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An assessment was conducted of the current Medicaid business processes through a series of “As Is” Joint Application Design (JAD) sessions.  Current Medicaid business functions were cross-referenced to the MITA business areas and Medicaid staff was assigned to attend JAD sessions related to their job responsibilities or expertise.  The result of the “As-Is” JADs was to document Medicaid’s current business processes and workflows.  This effort formed the foundation for a common understanding of the business processes across sections and the basis for identifying future changes that should be explored.  

To support the “To-Be” JAD processes, work sessions were conducted with the Medicaid Director and Deputy Directors to define a “To-Be” vision for Medicaid.  The following table provides an overview of that vision across several categories of improvements.  

	LA MITA Vision
	Global Improvements from “To Be” JAD Sessions

	Go Green:  Paperless Business Processes
	· Allow electronic applications and electronic approvals/signatures
· Allow imaged or scanned documents to be accessible online and eliminate passing of paper between offices/staff
· Support real-time prior authorizations

	User Friendly
	· Provide automation that allows staff to work in a more efficient and effective manner 
· Provide easier public access to information with appropriate safeguards, such as web portals
· Allow real-time updates and access to information across systems/agencies
· Provide more visual support while entering data(for example, populate fields with words rather than codes)
· Provide single sign-on across applications
· Support automated generation of letters and notices (allow for free-form text to be added)
· Maintain keys (e.g., member name, member number) from panel to panel or function to function

	Web-Technology
	· Provide expanded web portals supporting more efficient provider and beneficiary services
· Support electronic forms of communication 
· Provide web based systems and/or presentations 
· Allow direct entry of data or inquiry by clients, providers, and other stakeholders (with appropriate security access)
· Accept electronic applications or enrollment documents to be entered online or uploaded for processing
· Provide scan and attach capabilities for attachments
· Support use of electronic signatures (Incoming and outgoing)

	Transparency
	· Allow real-time searches for data across systems and programs for inquiry and data verification purposes
· Support the sharing of data across systems (for example, real-time inquiry of data in other systems)
· Support maintenance/storage of data in only one system but used by all.  Eliminate redundant entry of data (no data to be entered twice)
· Provide decision support system and data warehouse that has all current data in the decision support system (10 years worth) converted into new warehouse
· Support real-time exchange of data between systems (including systems internal to DHH – e.g., vital records; licensing/certification information)
· Maintain one electronic record (e.g., case record, provider record) that can be viewed and/or updated by persons with appropriate security

	Enhance and Support Current and Future Systems
	· Reduce prior authorization turnaround time and improve quality of medical reviews, 
· Support real-time editing of data as it is entered
· Support electronic attachments
· Automate as much as possible; warnings on recipients about to reach service level limits
· Support one-stop enrollment centers/“Neighborhood Place”
· Support Coordinated Care Networks (CCN) as well as all other Medicaid reform efforts
· Allow collection and storage of encounter data 
· Provide the ability to support the use of COTS applications

	Access to Data
	· Improve searches of data across systems and shorten time to research and retrieve accurate data
· Support role-based authentication and access to functions/panels
· Maintain automated history of letters and notices generated including standard and free-form text

	Improved Oversight / Reporting
	· Maintain enhanced provider profiles
· Maintain performance statistics related to contracts monitoring and level of care reviews
· Maintain accurate and historical provider contact information and common ownership information
· Provide real-time links to licensure/certification information
· Maintain audit trail of changes made, person making the change, and when changes made
· Monitor system activity and act on security incidents
· Support improved analysis for decision-making
· Maintain history of data (No enforced timeline for deletion of history)

	Metrics
	· Identify and analyze program trends, pattern, and directions
· Support management of program funds
· Produce program data necessary to satisfy Federal Medicaid reporting requirements, monitor utilization, and assess quality of care provided to participants
· Support generation of ad hoc reports by users with limited need for programming staff
· Support timed generation of standard reports by system (support both electronic and paper formats)

	Other
	· Support performance based compensation
· Support outcome driven measures
· Increased monitoring to ensure standard of care across Louisiana by similar providers / services 
· Support both manual and automated workflows
· Support real-time, online claims processing
· Provide electronic tracking of required actions and generate alerts/notifications to users
· Support automated processing of records without user interaction to extent possible



During the “To-Be” JADs, the vision as outlined by the Medicaid Executive Management team, was shared and used as a guide to facilitate a review of the “As-Is” workflows to identify areas where the processes could be modified using increased automation, standardized process, or implementation of centralized processes for the “To-Be” Medicaid environment.  The capture of information to complete the Business Continuity Models (BCMs) for each of the “To-Be” Business Processes was also facilitated during the JADs.  

