWO: SURVEY PROCESS 

Survey 
Process offsite 
and onsite 

Fully 
present 
100% of 
the time 

Most 
present 
99%-75% 
of the time 

Somewhat 
present 
74%- 50% 
of the time 

Minimally 
present 
49%-25% 
of the time 

Not 
present 
less than 
24% of the 
time 

Organized and 
Predictable-all pre, 
actual and post survey 
scheduled in hourly 
increments. All onsite 
activities have daily 
schedule for each 
surveyor with list of 
activities pre-planned 
shared with all 
stakeholders. Activities, 
purpose,  needed 
participants, documents 
and  materials for each 
activity spelled out  

 

   X 
Time Schedule 
calculator 
developed. No 
onsite survey 
schedule with 
daily hourly 
activities 
developed and 
distributed. List of 
participants, 
materials, 
Objectives 
activities not 
developed. 
  

 

Time-sensitive, 
Resource-
sensitive and 
Efficient- good time 
management 
application, minimal 
waste of movement and 
effort, minimize steps, 
spot check only with 
good tool and do 
effective sampling prior 
to probing, context 
reading of only selected 
P&Ps and plans looking 
for key words. High 
level review first then 
drill down Minimize 
disruption to site 
Consider not visiting all 
sites or spot check 
different elements of 
different sites- expand 
inspection only if 
problems noted  

 

    X 
Compared to 
national 
accrediting bodies 
much higher time 
ratio spent on 
review of P&P, 
docs, materials, 
off and onsite. 
Large agency 
survey, multi-site 
3-5 surveyors 
max 4 days. Look 
at efforts 
Investigate tasks, 
tools, time 
management 
Scoring and 
report written 
onsite during 
survey 

Effective- use of 
existing monitoring and 
clinical record reviews 
and shadow audits. If 
data is accurate and 
aligned- then use 
infomration from 
reports. 
Use of single recipient 
and single system tracer 
methodology to look at 
all aspects of care and 
support systems in real 
time .Use of  “day in the 

   X 
Having providers 
complete 
corrective action 
plans that will not 
be tracked 
beyond first 
submission, will 
be reviewed but 
will not impact 
accreditation 
decision is not 
effective practice.  
No indication that 
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Survey 
Process offsite 
and onsite 

Fully 
present 
100% of 
the time 

Most 
present 
99%-75% 
of the time 

Somewhat 
present 
74%- 50% 
of the time 

Minimally 
present 
49%-25% 
of the time 

Not 
present 
less than 
24% of the 
time 

life” methodology   

 
survey process 
(pre, during and 
post review) 
impacts quality of 
care, 
organizational 
activities or 
structures no 
evidence of 
follow-thru from 
survey cycle to 
survey cycle 

Collaborative- 
provide a transparent 
review process-have 
supervisory and 
management participate 
in monitoring files, 
records, checklist, 
inspections using same  
audit tools- share and 
compare results 

 

   X 
Do not use 
providers as 
active participants 
to review records, 
personnel files, 
safety 
inspections, no 
use of shadow 
audits. Providers 
do not sense 
partnership. No 
discussion 
problem solving 
with providers 
regarding use of 
self survey or 
assessment to 
deal with backlog   

 

Consistent, 
Uniform and 
Standardized-all 
surveys follow same 
schedule and format; 
time spent evaluating to 
determine if each set of 
indicator is comparable. 
Same tools used for 
auditing and evaluating. 
Comprehensive clear 
set on instructions 
guides the process so 
even those unfamiliar 
with the process could 
follow. Shadow 
monitoring is done 
monthly to ensure 
above   

   X 
Categories same; 
First 2 sections 
same; content 
varies in next 
section; unknown 
rater consistency 
no data available 

 

Immediate 
Feedback- 
concrete specific 
feedback is provided at 
least at the end of each 
day onsite or at the 
beginning of each 
morning. Provider staff 
are aware of problem 

    X 
30 day delay then 
Commission 
hearing. !8 reports 
reviewed 8 w/in 
30 days; 4 longer 
than 30 days;  6 
w/ no date of 
report on form  
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Survey 
Process offsite 
and onsite 

Fully 
present 
100% of 
the time 

Most 
present 
99%-75% 
of the time 

Somewhat 
present 
74%- 50% 
of the time 

Minimally 
present 
49%-25% 
of the time 

Not 
present 
less than 
24% of the 
time 

areas which could result 
in corrective action 
plans. Upon departure, 
providers know 
accreditation status 
recommendation  

 
Infused with 
principles of 
PI/CQ 
Standards, intent and 
elements of compliance 
are built on principle of 
quality management. 
Data looks at outcomes 
as well as processes. 
Use of best practices 
and fidelity measures is 
prevalent  Expectations 
there is a PDCA or like 
model in place and that 
scoring and decision 
making is made on data 
not “gut’ and intuition 
only. Expectation there 
is a continued thread 
and follow-up on 
findings from previous 
survey. Review of data 
focuses primarily on any 
previous corrective 
action plans. Surveyors 
offer data comparison 
over time for each set of  
standards/ indicator  
 

    X 
Standards 
process not 
outcome oriented, 
quality assurance 
centered 
protocols  no 
follow-up on 
effectiveness of 
corrective action 
no specificity in 
continuity form 
accreditation 
survey to survey 
No internal 
monitoring of 
Accreditation 
Bureau staff No 
internal  PI Teams   
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TABLE THREE: SURVEY METHODOLOGY 

Survey 
Methodology 

Fully 
present 
100% of 
the time 

Most 
present 
99%-75% 
of the time 

Somewhat 
present 
74%- 50% 
of the time 

Minimally 
present 
49%-25% 
of the time 

Not 
present 
less than 
24% of the 
time 

Sampling- the 
number,  matter and 
mechanism by which 
files, records, 
documents and 
materials are selected 
for review   

    X 
Methodology of 2 
charts per staff 
regardless of 
volume not sound 
sampling  
No sampling for 
HR files 
 

Statistically 
sound, Validity 
and Reliability-
principles behind any 
data collection/analyses 
aggregation/reporting 
methodology  

    X 
Current data 
methodology 
used  is  not 
sound- and does 
not produce valid, 
reliable 
information 
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TABLE FOUR: SURVEYORS 

Surveyors Fully 
present 
100% of 
the time 

Most 
present 
99%-75% 
of the time 

Somewhat 
present 
74%- 50% 
of the time 

Minimally 
present 
49%-25% 
of the time 

Not 
present 
less than 
24% of the 
time 

Clarity of role 
and 
responsibility 
List and ranking of staff 
responsibilities beyond 
civil service 
classification that 
encompasses the 
changes  

 

  X 
Clarity needed on 
decision making 
role regarding 
corrective action 
plan, accreditation 
decision making, 
type and content 
of technical 
assistance 

  

Defined 
knowledge and 
skill based 
competencies 
List of credentials, 
experiences, training, 
abilities, attributes and 
the very specific, 
knowledge and skill set 
competencies needed 
to perform all critical job 
functions of the 
Accreditation Bureau 
staff  
 

  X 
This does not 
speak to 
competency of the 
current staff but to 
the lack of clearly 
defined 
knowledge and 
skill based 
competencies that 
are needed to 
effectively, 
efficiently and 
successfully 
perform this 
position now and 
in future  

  

Inter-rater 
reliability 
Instruction sheets on 
scoring 
Improved sound 
methodology 
Formalized training 
modules with pre and 
post competency review  
Data collected as part of 
practice or actual 
surveys review 
Reporting of monthly 
indicators  
Setting benchmarks, 
Monitoring for outliers 
Corrective action taken 
when appropriate 

 

   X 
Informal ongoing 
activity 
Lots of history 
together 
No hard data to 
support gut 
feeling that there 
is good synergy 
amongst team 

 

Workforce 
Transferability 
Can these above 
competencies and skills 
be easily translated to 
others when needed 
(retirement?)  

 

   X 
There is some hx 
of contract staff 
but lack of 
competencies and 
data will make 
transfer difficult 
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TABLE FIVE: SURVEY REPORT 

 
 

Survey 
Report 

Fully 
present 
100% of 
the time 

Most 
present 
99%-75% 
of the time 

Somewhat 
present 
74%- 50% 
of the time 

Minimally 
present 
49%-25% 
of the time 

Not 
present 
less than 
24% of the 
time 

Readability- 
Clear, concise, easy to 
read 

 

 X 
Follows 
consistent familiar 
format, language 
is clear 

   

Meaningfulness 
and usefulness 
in improving 
services 
The degree to which the 
report provided specific 
clear steps and direction 
for the provider in 
pursue PI and QM 
activities. There is 
improved clarity in the 
intent of each indicator 
and provider and go 
back to both best 
practices and problems 
areas in their 
organization 

   X 
First 2 sections of 
the report are not 
helpful to provider 
and serve only as 
placeholders. 
Strengths 
selection is not 
related to specific 
standards 
Deficiencies may 
or may offer 
alternatives to 
demonstrating 
compliance to 
standard 

 

Continuity from 
previous 
report(s) 
 

   X 
See previous 
comments 

 

For Survey 
Report-
Professional 
presentation 
and consistent, 
standardized 
templates 
Survey report is an 
official document which 
indicates the rigors, 
seriousness and 
professionalism of this 
process   
 

  X 
General 
categories the 
same and same 
order- different 
font, different 
letterhead (or no 
letterhead); 
different spacing 
display of scoring 
differs from report 
to report 
depending on 
author  

  

For General 
correspondence 
- Professional 
presentation 
and consistent,  
standardized 
templates 
(self explanatory) 

   X 
More variation 
than survey report 
content somewhat 
similar, order may 
be differ, 
sometimes 
bulleted, other 
times numbered, - 
different font,  etc. 
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TABLE SIX: GENERAL 

 
General 

Fully 
present 
100% of the 
time 

Most 
present 
99%-75% of 
the time 

Somewhat 
present 
74%- 50% 
of the time 

Minimally 
present 
49%-25% of 
the time 

Not present 
less than 
24% of the 
time 

Built on 
quality 
management 
and 
performance 
improvement 
principles 

   X 
In theory, not in 
practice 

 

Tracks 
effectiveness 
of corrective 
action 
through time 

 

   X 
Initially, but review 
of data does not 
indicate ongoing 
monitoring for 
effectiveness of 
corrective action 

 

Promotes 
both process 
and 
outcomes 
 

   X 
Preamble in 
Chapter 24 speaks 
to outcomes and 
providers are 
encourages to 
assess outcomes 
but indicators are 
process oriented 

 

Moves 
beyond 
presence 
and 
timeliness to 
content and 
quality 
 

  X 
Presence and 
timeliness do make 
up 60-65% of the 
indicators but 
elements of 
content and quality 
are considered 

  

Rewards 
creativity 
and 
innovation 
 

   X 
This happens in 
DHS and MHDS 
but it has yet to be 
fully integrated into 
the state 
accreditation 
system and the 
MHDS  
Accreditation 
Bureau process  
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Recommendations 

The recommendations included in this section were developed within the context of the four 

assessment objectives 

Objective 1: 
Examine the overall organizational infrastructure, rules and statues under which the 
MHDS Accreditation Bureau operates.  
  