Using the information provided by staff during the JADs, an analysis was completed of the information and potential automation.  The business process models (BPMs) and workflows included in this deliverable reflect the results of that analysis and identification of changes that would be seen if the “vision statements” provided by JAD participants were implemented.  

Significant automated support that is reflected in the document includes:
· Direct entry of data into MMIS.  If data is not entered directly into MMIS, real-time interfaces allowing the viewing and/or use of the data in system processes.
· Online entry and inquiry of data by recipients, providers, and other stakeholders via web portals.  These web portals would serve as means to capture data but also to communicate information to specific users.  
· Implementation of a document management system that would allow standardized formats and contents for similar documents (for example, contracts, rules, regulations, manuals).  The document management system would also support the on-line collaboration of users to review, comments, and approve documents without passing paper around.
· Online approval processes that can be used by Executive Management.
0. 

[bookmark: _Toc220808080][bookmark: _Toc220816367][bookmark: _Toc228596557]Deliverable Description
This “To-Be” MITA State Self-Assessment deliverable provides the following:  
· Concept of Operations (COO) and MITA Maturity Matrix MMM) - The COO and MMM are developed with input from the Medicaid Executive Level.  The deliverable will:
· Address short-term and long-term Medicaid vision, goals, and mission
· Define desired qualities against which business processes will be evaluated
· Define MITA maturity levels
· Business Process Models (BPMs) for all “To-Be” business process – The BPMs are similar to those developed as a part of the “As-Is” Business Process Validation deliverable.  The changes are primarily reflected in the business steps that now reflect implementation of the “vision statements” provided by staff during the facilitated JAD sessions.  
· Business process workflows – The workflows provided in this document have been updated to reflect the increased system and staff interaction to perform the defined business process in a more automated environment.  Icons on the workflows have been modified from the “As-Is” workflows to depict manual processes, processes that are a combination of automation and manual, and those that are fully performed by the system.  The workflows also now reflect online collaboration instead of passing paper as well as online capture of approval and signatures.  
· Business Continuity Models - Using “As-Is” Business Continuity Models developed by DHH and the contractor analysis/interpretation of changes that will occur in the “To-Be” environment, the “To-Be” will reflect improvements in the level of maturity that can be accomplished with implementation of the vision statements identified by JAD participants.  
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To obtain information necessary to complete this deliverable, DHH and the contractor:  
· Conducted visioning sessions with Medicaid Executives to develop vision statements for a “To-Be” Medicaid Enterprise.  These statements were used in developing MITA mission and goals statements. 
· Documented vision statements developed from those sessions and distributed the statements for review and input at the Medicaid and DHH executive levels.  Once approved, the statements were presented during each of the “To-Be” JADs to guide the subsequent discussions about requirements.
· Conducted “To-Be” JADs with DHH Project Management Team ((PMT) and SMEs.  During the JADs, staff reviewed the “As-Is” work flows and used them as a tool to trigger identification of process improvements and development of “To-Be” high-level requirements for a “To-Be” Medicaid enterprise.
· Documented changes to the “As-Is” workflows, “To-Be” requirements as they relate to the business process area or business process, and “As-Is” business capabilities. 
· Conducted one-on-one meetings or smaller work sessions where additional clarification or information was required.
· Developed “To-Be” work flows where requirements required changes to processes or triggers, or manual processes being replaced by automation.
· Obtained information to validate the “As-Is” maturity levels documented in the business capability matrix using questions developed for each of the quality areas.  The “To-Be” BCM was developed based on interpretation of changes that occurred in the “To-Be” environment
· Developed a “To-Be” Concept of Operations (COO) and MITA Maturity Matrix to be included in the “To-Be” MITA Documentation (formally known as Workflow Mapping Deliverable) including MITA “To-Be” mission and goals.
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[bookmark: _Toc210785513][bookmark: _Toc212885929][bookmark: _Toc209866985][bookmark: _Toc210785518][bookmark: _Toc210785514]The Concept of Operations (COO) provides a business description of how business functions work together in order to formulate Louisiana Medicaid.  It also provides an overview of how data, applications, and technology support the business processes for each business function.  The As-Is concept illustrates the current business functions and how the business processes work together today.  The To-Be concept illustrates the expansion of the business vision of how Louisiana Medicaid enterprise might function in the future.

The COO structure helps DHH document their current state of operations, envision future desired transformations, and describe the improvements they seek in interactions with stakeholders, the quality and content of data exchanges, and their business capabilities.  A COO is a well thought-out vision of the future and stakeholders’ places in it.

The current As-Is structure of Louisiana Medicaid is comprised of 15 different business functions; DHH has 142 business activities while only 78 business activities are in the MITA model.  This increase in business activities defeats the intent of the MITA model.  In moving toward a “To-Be” model, the 142 DHH business activities were further analyzed and defined so they fit into the common 78 MITA functions.  This simplifies and streamlines the business activities for our model so that future modifications and automation possibilities can easily be seen.

DHH would like to move forward by addressing four directives: 
· Adaptability
· Flexibility
· Interoperability
· Data Sharing
By addressing these directives, the “To-Be” model will completely revamp the current system in providing the right information to the right people in a timely manner with an efficient use of resources.


1. [bookmark: _Toc220816371][bookmark: _Toc228596561]DHH To-Be Context diagram
The context diagram shows the future relationships of each business function as it interacts with the future MMIS system.  The goals of DHH provide the vital links that connect each business function through the MMIS.  The communications between the external entities will also be using the DHH goals as they will be paperless, seamless, web-enabled, and have a free flow of data between each other.


[bookmark: _Toc220808084]Fig 5.1.1-1 To-Be DHH Concept of Operations Context Diagram
The outer ring of the context diagram represents a web-enabled portal, which would provide a wide access of information to members, providers, contractors, and all of the internal entities within the departments of DHH.  Access to this portal will be secure, but widespread, reaching out to many different entities.  The inter-ring represents the newly aligned MITA business functions, which will work seamlessly together.  The middle of the circle will be the new MMIS, which will centrally process and store the data for all Medicaid functions.

This is contrasted by the current MMIS that is in place, which is not transparent and has many manual processes.  The paper communication between business functions and external entities are extensive and unmanageable.  Many business functions currently do not communicate with one another and functions are repeated in many places.  
1. [bookmark: _Toc220808085][bookmark: _Toc220816372][bookmark: _Toc228596562]Louisiana Medicaid Program Vision
DHH recently communicated specific aspects of their vision when discussing the upcoming development of their future MMIS.  Many of these aspects are displayed in the context diagram and below each are described in further detail.
[bookmark: _Toc220816373][bookmark: _Toc228596563]Go Green    
· Paperless business processes
· Allow electronic applications and electronic signatures
· Allow imaged or scanned documents to be accessible online and eliminate passing of paper between offices/staff
[bookmark: _Toc220816374][bookmark: _Toc228596564]User Friendly
· Automation that allows staff to work in a more efficient and effective manner 
· Easier public access to information with appropriate safeguards
· Real-time updates & access to information across systems/agencies
· More visual support (for example, populate fields with words rather than codes)
· “Canned” reports with known fields
· PAL Documents – Standard text (4th grade level) and ability for free form text
[bookmark: _Toc220816375][bookmark: _Toc228596565]Web-Technology
· Expanded web portals supporting more efficient provider and beneficiary services
· Electronic forms of communication 
· Web based systems and/or presentations 
· Direct entry of data by clients, providers, and other stake holders (with appropriate security access)
[bookmark: _Toc220816376][bookmark: _Toc228596566]Transparency 
· Efficient searches across all programs
· Sharing of data across systems (for example, real-time inquiry of data in other systems)
· Maintenance of data by only one system but used by all
· Enhance and Support Current and Future Systems 
· Replace provider, member and financial subsystems 
· Reduce Prior Authorization turnaround time, improve quality of medical review, electronic submission with field edits, accommodate electronic attachments and automate as much as possible
· Support One-Stop enrollment centers/“Neighborhood Place”
· Support Provider Services Network – all Medicaid reform efforts
· Automatic warning when service program levels are being maxed out (for example, funding limits or available slots), including warnings on recipients about to reach service level limits
[bookmark: _Toc220816377][bookmark: _Toc228596567]Access to Data  
· Break down barriers to data exchange between DHH offices
· Break down barriers to data exchange with external entities
· Improve searches and shorten time to research and retrieve accurate data
· Have all current data warehouse data (10 years worth) converted into new warehouse
[bookmark: _Toc220816378][bookmark: _Toc228596568]Disaster Response Plan
· Web-enabled turnkey activation of applications for uncompensated care
· Ability to quickly turn on/off edits as needed for disaster response
· Transparent systems switch over
· Tested business continuity plans with hot sites
· Collect and maintain information that allows timely access to individuals following a disaster (for example, multiple addresses, other contacts, Email addresses)
· Abbreviated electronic enrollment application
[bookmark: _Toc220816379][bookmark: _Toc228596569]Improved Provider Oversight
· Maintaining enhanced provider profiles
· Maintaining performance statistics
· Accurate and historical contact information
· Links to licensure/certification information
· Maintaining provider common ownership information
[bookmark: _Toc220816380][bookmark: _Toc228596570]Metrics
· Support performance based compensation
· Support outcome driven measures
· Increased monitoring to ensure standard of care across Louisiana by similar providers / services 
[bookmark: _Toc220816381][bookmark: _Toc228596571]Enhanced Data Management
· Only require data to be entered once and stored accessibly in MMIS
· Standardize the way information is collected and stored
· Reduce the number of batch interfaces by obtaining data real-time from source systems or direct data entry
· Improve access to data for reporting, including “what if” capabilities
[bookmark: _Toc220816382][bookmark: _Toc228596572]Business Process Re-Engineering
· Standardization of common business processes
· Elimination of paper requests for data entry by giving permission to appropriate staff to enter data directly into MMIS
· Rules for business process, such as PA, need to be updated
· Work Smarter, Not Harder. 