Objective 2: 
Assess the current overall structure, processes and outputs of the MHDS Accreditation 
Bureau in fulfilling its charge to evaluate the performance of designated mental health 
providers. 
 
Objective 3: 
 Evaluate the degree of alignment between the MHDS Accreditation Bureau, its functions 
and activities and that of the national accreditation bodies recognized by the commission 
for the purpose “deemed” status.  
 
Objective 4: 
Critique the currency, application and validity of Chapter 24 community mental health 
standards by which community-based mental health providers are evaluated.   
 
Objective 5: 
Identify any Accreditation Bureau improvement opportunities in areas of increased 
efficiency, effectiveness, uniformity, consistency, sense of continuity and shared 
partnership amongst its stakeholders. 
 

Based on the following: 

Assessment findings discussed in previous section 

My understanding of the initial preferences and priorities of the MHDS Accreditation Bureau 

staff, DHS senior staff, and representatives from the provider community  

The expectation that additional preferences and priorities regarding the Iowa accreditation 

system and MHDS Accreditation Bureau Accreditation would be solicited from other 

stakeholders including but not limited to the MHMRDDBI Commission; MH Planning Council; 

members of the Legislature; funders; additional providers; designated community leaders and 

 

4 
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members; and most importantly selected recipients and families served by the Iowa mental 

health system.   

There would be continued clarification and discussion following the presentation of the report 

including the development of a formal work plan that would incorporate the findings and 

recommendations of the report as well as feedback, findings and recommendations from the 

stakeholders above. 

Principles guiding the recommendations 

The following principles guided the recommendations contained within this section: 

1. The Iowa accreditation system and stakeholders are best served if the Accreditation 

Bureau remains in-house as an integral part of Iowa Department of Human Services 

Division of Mental Health and Disability Services 

 

2. The principles of CQI need to be infused throughout the entire accreditation process 

 

3. The Accreditation Bureau must model for all a performance improvement, quality 

management, data driven culture 

 

4. The Iowa accreditation system- standards, process and products- should be based on 

the best practices the national accrediting bodies have to offer 

 

5. New standards should be developed concurrently with introduction of new services to 

provide providers with structure, context and indicators for program and service design 

and implementation 

 

6. Timing is everything when introducing technology. It is not the solution to a broken 

process only a way to improve efficiency once the process is sound.  

 

General Recommendations: 

• Review, distribute and discuss report internally with participants for assessment process. 

Check for inconsistencies and inaccuracies and remove material from Appendix as 

desired. 
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• Set up conference call(s) with Lesa Yawn to discuss report, correct material issues, 

determine larger distribution list and process for sharing 

• Develop questionnaire (or use Lesa Yawn’s) and mechanisms (focus group, telephone 

interview, video cam, teleMed, Skype) for soliciting initial thoughts and sharing feedback 

regarding preferences and priorities for accreditation system and process and 

Accreditation Bureau from: 

o MHMRDDBI Commission 

o MH Planning Council 

o MHDS Program Managers (Adult and Child) 

o Other DHS and MHDS staff 

o Additional Accreditation Bureau accredited providers 

o Deemed status providers (mix- HCBS, CARF, COA, The Joint Commission, 

CQL) 

o ISU contracted surveyors 

o Volunteer surveyors 

o Recipients and family members 

Recommendations Objective One  

Examine the overall organizational infrastructure, rules and statues under which the 
MHDS Accreditation Bureau operates.  
 

Short term recommendations (next 6-9 months)  

There is both opportunity and precedent to correct the current inconsistencies, lack of clarity 

and misalignment in the Iowa Administrative Codes, rules and statues at this time. System 

leaders from DHS, MHDS, Mental Health Planning Council, MHMRDDBI Commission, 

Accreditation Bureau and provider agencies throughout the state are acutely aware of the need 

to re-examine and revise the structure, processes and standards by which all mental health 

providers are vetted, monitored and evaluated for performance and quality services and to 

rewrite the regulations that guide these critical processes. It is essential that the system move 

forward as quickly as possible to build on the activities of the Department of Human Services, 

Division of Mental Health and Disability Services Mental Health Systems Improvement Work 

groups and other entities to strengthen the system capacity by delineating roles and 

responsibilities for standards development, review, monitoring, and timely evaluation of all 

system mental health providers through change in Administrative codes, rules and statues.  

• Identify an initial work group to gather all Administrative Codes, rules, statues that: 
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o address the development of standards;  

o specify the review, monitoring and evaluation of all mental health providers 

(including community mental health centers, agencies, organizations and all 

programs/services); 

o define the actual standards to which providers must demonstrate compliance 

o describe the protocols and processes for determining and reporting 

compliance/noncompliance in a timely and ongoing manner 

o identify known and perceived inconsistencies and disconnects across codes 

rules and regulations 

o report findings to senior leadership from MHDS and DHS  

• Senior Leadership from MHDS and DHS develop a proposal to amend codes, rules and 

statues for review that delineates roles and responsibilities as follows: 

o Ongoing standards development and publication (currency and evergreening bi-

annually) by “subject matter” expert focus group (see Objective 3 below) under 

oversight of Administrator of MHDS with approval of MHMRDDBI Commission for 

all mental health providers.  

o Development, publication and at least tri-annual revision (to include formal 

feedback from recipients and providers) of all standardized templates for survey 

schedule, protocols, processes, correspondence and survey report format under 

oversight of Accreditation Bureau Chief with approval by Administrator of MHDS. 

o Development of simplified criteria sets for accreditation decision making under 

oversight of Administrator of MHDS with approval of MHMRDDBI Commission. 

o Development of simplified criteria sets for accreditation appeal decision making 

under oversight of Administrator of MHDS with approval of MHMRDDBI 

Commission  

o  Development and regular production (at least quarterly) of external provider 

monitoring data (to include feedback from recipients and providers) on 

performance and quality indicators to be determined under oversight of  MHDS, 

DHS, MHMRDDBI Commission and MH Planning Council. 

o Development and regular production (at least monthly) of internal Accreditation 

Bureau n performance and quality indicators to be determined under oversight of  

Administrator of MHDS and MHMRDDBI Commission 

• Draft timelines to complete all changes in Iowa Administrative Codes, rules and statues 

to encompass and budget for above changes by next fiscal year. 
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Recommendations Objective Two 

Assess the current overall structure, processes and outputs of the MHDS Accreditation 
Bureau in fulfilling its charge to evaluate the performance of designated mental health 
providers. 
 

Short term recommendations (next 6-9 months)  

As with many organizations, the Accreditation Bureau faces the huge challenge of managing 

daily operations, clearing a major backlog of overdue reaccreditation surveys and designing and 

implementing a major re-engineering of its structure, processes and outputs. However, I do 

believe everyone is up to the challenge and can not only succeed but excel knowing that the 

end product will be a model for the state and maybe beyond.   

• Plan- Develop framework for work plan to re-engineer Accreditation Bureau, determine 

short term key goals and related tasks for each goal  

• Contact all stakeholders as appropriate to discuss report, initial plan, beginning steps in 

the process, seek input and develop formal and informal mechanisms for ongoing 

communication 

• Communication Plan- Head-ups to all stakeholders –providers, MHMRDDBI 

Commission, MH Planning Council, MHDS staff, recipient groups- regarding the task you 

are undertaking; the benefits to system; seeking their input and involvement; what they 

can expect to be seeing and hearing from you over next couple of months;  and what 

form of regular- (suggested: monthly special e-mail) communication you will be using 

• Structure- determine your business priorities for next 6- 9months (suggested) 

1. Clearing backlog 

2. Developing and Using Data 

3. Developing of work products  

4. Providing technical assistance to providers  

• Structure- Suspend assignments of who has what provider and focus on getting the 

backlog cleaned up by March 2009- Divide providers geographically, eliminating those 

whose buildings, records, documents have been lost to the flooding 

• Structure- Assign Accreditation Bureau Chief to keep up with providers due for 

reaccreditation between now and March 2009, all deemed status providers and any new 

temporary tools/forms development 

• Structure-All Accreditation Bureau staff to focus on clearing up backlog 



IOWA MHDS Accreditation Bureau Assessment  

 

• Structure- Assign only one FTE Accreditation Bureau staff per provider site visit as team 

leader plus needed ISU and volunteer staff. 

• Structure-  Assign Accreditation Bureau Chief to be liaison to MHMRDDBI Commission, 

to prepare, present  and track providers for approval/granting of accreditation  

• Process- Conduct data analyses and report the following 

o # of providers accredited by Accreditation Bureau 

o # of providers with active accreditation status 

o # of providers with inactive accreditation status due to Accreditation Bureau 

capacity imitations 

o For each of the above providers- date of accreditation period (date previous 

survey, date survey was/is due) 

o sort by overdue by 18+ month; 12-17 months; 6-11 months; less than 6 months 

o sort by programs 

o bucket providers impacted by recent flooding and conduct desktop review if 

appropriate or suspend accreditation status  

• Process-Track and update bi-weekly- post data in Accreditation Bureau office  

• Process-Develop priority criteria for what providers to survey first- longest out, high risk, 

high volume programs, largest numbers of programs, problematic. Use these criteria to 

prioritize schedule. Keep criteria- have authorized as appropriate 

• Process- Decrease above list x% per week- be creative and innovative- what can do you 

off site? What did they do well on last time that you can spot check this time? 

• Process-Develop provider application packets for new and reapplying providers. Amend 

current provider application to include all data elements, forms, attachments, requests 

for information, written attestation within the application. Include cover letter from 

Accreditation Bureau not specific staff member. Develop tables on which that provider 

can place data with application packet.  

• Process- Design and implement centralized tracking system to follow and monitor timely 

response and follow-up for request for applications and proactive (3-4 months out) 

distribution of reapplication and all follow- up 

• Process- Set up internal Accreditation Bureau quality indicator based on above 

activities- Backlog, reaccreditation surveys, application requests, prioritization based on 

criteria  
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• Process- Develop Policy & Procedures Review packet for desktop review which 

collaborates with providers and is time and resource efficient. 