1. [bookmark: _Toc220808086][bookmark: _Toc220816383][bookmark: _Toc228596573]Louisiana Medicaid Program Mission and Goals
[bookmark: _Toc220816384][bookmark: _Toc228596574]Mission
The mission of the Bureau of Health Services Financing, which administers Medicaid in Louisiana, is to respond to the health needs of Louisiana’s citizens by developing, implementing, and enforcing administrative and programmatic policy with respect to eligibility, licensure, reimbursement, and monitoring of health care services, in compliance with federal and state laws and regulations.  Also, to provide innovative, cost effective, and quality health care to Medicaid recipients and Louisiana citizens, as well as to provide medically necessary services in the most appropriate setting and at the most appropriate level of care, while honoring service.


[bookmark: _Toc220816385][bookmark: _Toc228596575]Goals
The goals of the Bureau of Health Services Financing are to:
· Improve health outcomes by emphasizing primary care and reducing the number of uninsured persons in Louisiana.
· Expand existing and develop additional community-based services as an alternative to institutional care.
· Ensure cost effectiveness in the delivery of health care services by using efficient management practices and maximizing revenue opportunities.
· Assure the integrity and accountability of the health care delivery system in an effort to promote the health and safety of Louisiana citizens.
· Implement measures that will constrain the growth in Medicaid expenditures while improving services to secure alternative sources of funding for health care in Louisiana.
· Streamline work processes and increase productivity through technology by expanding the utilization of electronic tools for both the providers and the Medicaid Administrative staff.

[bookmark: _Toc220816386][bookmark: _Toc228596576]Drivers
The improvements forecast for the Louisiana Medicaid enterprise in the future are enabled by the convergence of enabling technologies and standards, which has reached a point of maturity after several years of evolution.  Drivers (also called enablers) facilitate the transformation of the Louisiana Medicaid and support the vision of the future.
Key drivers for LAMMIS are:
· Services - A service is any output from an application that can be received as input by another application or user (service consumer).
· Service-Oriented Architecture (SOA) - SOA is an information system that has been designed to use a Hub that provides the utility services needed to handle (receive, store, configure according to business rules, route) service requests from multiple service consumers and service responses from multiple service providers.
· The Electronic Health Record (EHR) – EHR refers to an individual patient's medical record in digital format.  Electronic health record systems co-ordinate the storage and retrieval of individual records with the aid of computers.  It may be made up of electronic medical records (EMRs) from many locations and/or sources.  Among the many forms of data often included in EMRs are patient demographics, medical history, medicine and allergy lists (including immunization status), laboratory test results, radiology images, billing records, and advanced directives.
· Electronic Case Management  - Electronic case management (ECM) are systems much like the EHR but primarily focuses on case management according to a specific format that is required by the program.  ECM  helps improve data collection and reporting, allowing hospitals to track different variables and have a baseline for improvement.
· Decision Support Systems (DSS) - A DSS is a specific class of computerized information system that supports healthcare data decision-making activities.  A properly designed DSS is an interactive software-based system intended to help decision makers compile useful information from MMIS data, documents, personal knowledge, and/or business models to identify and solve problems and make decisions.  The primary data for this system is the MMIS.
1. [bookmark: _Toc220808087][bookmark: _Toc220816387][bookmark: _Toc228596577]Defined Qualities for Evaluation of Business Processes 
In showing the progression of MMIS maturity from “As-Is” to “To-Be,” a set of measurable qualities help distinguish performance at one level from performance to another.  Qualities are used when evaluating maturity and when developing the Business Capability Matrix.  Each quality defined for each level of maturity should differentiate clearly between the levels and show a realistic progression toward improvement. 
.
DHH has defined these qualities and are listed below:

· Timeliness of Business Process.  Time lapse between the agency’s initiation of a business process and attaining the desired result (e.g., length of time to enroll a provider, assign a member, pay for a service, respond to an inquiry, make a change, or report on outcomes).
· Data Accuracy and Accessibility.  Ease of access to data that the business process requires and the timeliness and accuracy of data used by the business process.
· Efficiency; Ease of Performance.  Level of effort necessary to perform the business process given current resources.
· Cost Effectiveness.  Ratio of the amount of effort and cost to outcome.
· Quality of Process Results.  Demonstrable benefits from using the business process.
· Utility or Value to Stakeholders.  Impact of the business process on individual beneficiaries, providers, and Medicaid staff.

0. [bookmark: _Toc220808088][bookmark: _Toc220816388][bookmark: _Toc228596578]MITA Maturity Model
2. [bookmark: _Toc220808089][bookmark: _Toc220816389][bookmark: _Toc228596579]Introduction
This document is intended to provide the reader with an explanation and understanding of the Medicaid Information Technology Architecture (MITA) Maturity Model (MMM), its purposes, and uses.  A maturity model measures the improvement and transformation of a business across the two dimensions; time and space.  Maturity models are used extensively in private industry to provide a frame of reference to guide the progression of improvements to business areas.  
There has never been such a common point of reference for Medicaid agencies.  In an effort to provide this type of tool to Medicaid agencies, the Centers for Medicare and Medicaid (CMS), in partnership with several state Medicaid agencies and private contractors, developed the MMM for use by Medicaid agencies.  The MMM and all the MITA tools are still under development, but are themselves mature enough to provide utility to the states.  
2. [bookmark: _Toc220662694][bookmark: _Toc220808090][bookmark: _Toc220816390][bookmark: _Toc228596580]Deliverable Description
This document provides an explanation of how the MMM was used by DHH and the contractor in developing MITA documents for the Louisiana Department of Health and Hospitals (DHH).  A description of the links between the State Self-Assessment (SS-A), the Business Process Models (BPM), the Business Capability Matrix, the “As-Is” state and the envisioned “To-Be” state for the Louisiana Medicaid enterprise is provided here.  The detailed analysis of each business process and the evaluation that led to the assignment of a maturity level as a goal for future development is provided in the deliverable document, “To-Be.”
2. [bookmark: _Toc220662695][bookmark: _Toc220808091][bookmark: _Toc220816391][bookmark: _Toc228596581]Background
The MMM is modeled after a capability maturity model (CMM) currently in use by the information technology industry.  The CMM was developed by the Software Engineering Institute to provide a common tool for businesses to evaluate their current operations and to plan consistent improvements that are in line with the organization’s mission and goals.  The purpose of the MMM is to serve as a reference tool for evaluating the current maturity of a Medicaid Enterprise and then to focus on the capabilities needed to achieve the desired future level of maturity. 
As previously stated, a maturity model is a tool commonly used by the information technology industry.  A maturity model allows the industry to have a common frame of reference to use to describe the maturity of its organization.  We have seen many Medicaid Management Information System (MMIS) implementation and intermediary vendors describe their organizations in this manner.  The higher the level of maturity, the more “mature” the organization is.  
The highest level of maturity in the MMM is a Level 5.  CMS expects most Medicaid enterprises to be a combination of Level 1 and some Level 2 for current levels.  These MMM capabilities and levels are meant to be used as a baseline.  This model should be revisited periodically and adjusted to reflect changes in the vision, mission, or goals of DHH.
2. [bookmark: _Toc220662696][bookmark: _Toc220808092][bookmark: _Toc220816392][bookmark: _Toc228596582]Methodology
Using the business process models (BPM) of the “To-Be’ identified by Louisiana Medicaid enterprise staff during the “To-Be” joint application design (JAD) sessions, the maturity of each “To-Be” process was compared to the MMM capability descriptions.  We evaluated the BPM against each level of the MMM starting at Level 1.  This process produced the Business Capability Matrix (BCM) for each of the Louisiana business processes.
CMS has no expectation for a state to be at a specific level of maturity now.  CMS is aware that the majority of Medicaid enterprises are a combination of levels.  Most Medicaid enterprises will be striving to move Level 1 processes to a Level 2 and any Level 2 processes toward a Level 3.
2. [bookmark: _Toc220662697][bookmark: _Toc220808093][bookmark: _Toc220816393][bookmark: _Toc228596583]Findings
A review and analysis was performed of each Louisiana business process by comparing the stated goal of the “To-Be” for each process to the CMS MMM.  The majority of the Louisiana business processes have goals of achieving a maturity level 2 in the next 3 to 5 year period.  Some specific processes, such as those in Program Integrity, have identified capabilities that are at a level 3 as the goal.  
These finding are in alignment with CMS expectations for Medicaid enterprises as goals for the next 3 to 5 year period.  At this time, goals have not been defined for Louisiana beyond the 5-year period since Louisiana is expecting to develop a new MMIS during that timeframe.  