• Process- Design above packet to include policy & procedure audit tool- more specific 

then checklist- list the content of policy; samples of templates; Table of Content checklist 

for policy manual that is aligned with current Chapter 24 indicators.  

• Process-Send out packet and tool to providers, ask them to review all their own policies 

using tool. Designate 3-5 core policies and ask the provider to submit these polices to 

you along with the audit tool. Timeframe allotted for desktop review of P&P should be 1-

1.5 hours for reaccreditation and 1.5-2 hours for providers seeking new accreditation. 

• Process-Aggregate P&P data on core policies to determine provider patterns and needs 

for technical assistance and training 

• Process- Select those policies that are best practice and begin developing your central 

repository – list resources or post examples (with permission) on web site  

• Process- Drop P&P review for deemed status providers with permission from 

MHMRDDBI Commission on temporary basis to deal with backlog. However, this may 

well become an established practice.  

• Process-Develop clinical record review tool which is aligned with Chapter 24, covers all 

elements but is separate from standards “checklist” currently in use.  

• Process- Develop instructions, training guide and scoring mechanism (based on sound 

statistical principles) for review tool. Suggest you look at tools used by CARF and The 

Joint Commission for ideas for form and format if needed. Send out all to provider prior 

to site visit. Suggest they do a pre-survey review. Begin using this tool for all clinical 

record review survey site visits. 

• Process- Develop credentialing file/human resource record review tool which is aligned 

with Chapter 24, covers all elements but is separate from standards “checklist” currently 

in use. Suggest you look at tools used by CARF and The Joint Commission for ideas for 

form and format if needed. Develop instructions, training guide and scoring mechanism 

(based on sound statistical principles) for review tool. Send out all to provider prior to site 

visit. Suggest they do a pre-survey review. Begin using this tool for all HR record review 

survey site visits. 

• Process- Develop a pre-set schedule for onsite survey activities- for suggested 

templates- look at survey schedules from CARF, COA, CQL and The Joint Commission. 

Minimize all but essential tasks. Use agency staff to help look at clinical and HR records. 

Do tutorial on use of tool, conduct 1-2 shadow audits and then use both their and your 

data in your review 

• Process- Change sampling methodology for clinical records and HR files. For clinical 

records, sample on recipient volume in program based on either admissions, ADC, 
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discharges or current volume. Calculate n to a 75%-80% confidence level. For HR files, 

sample on staff volume assigned to program based on discipline, job classification, 

licensed, unlicensed. Calculate n to 80-85% confidence level. 

• Process-For other areas- continue to use existing checklist for survey for time being, 

however be prepared to share data and calculations from checklists with providers 

during survey. 

• Output/products- Ensure survey dates, survey report date, accreditation status and time 

period is on all reports issued as of 9/08. Add additional fields to Excel spread sheets. 

Clarify date of commencement of accreditation.  

• Output/products-Revise accreditation report temporarily. Drop 3 sections from reports- 

second 2 sections following demographics to include purpose; general observations and 

overview and drop last section-required action. Put template on computer and write as 

much as possible while on site visit, Challenge yourselves to complete new report format 

within 5 business days following site visit. Consider sending copies of scored checklist, 

clinical record and HR record tools to provider. 

• Output/products- List all types of correspondence (letters) to providers and external 

entities from Accreditation Bureau. Pull all templates currently in use. Reformat all to 

single set of professional documents using- one font, format, design- develop templates. 

Ensure correspondence is from Accreditation Bureau- not single staff member. Eliminate 

all other templates- list docs and use put on shared drive  

• Output/products- Collect samples of accreditation reports for national accrediting bodies, 

licensure, HCBS, auditing forms, consulting firms- critique layout, categories, content, 

scoring guide format and begin discussion internally and externally with providers 

regarding helpful components, aspects and preferences.  

Recommendations Objective Three 

Evaluate the degree of alignment between the MHDS Accreditation Bureau, its functions 
and activities and that of the national accreditation bodies recognized by the commission 
for the purpose “deemed” status.  
 

Short term recommendations (next 6-9 months)  

The short term focus really does need to be on clearing the provider backlog however, it is 

important that the Accreditation Bureau structure, function and activities use this re-engineering 

opportunity to chose, integrate and emulate what is best about each of the national accrediting 

bodies that have deemed status in the state. It is with that in mind the following 

recommendations are made: 

• Assign one Accreditation Bureau staff to develop expertise in one of national accrediting 

bodies (CARF, COA, CQL, The Joint Commission) covering all four for the purposes of 
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o Determining the principles, structures, processes, tools, resources- the 

Accreditation Bureau would want to consider, adopt, adapt, incorporate as part of 

their re-engineering process. For example- CARF self-assessment, COA 

standards and links online, The Joint Commission PPR, CQL- data outcomes 

orientation 

o Informing and developing that same expertise in all other Accreditation Bureau 

staff within the year  

o Ensuring the infusion of the best of all the accrediting body standards in the 

revision of Chapter 24 and draft standards for emergency mental health services, 

children's mental health services, remedial services 

o Informing MHMRDDBI Commission, MH Planning Council, providers and other 

stakeholders 

o Developing a cross-walking between designated national accrediting body and 

Iowa revised standards for recommended “deemed” status   

o Evidentially making the review of deemed provider accreditation report a 

meaningful and value added endeavor     

o Marketing Accreditation Bureau accreditation as a viable alternative to national 

accreditation 

• Secure current manuals from assigned accrediting agency (do not order now as new 

ones come out in the fall for CARF and The Joint Commission- COA is online) as well as 

survey guide preparation manual. Plan to make annual investment in these manuals. 

Survey guide will not change significantly. 

• Explore their web site and talk to their account representatives about the process 

• Check out and see if there are any accrediting body surveyors in the state who would be 

willing to come talk to you- I know Nikki Migas from CARF was there in June  

• Review examples of survey reports and scoring as well as methodology 

• Secure an application and become familiar with their pre-accreditation preparation, 

survey and post survey process. Do not assume because you have seen some have 

seen them all or because you have participated several years ago- it is like that today. 

They are continuously changing and refining. 

• Begin keeping a compare and contrast list of what is different about national accrediting 

bodies and Accreditation Bureau 

• List outputs and products the national accrediting bodies produce that would be helpful 

for the system, recipients, providers, Accreditation Bureau staff 
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• Identify as the Accreditation Bureau what accrediting body standards manual structure- 

organization, layout, intent statements, examples, instructions you find most helpful.    

Recommendations Objective Four  

Critique the currency, application and validity of Chapter 24 community mental health 
standards by which community-based mental health providers are evaluated.   
 
Short term recommendations (next 6-9 months)  

The re-engineering of the Accreditation Bureau structure, processes and outputs will do much to 

model for the system performance improvement in action. However, to truly impact quality of 

care at the point of delivery, there must be a major revision of Chapter 24. This revision must be 

done in such a way to allow for ongoing modification and revision on an annual basis. This 

mechanism will ensure the ability to make changes not only retrospectively but to prospectively 

make those changes necessary to lead the system and the provider community in developing 

and implementing system of care best practices. 

• Develop a comprehensive work plan to revise community mental health standards 

• Develop draft standards  for emergency mental health services, children's mental health 

services, remedial services which are evolutionary and will grow and expand with the 

services 

• Design proposed format for organization of standards by administrative, operational and 

clinical components with further breakdown in each of those areas 

• With endorsement from MHMRDDBI Commission and MH Planning Council assemble 

“subject matter” experts and key stakeholders (recipients, MHDS program and 

Accreditation Bureau staff, provider, state experts) to participate in focus groups 

according to format breakdown approved above. For example- Operational- Health and 

Safety Focus Group or Clinical-Children’s Services Ages 0-5 Focus Group.  

• This model mirrors CARF, COA and The Joint Commission standards development 

model. Focus groups will meet 2 times in person or by teleconference usually for 2-3 

hours. There is extensively pre-planning and participants are expected to be prepared 

with “homework”. Agendas are highly structured. There is a facilitator who is a major 

task master and a recorder. Input, suggestions are gathered. Meetings are facilitated 

and notes taken.  

• Following the meeting, everything is aggregated and synthesized. Standards are 

drafted- sent out to participants for further comment with request for additional examples 

and suggestions for implementation and measurement. Final review is sent out. There is 

no “work smithing” in the group.  

• Focus group purpose is to contribute to the essence of the development of the intent and 

purpose of standards not write them. 
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• All proposed draft standards/indicators and intent statements are presented in total to 

MHMRDDBI Commission and MH Planning Council for approval. 

• Mock-up and Template are developed for draft manual and distributed to all focus group 

participants for final comment and approval. 

• Standards finalized. Instructions and Manual developed. Surveyor training scheduled 

and held. Competencies assessed. Distributed to providers upon request for 

accreditation.   

• Mechanism is developed for evergreening standards annually. Suggest semi-annual 

review by committee similar to CARF and COA Standards Council or Joint Commission 

PTAC. (9-11 person facilitated committee- meets ¾ to 1 day twice a year). Provider and 

recipient participants should rotate every 2-3 years and include provider (2-4 deemed 

and accredited- large and small), 2 recipients, 1 MHDS Accreditation Bureau staff and 

MHDS program managers- Children and Adult). Original participants can be focus group 

members from most productive focus groups. 

• Data needs to be provided at this meeting by Accreditation Bureau regarding most 

troublesome standards for providers during that time period so the group can look at 

wording, examples, explanation, etc. Data driven performance improvement in action! 
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Recommendations Objective Five   

Identify any Accreditation Bureau improvement opportunities in areas of increased 
efficiency, effectiveness, uniformity, consistency, sense of continuity and shared 
partnership amongst its stakeholders. 
 
Short term recommendations (next 6-9 months)  

Obviously efficiency, effectiveness, uniformity, consistency, sense of continuity and shared 

partnership are the opportunities and anticipated outcomes of the re-engineering initiative and in 

reality none will probably be fully realized until further along in both design and implementation 

of the re-engineering process. However, there are some short term recommendations that 

should yield some quick results.  

• Use your existing processes, meetings and discussions to start collecting hard data on 

inter-rater reliability 

• Accreditation Bureau staff needs to complete 2 shadow audits on ISU and volunteer staff 

during each site visit. Data complied, analyzed, aggregated, trended and reported to 

demonstrate consistency in scoring- or need for additional training. 

• Prior to all site visits, make copies of previous survey scoring sheet, removing any 

comments which you do not wish to share with provider. Take scoring sheet and copy of 

report from previous survey (does not matter who did it previously) and do a compare 

and contrast with provider in this survey’s exit interview. 

• Develop a survey and surveyor satisfaction tool to be conducted by phone or mailed to 

all providers at the end of the survey process. This to be done by neutral 3rd party who 

can scrub, aggregate and report the data for MHDS Accreditation Bureau internal CQI 

Plan.   

• Previous recommendations regarding provider participation in survey reviews, 

transparency in sharing audit tools (policy & procedure, HR files, clinical records) and 

reviewing and discussion scoring sheets during survey as well as provider participation 

in standards development are beginning steps in building partner partnership. 

Next Step Recommendations (next 9-18 months)   

• Finalize and implement Work Plan to re-engineer the Accreditation Bureau 

• Conduct task and time in motion analyses for all staff activities associated with the 

accreditation process from initial notification through production of report including 

provision of technical assistance. Examine data for retooling and refinement. Once 

completed- look for opportunities for automation and reassignment of job duties 

according the system needs and strengths, competencies and interest of Accreditation 

Bureau staff   
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• For example: Rethink the current process of  “assigning” providers to a specific 

Accreditation Bureau staff member and look at alternatives 

• Develop internal quality indicators on Accreditation Bureau key processes and 

outcomes, track and report at least monthly, quarterly, semi-annually 

• Rethink and then revamp the entire off and onsite survey review process. Disband 

process of having providers submit entire policy & procedure manuals at anytime in the 

accreditation process. 

• Integrate CQI component to all surveys preparation, onsite and reporting  

• Develop new survey audit tools which correspond with updated Chapter 24 standards, 

new emergency mental health and children’s services to use off and onsite – do not use 

checklists of standards as your tool. 

• Once audit tools have been finalized, developed instructions, training manuals, 

statistically sound scoring guidelines. Share all tools and scoring with providers and 

encourage providers to conduct ongoing audits and mock surveys using the tools 

• Consider developing an audit tool which would carry over from survey to survey. Not to 

be counted but to view for comparison.  

• Formalize your sampling methodology for easy calculation onsite. 

• Categorize providers by services, size and sites and using national accrediting bodies 

methodology standardized survey by category to include # of staff, # of offsite days, # of 

onsite days. No survey should ever take more than 4-5 staff for more than 4-5 days. 

• Develop standardized surveyor schedule for each category and each surveyor. 

• “Type” your surveyors for efficiency between 4 roles- Administrative/Operations, Clinical, 

Health and Safety, Quality management/Performance/Improvement. One surveyor can 

wear multiple hats or for much larger organizations when you need more surveyors you 

can divide roles among surveyors. 

• Develop a survey preparation guide for providers for each category above and prepare 

for mail outs. Use The Joint Commission “Preparing for Your Survey” as a guide. 

• Rethink multiple accreditation options 

• Develop a new accreditation report format that is professional, meaningful, informative 

data driven and performance improvement oriented- seek and integrate provider input   

• As a system rethink the role and responsibilities of MHMRDDBI Commission in 

reviewing all accreditation decisions. Consider shift to reviewing only outliers and 

handling appeals 
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• Develop a HCBS and national accrediting bodies specific audit tool for reviewing deem 

status providers based on standards cross-walk. Establish objective criteria for when 

deeming would or would not be recommended; when additional oversight may be 

warranted; and what additional review would be required. Disband process of requiring 

submission of P&Ps 
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Appendix A 

Documents and Materials Reviewed 

Group One 
Iowa Administrative Code Chapter 230A 
Iowa Administrative Code 441—24  
Iowa Administrative Code 225C.5 
Iowa Administrative Code 225C.6 
Iowa Administrative Code 229.24 
Iowa Administrative Code 249A.12 
Iowa Administrative Code 331.424A 
Iowa Administrative Code 331.438-440 
Iowa Administrative Code 426B.4-.5 
Iowa Administrative Code Chapter 24 
Iowa Administrative Code Chapter 24 
Iowa HF2780  
Iowa HF909 
Iowa DHS Budget 2007    
Appendix C: Draft Amendment to Chapter 230A CMHCs  
Iowa State Medicaid Plan- Iowa State Plan Under Title XIX Social Security Act Medical 
Assistance Program 
MHMRDDBI Commission Duties as of December, 2007 
MHMRDDBI Handbook 
MHMRDDBI Meeting Minutes 2006-2008 (as posted on web site 
http://www.dhs.state.ia.us/MHDD/MIMRDDBI_commission/index.html)  
Recommendations and Comments from the Department of Human Services, Division of Mental 
Health and Disability Services on the Report of Workgroups on Mental Health Systems 
Improvement 
MHDS Project Requirements- MHSR07002 – Provider Accreditation Application technical 
workflow process (automation) 
Iowa DHS MHDS http://www.dhs.state.ia.us/MHDD/quality_assurance/index.html  
Group Two 
List of accredited providers from web site 
http://www.dhs.state.ia.us/MHDD/quality_assurance/index.html  
HCBS provider self assessment form  
Provider application and letter of agreement form 470-3332 (see below) 
Sample of Accreditation Bureau letters to applicants 

• Template for deemed status- accreditation- initial (national accrediting body) 

• Template for deemed status- accreditation- renewal (national accrediting body) 

• Template for deemed status-accreditation- HCBS certificated organizations 
Application and Letter of Agreement for Deemed Status 
Accreditation Bureau letter regarding Incident Reporting   
Group Three 
Flowchart for application review for new and existing providers from receipt through 
accreditation/non-accreditation decision  
Excel spread sheet of all Iowa providers who hold “deemed” status accreditation 
Excel spread sheet of all Iowa providers who are accredited through MHDS Accreditation 
Bureau by programs/services as of 4/08 



IOWA MHDS Accreditation Bureau Assessment  

 

Excel spread sheet of Iowa providers who are scheduled for Accreditation Bureau site visit 
through fall 2008   
Accreditation Bureau correspondence- letters 

• June Lack ore, LMHC- December 10, 2007 

• Judy Schwartz, Adair County Home Care, February 8, 2008 
Accreditation Bureau Survey Site Visit Time Calculator (included in appendix) 
Accreditation Bureau Survey Checklist Tools and Scoring Sheets  

• Personnel Files/Records 

• Policies and Procedures 

• Organizational Activities 

• General Service Standards  

• Case Management Services 

• Day Treatment Services 

• Emergency Services 

• Evaluation Services 

• Intensive Psychosocial Rehabilitative Services 

• Outpatient Psychotherapy and Counseling Service  

• Partial Hospitalization Services 

• Supportive Community Living Services  
Accreditation Survey Report Template  
MHMRDDBI Commission Accreditation Recommendation Form 
Provider Survey Reports 

• Adams-Taylor-Union 11/2000, 5/2004, 4/2008 

• Burgess Health Center 2/2003, 4/2008 

• Communication Services for the Deaf 2/2008 

• Decatur County Community Services 4/2008 

• DHS Case Management 3/2004, 4/2006 

• DHS – corrective action plan 4/2004 

• Families First Counseling Services of Iowa- SCL 6/2006, 3/2008 

• Grundy County Case Management 4/2000, 1/2004, 3/2008 

• Mental health Center of Tama County- 8/2003, 4/2005, 3/2008    
Questionnaire to Accreditation Bureau Staff 
Response to Questionnaire by Accreditation Bureau Staff 

Letter to Judy Schwartz, Case Management Supervisor, Adair County Home Care- 2/8/08 
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Questions submitted to Accreditation Bureau Leadership and Staff Post site Visit  

Survey Time 
There is a newly created mechanism for predicting how much time it will take to do an 
accreditation survey that includes estimated time for preparation, onsite time and report 
preparation. Time is estimated.  
Is there a built-in variance based on extensive travel time, size of organization, history of 
previous survey, etc.? 
If yes, where might those adjustments be made? 
What is the average time a survey takes from start to finish including offsite and onsite 
preparation through finalizing the report? 
What about average onsite time? 
Longest onsite time? 
 
Policy and Procedures  
Providers are required to submit their policy manuals prior to their accreditation survey. This 
counts as 15% of their overall score. 
How was it determined that policy and procedures would make up 15% of the provider’s 
accreditation score? 
Does the provider resubmit their entire policy and procedures manual each accreditation cycle 
regardless of previous accreditation status?  
Does Accreditation Bureau staff review every P&P?  
Is there a list of specific content staff anticipate being in the policy manual? 
Is there a list of required and/or suggested operating plans and policies distributed to all 
providers?  
What are staff looking for when they review the provider policy and procedure manual? 
Is there a specific written tool staff use to determine whether a policy contains sufficient content 
to pass muster?  
When do staff decide to contact providers to ask for additional information? 
When do staff decide to review policy as part of the site visit? 
How does previous accreditation cycle’s policy manual contribute to the assessment of this 
cycle policy manual? 
How do staff award points of the performance indicators related to 24.2(2) c? 
 
Organizational Activities 
Organizational activities make up 15% of the provider’s accreditation score.  
How was it determined that organization activities would make up 15% of the provider’s overall 
accreditation score? 
How much of the work to determine the provider’s organizational activities score can be done 
offsite? 
What materials and documents do staff review to determine provider organization activities 
score? 
What reports do staff analyze? 
What types of onsite inspections do staff conduct? 
What types of interviews do staff conduct? 
When staff conduct onsite inspections, how do they select the sites, how many sites, based on 
what total number of sites and what tools and checklists do they use? 
When staff conduct client/family interviews, how do they select the clients, how many clients, 
based on what volume of clients and what questionnaires do they use? 
When staff conduct provider staff interviews, how do they select the staff, how many staff, 
based on what volume of staff and what questionnaires do they use? 
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When staff review staff review personnel files, how do they select the files, what criteria is used, 
what volume by total number of staff and what tool is used?  
What are the tools that staff use to assess the quality of the provider’s mission, vision, strategy 
planning, financial planning, budgeting and quality planning process? (beyond presence) 
What guidelines do staff use to determine support living environments are safe and accessible? 
 