	Maturity Model Definition of Levels – General timeline

	Timeline
	Level 1
	Level 2
	Level 3
	Level 4
	Level 5

	
	As-Is
	Near Term
	5-Year
	8-10+Years
	10+ Years

	CMS encourages and expects majority of state agencies to be at Level 3 within 5 years and Level 5 in approximately 10+ years.  Agencies may be at Level 1 for some business processes and level 2 for others in the present time.
	All technology, policy, and statutory enablers exist and are widely used.  Agency complies with baseline requirements.
	Now and next few years.  All technology, policy, and statutory enablers exist and are widely used.  Agency improves important parts of its business.
	Technology is available but not widely used.  New policy required to promote collaboration, data sharing, and consolidation of business processes.  
	Technology, policy under development.  Cannot be certain of time frame.  When available, will cause profound change and improvement in the business.
	Technology, policy under development.  Time of deployment is uncertain.  When available, will allow agency to reach highest level of maturity envisioned at this time.  

	
	
	
	
	
	

	Member Management
	As-Is
	To-Be
	
	
	

	Provider Management
	As-Is
	To-Be
	
	
	

	Contactor
Management
	As-Is
	To-Be
	
	
	

	Operations Management
	As-Is
	To-Be
	
	
	

	Program Management
	As-Is
	To-Be
	
	
	

	Business Relationship Management
	As-Is
	To-Be
	
	
	

	Program Integrity Management
	As-Is
	
	To-Be
	
	

	Care Management
	As-Is
	To-Be
	
	
	



[bookmark: _Toc220808094][bookmark: _Toc220816394][bookmark: _Toc228596584][bookmark: _Toc219852748]
MITA “To-Be” Documentation
0. [bookmark: _Toc220808095][bookmark: _Toc220816395][bookmark: _Toc228596585]Member Management Overview
The Member Management business processes support all aspects of member related activities, such as eligibility, enrollment, member demographics, and member grievance and appeal.  Currently, Medicaid eligibility is determined in the Medicaid Eligibility Determination System (MEDS), a separate system that interfaces nightly with the MMIS to provide member eligibility and demographic information.  Instead of storing member eligibility and demographic data in MMIS, a new process would query the host database to provide the most accurate and up-to-date information.  Since MEDS is the system of record for eligibility, a live query process would also eliminate the need for MMIS to try to “sync” up with MEDS nightly.  This process would support not only eligibility queries, but would also support real time clam adjudication and point of sale (POS) pharmacy claims.  A process such as this would work very well with the electronic transactions mandated by the Health Insurance Portability and Accountability Act, (HIPAA).  Providers would get an immediate response to their claim with adjudication results and would be able to edit any claims with errors on line and then resubmit the corrected claim.  .
3. [bookmark: _Toc220288660][bookmark: _Toc220808096][bookmark: _Toc220816396][bookmark: _Toc228596586]Business Process Improvements Identified During JADs   
	LA MITA Vision
	Global Improvements from “To Be” JAD Sessions

	Go Green:  Paperless Business Processes
	· Allow electronic applications and electronic signatures
· Allow imaged or scanned documents to be accessible online and eliminate passing of paper between offices/staff

	User Friendly
	· Automation that allows staff to work in a more efficient and effective manner 
· Easier public access to information with appropriate safeguards
· Real-time updates & access to information across systems/agencies
· More visual support (for example, populate fields with words rather than codes)
· Provide single sign-on
· Support automated generation of letters and notices (allow for free-form text to be added)
· Maintain Keys to the Case/Member from panel to panel or function to function

	Web-Technology
	· Expanded web portals supporting more efficient provider and beneficiary services
· Electronic forms of communication 
· Web based systems and/or presentations 
· Direct entry of data by clients, providers, and other stakeholders (with appropriate security access)
· Accept electronic applications or enrollment documents
· Provide scan and attach capabilities for attachments
· Support use of electronic signatures (incoming and outgoing)

	Transparency
	· Efficient searches across all programs
· Sharing of data across systems (for example, real-time inquiry of data in other systems)
· Maintenance of data by only one system but used by all
· Have all current data in the decision support system (10 years worth) converted into new warehouse
· Eliminate redundant entry of data (no data to be entered twice)
· Support real-time verification of information using data maintained on other systems
· Support real-time exchange of data between systems (including systems internal to DHH – e.g., vital records; licensing/certification information)
· Maintain one  electronic record (e.g., case file) that can be viewed and/or updated by persons with appropriate security

	Enhance and Support Current and Future Systems
	· Support one-stop enrollment centers/“neighborhood place”
· Support Coordinated Care Network)CCN) – all Medicaid reform efforts

	Access to Data
	· Improve searches and shorten time to research and retrieve accurate data
· Support role-based authentication and access to functions/panels
· Maintain automated history of letters and notices generated including standard text and free-form text

	Improved Oversight / Reporting
	· Maintaining performance statistics
· Maintain audit trail of changes made, person making the change, and when changes made
· Monitor system activity and act on security incidents
· Support improved analysis for decision-making
· Maintain history of data (no enforced timeline for deletion of history)

	Metrics
	· Identify and analyze program trends, pattern, and directions
· Support management of program funds
· Produce program data necessary to satisfy federal Medicaid reporting requirements, monitor utilization, and assess quality of care provided to participants
· Support generation of ad hoc reports by users
· Support timed generation of standard reports by system (support both electronic and paper formats)

	Other
	· Increased monitoring to ensure standard of care across Louisiana by similar providers / services 
· Support both manual and automated workflows
· Provide electronic tracking of required actions and generate alerts/notifications to users
· Support automated processing of records without user interaction to extent possible




3. [bookmark: _Toc220288661][bookmark: _Toc220808097][bookmark: _Toc220816397][bookmark: _Toc228596587]Determine Eligibility
The Determine Eligibility business process would determine and redetermine Medicaid eligibility for a variety of programs for individuals in Louisiana.  Application would be submitted in a variety of ways: in person, mail, phone, and fax and via a secure web portal.  The web portal would provide access to an online application with real time editing.  If this method is chosen, the applicant/member would simply follow prompts on the screen.  After completion of the application, a list of verifications would be generated by the system, and an alert would be generated to the eligibility worker.  The applicant would then be able to submit the verifications via the same methods as the application.  Some applicants would not require an “in person” interview.  For those individuals, the system would determine eligibility for the appropriate category of Medicaid or deny those not eligible.  Once the approval is generated, the appropriate notices and letters would also be generated and sent to the appropriate individual.  Changes to information and redetermination would follow a similar path.  Individuals who required an “in person” interview would be sent an appointment date, time, and location.  During the interview, the eligibility worker would utilize the same process as provided to the applicant via the web portal.  
[bookmark: _Toc220288662][bookmark: _Toc220816398][bookmark: _Toc228596588]Determine Eligibility “To-Be” Process Model
	Item
	Details

	Description
	The Determine Eligibility business process receives application by phone, fax, mail and/or internet, web portal or email; checks for status (e.g., new, resubmission, duplicate), establishes type of eligible (e.g., children and parents, disabled, elderly, or other); screens for required fields, edits required fields, verifies applicant information with external entities, assigns an ID, establishes eligibility categories and hierarchy, associates with benefit packages, and produces notifications and other program guidelines.

	Trigger Event
	1. Original eligibility application
2. Resubmitted eligibility application 
3. Eligibility application cancellation  
4. Time for redetermination
5. Changes

	Result
	1. Eligibility is determined as open, closed, approved, denied or pended for additional information or review 
2. Eligibility record completed and eligibility records updated accordingly	

	Business Process Steps
	1. [bookmark: OLE_LINK1][bookmark: OLE_LINK2]Start: Receive eligibility application verifications or alert via web, mail, and fax or in person. 
2. Assign I.D. 
3. System determines whether syntax and semantic pass validation requirements associated with children and families eligibility application.  Business rules identify fatal and non-fatal errors and associated error messages.
a. If Yes, continue to Step 5
b. If No, go to Step 4
4. Generate request for information.  
5. System validates completeness and required fields — business rules identify mandated fields and applies edits
a. If Yes complete, continue to Step 6
b. If No, go to Step 4
6. Determine whether an interview is required
a. If Yes, continue to Step7
b. If No, go to Step 10
7. Schedule interview via system 
8. Conduct interview 
9. Verify as necessary
a. If Yes verified, continue to Step 10
b. If No, go to Step 4
10. System applies Composite Eligibility Determination Rules — Summation of all rules determines if applicant is eligible or not, and if eligible, for which category of eligibility
11. Update Member Files in eligibility system 
12. Generate and distribute notices 