Services 
The services category comprises 70% of the overall provider accreditation score. Accreditation 
Bureau staff determines compliance to standards for service through clinical record review using 
the service specific tool. 
The Accreditation Bureau staff would use a separate tool for each service that the provider 
provided and for that the provider was seeking accreditation.  
The services tool lists all applicable standards related to that specific service from Chapter 24 
and the Accreditation Bureau staff scores each standard for that service. 
The number of standards varies from service to service to service. The score based on 
presence is yes, no or not applicable.  
The standards sometimes have multiple components for that the above may or may not be 
consistent across all. 
The number of records pulled is based on number of staff at a provider agency not the number 
of clients served.  
Attempts are made to pull two (2) records per staff member- although, this is not always 
possible. When not possible, one chart per staff member is pulled. 
Charts are pulled in multiples of 4 to make calculations easier. 
 
Report 
The report has a set format that includes set items with some variations from report to report 
depending on survey leader 
Font and format of report may differ slight from report to report depending on author 
Use of letterhead differs depending on author 
Where in the report is the information of accreditation status? 
Do providers receive copies of the scored tools that staff use to determine the results of the 
survey? 
What are the internal performance indicators for completing the report following onsite survey 
for staff? 
 
Survey Team 
Survey team is comprised of Accreditation Bureau staff as well as others.  
These “others” include whom specifically?  
How are other non-Accreditation Bureau staff trained and prepared to be accreditation team 
members? 
How are they assessed for competencies? 
How is it determined how many members should be on a team? 
Average team size? 
Biggest team?    
How is the team leader selected? 
What are the team leader’s responsibilities? 
How do teams balance an audit, technical assistance and consultative role during the survey? 
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Deemed status 
An organization is granted “deemed status” in Iowa when they and/or their required 
programs/services are accredited by a national/international approved accrediting agency –
CARF, COA and The Joint Commission. This means the provider does not need to seek 
accreditation through the Iowa Accreditation bureau but they do still need to meet the standards 
in Chapter 24. 
How does the Accreditation Bureau help to ensure that happens?  

 
Answers to Questions submitted to Accreditation Bureau Leadership and Staff Post site 

Visit – Responses are in all CAPS and BOLDED  

Survey Time 
There is a newly created mechanism for predicting how much time it will take to do an 
accreditation survey that includes estimated time for preparation, onsite time and report 
preparation. Time is estimated.  YES – ESTIMATE IS FOR THE NUMBER OF PERSON DAYS 
IT IS ESTIMATED TO TAKE 
 
Is there a built-in variance based on extensive travel time, size of organization, history of 
previous survey, etc.?  NO FOR TRAVEL TIME.  HISTORY OF PREVIOUS SURVEY, MAYBE.  
YES FOR SIZE OF ORGANIZATION.  WE MIGHT MAKE SOME CONSIDERATION ON HOW 
WELL/NOT WELL A PROVIDER HAD DONE IN THE PAST.  E.G. HOW DIFFICULT THEIR 
FILES MIGHT BE TO READ BUT THIS NOT DONE OFTEN. 
 
If yes, where might those adjustments be made?  NUMBER OF PROVIDER STAFF PER 
PROGRAM TO BE ACCREDITED, THAT DRIVES THE NUMBER OF CASES TO REVIEW.   
 
What is the average time a survey takes from start to finish including offsite and onsite 
preparation through finalizing the report?  THERE PROBABLY WOULD BE AN AVERAGE 
FOR LIKE ORGANIZATIONS BUT THE SIZE VARIES SO MUCH WE DO NOT HAVE AN 
AVERAGE;  ONE SITE VISIT TOOK ONE DAY WHILE ANOTHER TOOK THREE WEEKS.  
AND WE WOULD NEED TO LOOK AT THE NUMBER OF PEOPLE ON EACH SURVEY.  
THE SURVEY THAT TOOK THREE WEEKS FOR THE ON SITE TIME ALSO HAD FIVE 
PEOPLE AT THE SITE ON MOST DAYS.  WOULD YOU LIKE US TO CALCULATE THE 
NUMBER OF DAYS (OFFSITE AND ONSITE) FOR THE LAST 5-10 SURVEYS? 
 
What about average onsite time?  1-5 DAYS WOULD BE THE MOST LIKELY, THE THREE 
WEEKS WAS FOR A VERY LARGE ORGANIZATION WITH SITES OVER MUCH OF THE 
STATE.  ANOTHER VARIABLE THAT DRIVES THE NUMBER OF DAYS IS HOW MANY 
PEOPLE ARE ON A PARTICULAR SITE VISIT 
 
Longest onsite time?  THREE WEEKS 
 

Policy and Procedures  
Providers are required to submit their policy manuals prior to their accreditation survey. This 
counts as 15% of their overall score.  YES 
 
How was it determined that policy and procedures would make up 15% of the provider’s 
accreditation score?  THE PREVIOUS BUREAU CHIEF WAS IN CHARGE OF THE SCORING 
DEVELOPMENT AND CHANGES SO WE DO NOT KNOW THE RATIONALE THAT WENT 
INTO THE SCORING BUT WE HAVE PROVIDED A CHRONLOGICAL RECORD OF WHAT 
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HAPPENED.  IN 1997 A SCORING SYSTEM WAS DEVELOPED AS A “LAST MINUTE” 
INCLUSION AFTER THE RULES HAD BEEN THROUGH A MAJOR REVISION/ 
RESTRUCTURING.  AT THAT TIME POLICIES AND PROCEDURES WERE WEIGHTED 
EQUALLY WITH ORGANIZATIONAL ACTIVITIES AND EACH SERVICE AND THAT WAS 
AT 100%.  THE NUMBER OF BENCHMARKS IN EACH CATEGORY WAS DIVIDED INTO 
100 AND THAT WAS THE VALUE OF EACH BENCHMARK.  IN 2000 THE SCORING WAS 
CHANGED SO THE RATING FOR POLICIES AND PROCEDURES WAS WEIGHTED 
EQUALLY WITH ORGANIZATIONAL ACTIVITIES AT 25% EACH AND EACH SERVICE 
WEIGHTED AT 50%.  AT THAT TIME, WE BEGAN “ENFORCING” THAT PROVIDERS 
WERE REQUIRED TO HAVE THEIR P&P IN THE SAME NUMBERING SYSTEM AND 
FORMAT AS CHAPTER 24.  PREVIOUSLY, PROVIDERS HAD SAID “IT’S IN THERE” BUT 
WHEN PRESSED, THEY COULD NOT FIND THOSE THINGS REQUIRED EITHER.  WE GOT 
THEM AWAY FROM DOING “CROSSWALKS” AND REQUIRED THEM TO USE CHAPTER 
24 AS THEIR OUTLINE AND AFTER EACH BENCHMARK AND PERFORMANCE 
INDICATOR STATE THE WHO, WHAT, WHERE, WHEN AND HOW THEY WOULD MEET 
EACH REQUIREMENT.  SINCE THEN THEIR P&P HAVE BEEN MUCH IMPROVED AND 
FOR THE MOST PART THEIR COMPLIANCE WITH THE RULES HAS IMPROVED.  IN 2002 
WE CHANGED THE SCORING TO THE CURRENT WEIGHTING OF POLICIES, 
PROCEDURES WEIGHTED EQUALLY WITH ORGANIZATIONAL ACTIVITIES AT 15% 
EACH, AND EACH SERVICE WEIGHTED AT 70%.   
 
Does the provider resubmit their entire policy and procedures manual each accreditation cycle 
regardless of previous accreditation status?  FOR NON-DEEMING YES.  REASONS INCLUDE 
1] ASSURE THE AGENCY UNDERSTANDS THE CHAPTERE 24 REQUIREEMNTS; 2] 
AGENCY POLICIES CAN CHANGE BECAUSE OF EXTERNAL INFLUENCES (MEDICAID & 
MEDICARE), 3] BECAUSE CHAPTER 24 RULES HAVE CHANGED, AND 4] AGENCY 
RULES EVOLVE OVER TIME WITHOUT ANY CHANGES IN CHAPTER 24. 
 
Does Accreditation Bureau staff review every P&P?  YES, EXCEPT FOR DEEMED WHERE 
WE ONLY REVIEW P&P AT THE FIRST REQUEST FOR DEEMING. 
 
Is there a list of specific content staff anticipate being in the policy manual?  YES AND IT AS 
LAID OUT IN THE CHAPTER 24 RULES AND IN OUR CHECKLISTS. 
 
Is there a list of required and/or suggested operating plans and policies distributed to all 
providers?  THE ADMINISTRATIVE RULES OF CHAPTER 24.  WE OFFER SAMPLE POLICY 
AND PROCEDURE MANUALS WHEN NEEDED AND REQUESTED.  THIS SHOWS 
PROVIDERS WHAT FORMAT WE ARE ASKING FOR IN THEIR P&P.  WE ALSO OFFER 
AND PROVIDE SAMPLES THAT WE HAVE GATHERED FROM OTHER AGENCIES OF 
SPECIFIC FORMATS (NARRATIVES, ASSESSMENTS, SERVICE PLANS, SOCIAL 
HISTORIES, ETC.). 
 
What are staff looking for when they review the provider policy and procedure manual?  
COMPLIANCE WITH CHAPTER 24 AND WE USE THE CHECKLISTS TO MEASURE 
COMPLIANCE.  DO THE POLICY AND PROCEDURES MAKE SENSE AND ARE THEY 
INTERNALLY CONSISTENT, WHAT AREAS WILL NEED ATTENTION AND FURTHER 
EVALUATION ON SITE, IS THE PROVIDER STRUGGLING IN SOME AREAS OR 
EXCELLING IN SOME AREAS.  WOULD ADVANCE DISCUSSION WITH THE PROVIDER 
BE INDICATED? THIS ALSO HELPS IDENTIFY IN ADVANCE ANY AREAS WHERE THE 
SURVEYORS MIGHT ANTICIPATE OR TARGET FOR EXAMINATION ON SITE.  
REVIEWING THE P/P IS A WINDOW INTO HOLDING THE PROVIDER ACCOUNTABLE FOR 
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ACTUALLY SHOWING EVIDENCE OF WHAT THEY SAY THEY ARE GOING TO DO AND 
HOW THEY ARE GOING TO PROVIDE THE SERVICES.   
 
Is there a specific written tool staff use to determine whether a policy contains sufficient content 
to pass muster?  USE CHAPTER 24 AND THE CHECKLISTS 
 
When do staff decide to contact providers to ask for additional information?  WHEN WE 
CANNOT FIND A P&P INDICATOR AT ALL, WHEN WE CANNOT FIND A P&P INDICATOR 
THAT MEETS THE REQUIREMENTS SPECIFIED IN CHAPTER 24, OR WHEN THE 
SURVEYOR HAS IDENTIFIED AN AREA WHERE THEY FEEL IT WOULD BE BENEFICIAL 
TO DISCUSS IN ADVANCE.  THIS COULD RANGE FROM SIMPLE QUESTIONS TO 
OBVIOUS PROBLEMS IN PROCEDURES, FORMS, AND PRACTICE.  NEEDS FOR 
FURTHER INTERPRETATION, CLARIFICATION OR TECHNICAL ASSISTANCE CAN 
RESULT FROM THE PRELIMINARY REVIEW OF POLICY AND PROCEDURES.    
 
When do staff decide to review policy as part of the site visit?  P&P IS REVIEWED PRIOR TO 
THE SITE VISIT AND IT IS ALWAYS USED AS A PART OF THE SITE VISIT THROUGH THE 
USE OF CHECKLISTS.  ALSO THERE IS A LEVEL OF REVIEW TO ASCERTAIN IF THE 
PRACTICES OBSERVED IN THE ORGANIZATION ARE CONSISTANT WITH THE STATED 
POLCY AND PROCEDURES. 
 
How does previous accreditation cycle’s policy manual contribute to the assessment of this 
cycle policy manual?  IT USUALLY DOESN’T BECAUSE OF THE CONSTANT CHANGES 
TAKING PLACE IN THE SYSTEM 
 
How do staff award points of the performance indicators related to 24.2(2) c?  BASED ON 
STAFF STATEMENTS WE ASK THEM TO SPELL OUT HOW THEY ACHIEVE THIS WITH A) 
CURRENT EMPLOYEES AND B) NEW EMPLOYEES.  (STAFF MEETINGS, TRAINING, 
PART OF NEW EMPLOYEE ORIENTATION, ETC.)  WE WOULD ALSO SEE THIS IN THE 
ORIENTATION CHECK LISTS AND WOULD BECOME AWARE OF PROBLEMS IF STAFF 
SAID THEY DID NOT KNOW WHAT THEY WERE SUPPOSED TO DO.   
 

Organizational Activities 
Organizational activities make up 15% of the provider’s accreditation score.  YES 
 
How was it determined that organization activities would make up 15% of the provider’s overall 
accreditation score?  THE PREVIOUS BUREAU CHIEF WAS IN CHARGE OF THE SCORING 
DEVELOPMENT AND CHANGES SO WE DO NOT KNOW THE RATIONALE THAT WENT 
INTO THE SCORING BUT WE HAVE PROVIDED A CHRONLOGICAL RECORD OF WHAT 
HAPPENED.  IN 1997 A SCORING SYSTEM WAS DEVELOPED AS A “LAST MINUTE” 
INCLUSION AFTER THE RULES HAD BEEN THROUGH A MAJOR REVISION/ 
RESTRUCTURING.  AT THAT TIME POLICIES AND PROCEDURES WERE WEIGHTED 
EQUALLY WITH ORGANIZATIONAL ACTIVITIES AND EACH SERVICE AND THAT WAS 
AT 100%.  THE NUMBER OF BENCHMARKS IN EACH CATEGORY WAS DIVIDED INTO 
100 AND THAT WAS THE VALUE OF EACH BENCHMARK.  IN 2000 THE SCORING WAS 
CHANGED SO THE RATING FOR POLICIES AND PROCEDURES WAS WEIGHTED 
EQUALLY WITH ORGANIZATIONAL ACTIVITIES AT 25% EACH AND EACH SERVICE 
WEIGHTED AT 50%.  AT THAT TIME, WE BEGAN “ENFORCING” THAT PROVIDERS 
WERE REQUIRED TO HAVE THEIR P&P IN THE SAME NUMBERING SYSTEM AND 
FORMAT AS CHAPTER 24.  PREVIOUSLY, PROVIDERS HAD SAID “IT’S IN THERE” BUT 
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WHEN PRESSED, THEY COULD NOT FIND THOSE THINGS REQUIRED EITHER.  WE GOT 
THEM AWAY FROM DOING “CROSSWALKS” AND REQUIRED THEM TO USE CHAPTER 
24 AS THEIR OUTLINE AND AFTER EACH BENCHMARK AND PERFORMANCE 
INDICATOR STATE THE WHO, WHAT, WHERE, WHEN AND HOW THEY WOULD MEET 
EACH REQUIREMENT.  SINCE THEN THEIR P&P HAVE BEEN MUCH IMPROVED AND 
FOR THE MOST PART THEIR COMPLIANCE WITH THE RULES HAS IMPROVED.  IN 2002 
WE CHANGED THE SCORING TO THE CURRENT WEIGHTING OF POLICIES, 
PROCEDURES WEIGHTED EQUALLY WITH ORGANIZATIONAL ACTIVITIES AT 15% 
EACH, AND EACH SERVICE WEIGHTED AT 70%.   
 
How much of the work to determine the provider’s organizational activities score can be done 
offsite?  A SIGNIFICANT AMOUNT IS DETERMINED BY THE REVIEW OF P&P AND THE 
REST BY ON SITE OBSERVATION SUCH AS PERFORMANCE IMPROVEMENT PLANS 
AND ACTIVITIES AND REPORTS, BOARD MINUTES, ADVISORY BOARD MINUTES, 
PERSONNEL FILES, AND THE ORGANIZATIONAL ENVIRONMENT. 
 
What materials and documents do staff review to determine provider organization activities 
score?  P&P, PERFORMANCE IMPROVEMENT PLAN, INCIDENT REPORTING, 
PERSONNEL, BOARD AND ADVISORY MINUTES, SUPERVISORY NOTES 
 
What reports do staff analyze?  INCIDENT REPORTS & FOLLOW-UP (TRACKING AND 
TRENDING), QUARTERLY REPORTS ON SERVICES, PERFORMANCE IMPROVEMENT 
PLAN AND REPORTS.  WHEN REVIEWING THE CLIENT FILES STAFF REVIEW 
PROFESSIONAL (MEDICAL, THERAPIST, PSYCHIATRIC), SERVICE AND SUPPORT 
PROVIDER REPORTS AND EVALUATIONS.  REVIEWERS ATTEMPT TO CONSIDER ALL 
RELEVANT REPORTS RELATIVE TO A CLIENT.  
 
What types of onsite inspections do staff conduct?  CLEAN TOYS, ACCESSIBILITY 
CONCERNS, PRIVACY, CONFIDENTIALITY, CLIENT WAITING AREAS, OFFICES WHERE 
CLIENTS ARE SEEN.  OVERALL RESPECT FOR INDIVIDUALS IN THE ENVIRONMENT 
 
What types of interviews do staff conduct?  CLIENT AND STAFF, AS WE ARE PLAYING 
CATCH-UP ON OVER DUE ACCREDITATIONS THESE ARE SOMETIMES NOT DONE 
 
When staff conduct onsite inspections, how do they select the sites, how many sites, based on 
what total number of sites and what tools and checklists do they use?  MOSTLY DO PAPER 
REVIEWS; IF THERE ARE MULTIPLE SITES WE REVIEW RECORDS ACROSS THE 
ENTIRE AGENCY.  BY SAMPLING CASES FROM EACH CLINICIAN, WE CAPTURE 
CLIENTS SERVED IN ALL LOCATIONS.  WE DO NOT VISIT SITES USUALLY EXCEPT THE 
ONE WHERE RECORDS ARE BROUGHT TO A “CENTRAL OFFICE” OR 
“HEADQUARTERS”.  SOMETIMES, WE NEED TO GO TO ANOTHER OFFICE (HR) OR 
EVEN A DIFFERENT BUILDING TO REVIEW PERSONNEL FILES. 
 
When staff conduct client/family interviews, how do they select the clients, how many clients, 
based on what volume of clients and what questionnaires do they use?  WE INTERVIEW NO 
MORE THAN ONE CLIENT PER SERVICE AND ALLOW THE AGENCY TO SELECT THE 
CLIENT FROM AMONG THOSE CLIENTS WHO VOLUNTEER TO BE INTERVIEWED.  WE 
HAVE A STANDARD SET OF QUESTIONS THAT WE USE FOR THE INTERVIEW. 
 
When staff conduct provider staff interviews, how do they select the staff, how many staff, 
based on what volume of staff and what questionnaires do they use?  WE INTERVIEW ONE 
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STAFF PER SERVICE, OR IF NEEDED WE WOULD INTERVIEW ADDITIONAL STAFF, AND 
WE ALLOW THE AGENCY TO SELECT THE STAFF.  WE HAVE A STANDARD SET OF 
QUESTIONS THAT WE USE FOR THE INTERVIEW.  IF TIME ALLOWS ON A SITE VISIT, 
THE ACTUAL RESULTS OF THE SURVEYORS FILE REVIEWS WILL BE DISCUSSED 
INDIVIDUALLY WITH THE PRACTICTIONER.  ALSO THERE ARE OCCASIONS WHERE 
THE STAFF OF A PARTICULAR UNIT (THERAPISTS) WILL MEET AS A GROUP WITH THE 
SURVEYORS.  IN THESE LESS STRUCTURED MEETINGS, THERE IS OFTEN A 
QUESTION AND ANSWER DISCUSSION.  INSPITE OF THE TIME LIMITATIONS IT IS NOT 
UNCOMMON THAT DURING THE SURVEY PROCESS, PARTICULARLY WITH IPR, CASE 
MANAGEMENT, AND SCL PROGRAMS, QUESTIONS ARISE ON THE PART OF THE 
SURVEYOR AND THE LEAD STAFF OF THE AGENCY ARE ASKED TO CLARIFY WHAT 
THEY HAVE BEEN ATTEMPTING.  DURING THIS TIME TA IS PROVIDED TO 
ORGANIZATION STAFF.  THE SURVEY TEAM WILL HAVE REVIEWED THE MEDICAL, 
PSYCHIATRIC, THERAPIST, AND OTHER PROVIDERS REPORTS AND PLANS THAT ARE 
AVAILABLE IN THE PROVIDERS FILES. THIS COLLATERAL INFORMATION IS THEN 
CONSIDERED AND USED TO ASSESS AND ANALYZE THE ADEQUACY OF THE 
PROVIDER’S (BEING ACCREDITED) ASSESSMENTS, SERVICE PLANS AND 
DOCUMENTATION TO ASSURE THAT THE SERVICES PROVIDED MEET STANDARDS, 
ARE APPROPRIATE AND ADEQUATE TO THE INDIVIDUALS NEEDS, AND IF THEY 
COULD BE IMPROVED.  THE PROCESS CAN LEAD TO THE SURVEYORS HAVING A 
CONSULTATIVE DISCUSSION ON SPECIFIC AREAS OF SERVICE PROVISION.  
PROVIDERS HAVE GENERALLY RECOGNIZED THE SURVEYORS AS HAVING THE 
KNOWLEDGE AND EXPERIENCE TO HELP PROBLEM SOLVE SERVICE PROVISION 
ISSUES.   
 
When staff review personnel files, how do they select the files, what criteria is used, what 
volume by total number of staff and what tool is used?  WE LOOK AT THE PERSONNEL 
RECORDS OF THOSE STAFF WHO ARE NEW TO THE AGENCY SINCE OUR LAST SITE 
VISIT EXCEPT WHEN A SMALL AGENCY AND WE CAN TAKE THE TIME TO REVIEW 
THEM ALL OR AT LEAST MOST OF THEM.  SOME THINGS ARE NOT STATIC SUCH AS 
MANDATORY REPORTER TRAINING.  IF THERE WERE CONCERNS FROM THE 
PREVIOUS SURVEY REGARDING THE AGENCY’S PRACTICE OF EVALUATING 
EMPLOYEES ON AN ANNUAL BASIS, WE MAY PULL SOME FILES SO THAT WE COULD 
ENSURE THAT INDICATOR IS BEING MET. 
 
What are the tools that staff use to assess the quality of the provider’s mission, vision, strategy 
planning, financial planning, budgeting and quality planning process? (beyond presence)  WE 
ONLY REVIEW THE PERFORMANCE IMPROVEMENT PLAN, NONE OF THE OTHERS.  
WHILE WE REQUIRE THEM TO HAVE MISSION STATEMENTS AND VALUES; WE DO NOT 
PRESCRIBE WHAT THOSE MISSIONS AND VALUES ARE.  THEY ARE ALL REQUIRED TO 
HAVE AN INDEPENDENT FINANCIAL AUDIT ANNUALLY BUT WE DO NOT REVIEW 
THOSE.  WE THINK THEY USUALLY SEND THEM IN TO OUR FINANCIAL UNIT.  THE 
SPECIFIC STRATEGY PLANNING, FINANCIAL PLANNING, AND BUDGETING OF AN 
AGENCY HAVE NOT BEEN REQUIRED ELEMENTS OF CHAPTER 24.  IF OR WHEN 
THESE PARTICULAR ITEMS MIGHT APPEAR IN THE QUALITY IMPROVEMENT 
PLANNING PROCESS THE SURVEY TEAM WOULD LIKELY DISCUSS WITH PROVIDER.   
 
What guidelines do staff use to determine support living environments are safe and accessible?  
NOT IN OUR PERVIEW SINCE WE ACCREDIT SERVICES, NOT FACILITIES. 
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Services 
The services category comprises 70% of the overall provider accreditation score. Accreditation 
Bureau staff determines compliance to standards for service through clinical record review using 
the service specific tool.  YES, THIS AREA IS FELT TO BE THE MOST IMPORTANT PART 
OF THE SURVEY BECAUSE IT IS THE CLINICAL OR SKILL TRAINING SERVICE AND 
SUPPORT THAT ASSURES THE INDIVIDUALS ARE SAFE AND OFFERED 
INDIVIDUALIZED SERVICES TO MEET THEIR UNIQUE NEEDS AND DESIRES.  THIS 
REQUIRES THAT THE ACCREDITATION TEAM PERFORM A DETAILED ANALYSIS AND 
REVIEW OF THE CLIENT FILES.  THE SURVEY TEAM WILL REVIEW THE MEDICAL, 
PSYCHIATRIC, THERAPIST, AND OTHER PROVIDERS REPORTS AND PLANS 
(AVAILABLE IN THE PROVIDERS FILES).  THIS COLLATERAL INFORMATION IS USED 
TO ASSESS AND ANALYZE THE ADEQUACY OF THE PROVIDER’S (BEING 
ACCREDITED) ASSESSMENTS, SERVICE PLANS AND DOCUMENTATION TO ASSURE 
THAT THE SERVICES PROVIDED MEET STANDARDS, ARE APPROPRIATE AND 
ADEQUATE TO THE INDIVIDUALS NEEDS, AND IF THEY COULD BE IMPROVED.  THIS 
PROCESS OFTEN ALLOWS THE SURVEYORS TO HAVE A CONSULTATIVE DISCUSSION 
ON AREAS OF SERVICE PROVISION.   
 
The Accreditation Bureau staff would use a separate tool for each service that the provider 
provided and for that the provider was seeking accreditation.  YES 
 
The services tool lists all applicable standards related to that specific service from Chapter 24 
and the Accreditation Bureau staff scores each standard for that service.  YES 
 
The number of standards varies from service to service to service. The score based on 
presence is yes, no or not applicable.  YES 
 
The standards sometimes have multiple components for that the above may or may not be 
consistent across all.  YES.  WE HAVE DONE SOME RULE REVISIONS TO REDUCE THOSE 
MULTIPLE INDICATORS, BUT MORE WORK NEEDS TO BE DONE SO THEY ARE 
DISCRETE AND NOT SEVERAL THINGS IN ONE.  HOWEVER, FOR INDICATOR NUMBER 
2 UNDER SOCIAL HISTORY, WE GIVE MORE WEIGHT TO THE ABUSES BECAUSE WE 
FEEL THAT INFORMATION IS CRITICAL.  WE ALSO SOMETIMES APPLY THE “25%” 
RULE WHEN SOME ELEMENTS ARE ADDRESSED AND SOME ARE NOT.  WHEN WE 
ARE ABLE TO REVIEW AS A “TEAM”, WE UTILIZE THAT OPPORTUNITY TO DISCUSS 
RECORD FINDINGS AS WE REVIEW A RECORD TO DETERMINE CONSISTENCY IN 
SCORING AND ENSURE WE ARE GETTING THE OVERALL PICTURE OF AN AGENCY 
SERVICE. 
 
The number of records pulled is based on number of staff at a provider agency not the number 
of clients served.  YES 
 
Attempts are made to pull two (2) records per staff member- although, this is not always 
possible. When not possible, one chart per staff member is pulled.  YES 
 
Charts are pulled in multiples of 4 to make calculations easier.  YES 
 

Report 
The report has a set format that includes set items with some variations from report to report 
depending on survey leader.  YES 
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Font and format of report may differ slight from report to report depending on author.  YES 
 
Use of letterhead differs depending on author.  SHOULDN’T 
 
Where in the report is the information of accreditation status?  AT THE END 
 
Do providers receive copies of the scored tools that staff use to determine the results of the 
survey?  NOT USUALLY AND WE WOULD STRONGLY RECOMMEND NOT GIVING 
PROVIDERS COPIES OF OUR WORK TOOLS.  TOO OPEN TO DIFFERENT 
INTERPRETATIONS.  NOTES TO ONESELF AND THE SURVEY TEAM LEADER ARE NOT 
APPROPRIATE FOR PROVIDER AGENCIES STAFF TO SEE. 
 
What are the internal performance indicators for completing the report following onsite survey 
for staff?  THIRTY WORKING DAYS UPON COMPLETION OF THE SURVEY PER CHAPTER 
24 
 
Survey Team 
Survey team is comprised of Accreditation Bureau staff as well as others.  YES 
 
These “others” include whom specifically?  CONTRACT STAFF FROM MEDICAID AND 
VOLUNTEERS WHO ARE STAFF OF CHAPTER 24 PROVIDER AGENCIES WHO HAVE 
BEEN TRAINED BY CHAPTER 24 QUALITY ASSURANCE STAFF.  THE CONTRACT 
STAFF ARE ONLY TEMPORARILY ASSISTING UNTIL THE ACCREDITATION UNIT GETS 
CAUGHT UP.   
 
How are other non-Accreditation Bureau staff trained and prepared to be accreditation team 
members?  CONTRACT STAFF ARE ALREADY TRAINED AND THE VOLUNTEERS HAVE A 
SET TRAINING REGIMEN. 
 
How are they assessed for competencies?  DON’T OR IT IS INFORMAL (ALL VOLUNTEERS 
ARE CURRENT PRACTITIONERS).  AGAIN, WE DISCUSS FINDINGS AS WE READ 
RECORDS TO ENSURE INTER-RATER RELIABILITY.  THIS ALLOWS THE LEADER TO BE 
GATHERING INFORMATION THROUGHOUT THE PROCESS TO ASSIST IN 
UNDERSTANDING THE OVERALL PICTURE AND PROVIDE VALUABLE INFORMATION 
DURING THE EXIT.  IN IPR THE SURVEY VOLUNTEERS ARE EXPERTS IN IPR.  THERE 
ARE ALSO TIMES WHERE THE VOLUNTEERS HAVE SHARED THEIR TOOLS, FORMATS, 
AND EXPERTISE IN THE GIVEN FIELD WITH THE PROVIDER ORGANIZATIONS BEING 
REVIEWED.   
 
How is it determined how many members should be on a team?  BASED ON THE NUMBER 
OF PERSON DAYS AS IDENTIFIED BY THE CALCULATOR 
 
Average team size?  1-6 
 
Biggest team?   6 
 
How is the team leader selected?  LEADER IS THE QA PERSON WHO IS ASSIGNED TO 
THAT PROVIDER 
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What are the team leader’s responsibilities?  PREP FOR THE VISIT, LEADER ON SITE, 
CONDUCT THE EXIT AND ENTRANCE MEETING, WRITE THE REPORT, ALL FOLLOW-UP 
AND TA AND APPROVAL OF THE AGENCIES CORRECTIVE ACTION PLANS.  ALSO 
RESPONSIBLE SHOULD THERE BE A COMPLAINT INVESTIGATION REQUIRED FOR THE 
ASSIGNED ORGANIZATION BETWEEN SURVEYS.  
 
How do teams balance an audit, technical assistance and consultative role during the survey?  

SEAT OF THEIR PANTS, BASED UPON WHAT IS HAPPENING WITH THE VISIT AND THE 

EVER PRESENT TICKING CLOCK.  ANYTIME WE HAVE AN OPPORTUNITY TO DISCUSS 

WITH PROVIDER AGENCIES THE RULES, HOW AND WHAT WE LOOK FOR AND HOW 

OTHERS ARE DOING IT GIVES INFORMATION THEY CAN USE AND IT HELPS AVOID 

PROBLEMS.  WHEN PROVIDERS RECEIVE TA, IT GETS THEM THINKING ABOUT HOW 

TO PREPARE FOR OUR SURVEY; IT HELPS ENSURE COMPLIANCE AND RESULTS IN 

HIGHER SURVEY SCORES.  TA IS ONE AREA THAT HAS BEEN A LOW PRIORITY SINCE 

WE BEGAN EFFORTS TO CATCH UP ON PAST DUE SURVEYS THIS WINTER.  AT A 

RECENT COMMISSION MEETING STAFF WAS ASKED IF WE HAD A PROCESS TO 

PROVIDE TA TO GROUPS OF MULTIPLE PROVIDERS.  NO WE HAVEN'T.  WHEN THERE 

IS A UNIQUE DEMAND FOR TA WE HAVE ATTEMPTED TO PROVIDE IT EITHER 

THROUGH BRIEF SITE VISITS OR THROUGH ASKING PROVIDERS TO SEND IN DE-

IDENTIFIED SAMPLES OF ASSESSMENTS, SOCIAL HISTORIES, SERVICE PLANS, AND 

NARRATIVES AND WE WILL GIVE THEM FEEDBACK.  STAFF ROUTINELY SHARE BEST 

PRACTICE EXAMPLES THAT THEY HAVE GATHERED FROM PROVIDERS DURING THE 

PAST FEW YEARS (IF THEY ARE WILLING TO SHARE).  WE FREQUENTLY SEND THESE 

EXAMPLES TO NEW PROVIDERS AND TO OTHER AGENCIES WHERE IT WAS 

IDENTIFIED DURING A SURVEY THAT THEY WANT TO ENHANCE WHAT THEY ARE 

CURRENTLY DOING.   IT ALSO ENCOURAGES BEST PRACTICE AS WE SHARE 

EXEMPLARY EXAMPLES OF HOW OTHERS HAVE FOUND TO DO THINGS.  WE HAVE 

FOUND THAT AN "OUNCE OF PREVENTION IS WORTH A POUND OF CURE" WHEN IT 

COMES TO TA.   

 

Deemed status 
An organization is granted “deemed status” in Iowa when they and/or their required 
programs/services are accredited by a national/international approved accrediting agency –
CARF, COA and The Joint Commission. This means the provider does not need to seek 
accreditation through the Iowa Accreditation bureau but they do still need to meet the standards 
in Chapter 24.  YES WHEN DEEMED STATUS IS REQUESTED (ADD COUNCIL TO THIS 
LIST BUT IT WOULD INCLUDE ANY NATIONAL BODY THAT DOES ACCREDITATIONS 
PER IOWA LAW) 
 
How does the Accreditation Bureau help to ensure that happens?  WE REVIEW P&P FOR 

INITIAL DEEMED APPLICATIONS, LITTLE OTHER CONTACT UNLESS WE WERE TO DO 

A JOINT VISIT WITH THE NATIONAL BODY (ONLY HAS BEEN DONE ONE TIME IN PAST 

FEW YEARS) OR A FOLLOW ALONG.  A FEW TIMES QUALITY ASSURANCE STAFF 

HAVE ATTENDED NATIONAL BODY EXIT INTERVIEWS.  OTHERWISE, WHEN 

COMPLAINTS ARE RECEIVED, WE WOULD FOLLOW UP ON THEM.  FOR RENEWAL OF 
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DEEMING ACTIVITIES, FIRST AN EMAIL LETTER GOES TO THE PROVIDER WITH THE 

APPLICATION FOR RENEWAL AND REQUEST TO SEND IN THE REQUIRED 

INFORMATION.  NEXT THEY SEND IN THE OTHER ACCREDITING BODY SURVEY 

REPORT (THIS IS THE RESULTS OF THE SURVEY-ACCREDITATION LENGTH ETC.) AND 

OTHER REQUIRED INFORMATION.  THIS IS REVIEWED BY STAFF.  NEXT, THE PLAN OF 

CORRECTION THAT THEY WOULD BE REQUIRED TO SEND TO THE OTHER 

ACCREDITING BODY IS REVIEWED BY THE DIVISION.  AFTER THE REQUIREMENTS OF 

CHAPTER 24 ARE ASSURED, A RECOMMENDATION IS MADE TO THE COMMISSION 

FOR RENEWAL OF ACCREDITATION.  GENERALLY SPEAKING, UNLESS A DEEMED 

PROVIDER CONTACTS THE DIVISION FOR INFORMATION BETWEEN THE CYCLES OF 

RENEWALS THERE IS NO CONTACT INITIATED BY THE DIVISION. 
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DIVISION OF MENTAL HEALTH AND DISABILITY SERVICES 

 

 

February 8, 2008 

 

Ms. Judy Schwartz 

Case Management Supervisor 

Adair County Home Care 

117 NW Hayes 

Greenfield, IA  50849 

 

Enclosed please find the form for applying for a renewal of your approval as a provider of individual case 

management services pursuant to Iowa Administrative Code 441--24.  Please complete and return to me. 

 

In addition to the application form, please submit the following material to me by May 2
nd
, 2008. 

 

1.  Policies and procedures relating to the provision of standards found in the Chapter 24 Standards. 

 

2. The name and description of the education and experience of each current person designated as a case manager, 

case management supervisor, including clinical supervisors. 

 

3. A statement of the number of recipients served and number of hours each case manager is employed per week. 

 

4. A copy of the signed contract between the Board of Supervisors (provider) and the 28E agreement with County 

Case Management Services. 

 

5.   Information documenting the organizations performance improvement effort as required in 24.3(1) indicators 1-8.  

This would include the current and prior year performance improvement plans as well as any minutes of meetings 

(advisory board, performance improvement committee, etc.) when the performance improvement plan was 

developed, reviewed or summarized.  Other information that could be forwarded would be the analysis of survey 

results, incident report data, and results from routine internal file reviews.  Please do not send information that identify 

individuals receiving service and therefore would be considered confidential. 
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6.   A statement is needed in the information you submit stating: “This is to certify that all information that has been 

submitted by Adair County Case Management for case management approval is complete and accurate.”  This needs 

to be signed by the Chief Executive Officers and Chairpersons of the Board of Supervisors of each county.  

 

Upon receipt of the above information and completion of your site survey, I will review your renewal application and 

develop a recommendation for consideration by the MH/MR/DD/BI Commission. 

 

Your site survey is scheduled for May 20 and 21.  We should arrive at 10 AM on May 20th and will plan to exit at 3 

PM on May 21
st
.   Please arrange for us to interview a case manager and a consumer after 10 AM in the morning on 

May 21st.  I am on the road often so please feel free to email if you have questions.  You are also welcome to try to 

reach me by phone.   

 

Sincerely, 

 

Craig Peterson 

Department of Human Service, MH/DS 

5th Floor Hoover Building  

Des Moines, IA 50319      

515-281-8631 

email: cpeters@dhs.state.ia.us 

Enclosure 

 

cc: Adair County Board of Supervisors 

    Deb Eckerman,  ISAC 
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Yawn Biography 

Lesa Yawn PhD, JD is the president and founder of Yawn Consulting Group, Inc., a company 

that provides consultation and technical assistance yielding tangible, real world results to clients 

throughout the United States, Canada, Puerto Rico and South America.  Dr Yawn holds 

doctorates in both clinical psychology and jurisprudence with a specialty in medical ethics. She 

has more than 27 years of clinical, administrative, operational and consulting experience in a 

variety of public and private healthcare systems, local, state and federal authorities and 

nonprofit service organizations including Medicaid reimbursed mental health, substance abuse, 

co-occurring disorders and developmental delayed/mental retardation community based 

behavioral health services.  

Widely recognized also as a national and international accreditation expert, Dr Yawn has 

provided consulting services and technical assistance to more than 370 agencies in securing 

successful accreditation from, CARF, COA, The Joint Commission (formerly known as JCAHO), 

NCQA, URAC and other nationally and internationally recognized accrediting bodies. In addition 

to agency specific accreditation, Dr Yawn has worked with numerous federal and state 

authorities on designing and implementing accreditation compliant systems of care. Dr. Yawn is 

the author of several books and numerous articles on accreditation and is a contributing editor 

to several accreditation publications. Through nomination and election, she has participated or 

currently participates on the COA Standards Advisory Committee, the Joint Commission 

Professional Technical Advisory Committee (PTAC) and CARF Board of Directors.  

Dr. Yawn provides training, consulting and technical assistance in areas ranging from 

operational infrastructure, clinical delivery system analyses; clinical program and service design, 

development, assessment, implementation and evaluation; clinical staff development and 

supervision; best practice guidelines, clinical protocols and evidence based practices; 

documentation protocols and processes to demonstrate regulatory and reimbursement 

compliance; initial accreditation preparation and ongoing standards maintenance; managed-

care readiness; utilization management; network operations; staff management, credentialing, 

privileging, clinical accountability; performance improvement, quality and outcomes 

management; and customer service excellence.  

Lesa has presented at numerous international, national, state and local conferences on a 

variety of topics. These include accreditation, strategic planning; roles of governance, 

leadership and management in organizational development;  assessing and developing cultural 

competency in social service agencies, clinical delivery system redesign, recruiting and 

maintaining competent staff in rural areas, person-centered care assessment and treatment 

planning; customer service excellence in community healthcare; recovery and resiliency; and 

co-occurring readiness assessment, development and implementation.  
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Survey Site Visit Time Calculator 

 

Survey Site Visit Time Calculator       

Services: Outpatient, Evaluation, Emergency Time for  Total   

 SCL, IPR Activity Volume Time   

Prep & Review Policies & procedures  6   0   

 
Correspondence & communication w/ 
provider      

 Scheduling      

 Preparing materials for survey      

 Setting up interviews      

 Review Policies & procedures      

       

Site Visit:       

Travel time  10   0   

Initial visit with staff about what the 
purpose of the survey is and how it will 
be conducted  1   0   

Review performance improvement 
records, board minutes (last 12 
months), Advisory Board minutes  2   0   

Review Personnel files for staff hired 
since last survey  .25/file   0   

Review client files so each staff has at 
least two-four records reviewed        

 Outpatient 0.75   0   

 Evaluation 1   0   

 Emergency 0.5   0   

 SCL 3   0   

 CM 4   0   

 IPR 4   0   

Interview a client  1   0   

Interview one direct care staff person  1   0   

Score the findings  2   0   

Prep for exit  3   0   

Exit Meeting  2   0   

Site Visit Total    0   

Person Days Needed for Site Visit    0   

Number of people needed for site visit    
0 

  

Write report of findings of site visit & 
request for corrective action  8   0   

Back & forth on approving corrective 
action plans  1   0   

       

Number of agencies in this category       

       

TOTAL TIME FOR ACCREDITATION 
PROCESS       
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