	Shared Data
	1. TANF eligibility
2. IUSCIS
3. Other Insurers and type of coverage
4. Bank account balances
5. Employer records
6. Vital Statistics
7. Department of Labor
8. Medical Certification
9. Medical Reports
10. Wage Verification Service
11. SSI/SS-A
12. Child Support
13. Food Stamps 
14. Veterans Administration

	Predecessor
	1. Receive Form 148, Notification Of Admission, Status Change, Or Discharge For Facility Care
2. Generation of renewal notices
3. Outreach
4. Loss of eligibility in any other program
5. Applicant meets all eligibility criteria 

	Successor
	1. Notify Applicant, Member or Guardian
2. Update Member File
3. Determine Eligibility process by SSA/SSI/TANF, etc.

	Constraints
	1. State and Federal Rules and Regulations

	Failures
	None

	Performance Measures
	Determine eligibility 98.5% standard 
· 90% or greater of eligible population enrolled in LACHIP
· Process 98% of claims within 30 days of receipt 
· Edit 100% of claims for TPL coverage 


[bookmark: _Toc220288665]
 
[bookmark: _Toc220816401][bookmark: _Toc228596589]Determine Eligibility “To-Be” Business Capability Matrix 
	Business Capability Descriptions
	Level 2

	At Level 2, eligibility determination may still occur in silos without sharing or coordination.  Some efforts are made toward standardizing eligibility determination data so that it is more easily shared and compared.  Spend-down would be automatically determined.

	Timeliness of Process
	Level 2

	Adding the functionality provided by allowing on line applications would significantly improve timeliness.  

	Data Access and Accuracy
	Level 2

	Access to member eligibility information would be greatly increased by querying the eligibility data base rather than maintaining duplicative eligibility internally in MMIS.

	Effort to Perform; Efficiency
	Level 2

	Maintaining data in only one database would increase efficiency but removing the need to process a daily file from MEDS and trying to keep the two data bases in sync.  

	Cost Effective
	Level N/A

	

	Accuracy of Process Results
	Level 2

	Since the eligibility system is the system of record for eligibility, there would be no question as to the status of a member’s eligibility.  The current one-day discrepancy between systems would be eliminated.  

	Utility of Value to Stakeholders
	Level 2

	Beneficial to all stakeholders since eligibility is determined in a more standardized manner and more quickly.


[bookmark: _Toc220288666]


3. [bookmark: _Toc220808098][bookmark: _Toc220816402][bookmark: _Toc228596590]Disenroll Member
An individual enrolled in a post eligibility program would be disenrolled immediately (or according to advance notice periods).  In those instances where human intervention is not required, the process would be entirely automated.  
[bookmark: _Toc220288667][bookmark: _Toc220816403][bookmark: _Toc228596591]Disenroll Member “To-Be” Process Model
	Item
	Details

	Description
	The Disenroll Member business process is responsible for managing the termination of a member’s enrollment in a program other than Medicaid, including:
· processing of enrollment terminations and requests submitted by the member, a program provider or contractor
· disenrollment based on member’s death
· failure to meet enrollment criteria such as a change in health or financial status, or change of residency outside of service area

	Trigger Event
	1. Receipt of disenrollment request data set from the Determine Eligibility process
a. In conjunction with a redetermination of eligibility for Medicaid in which the member is found to be no longer eligible
b. As a result of eligibility for a program in addition to Medicaid, based on health status, e.g., home and community based waivers for recipients under age 19, obtaining TPL coverage with physician benefits, etc.
2. Receipt of a disenrollment request from a member
a. During an Open Enrollment period
b. Due to change in residence
c. Due to enrollee’s health status
3. The member’s employer sponsored insurance is terminated
4. Redetermination of LaHIPP Eligibility; Recipient found to be ineligible

	Result
	1. Member is either or both
a. Disenrolled from specific programs 
b. Considered for enrollment in alternative programs 
2. Member file is updated; disenrollment data required for operations is made available.  
3. Member and program contractor or provider is notified about disenrollment results
4. Capitation or premium payments reflect the change in enrollment

	Business Process Steps
	1. Disenroll member
2. Generate and distribute decision notice which may include notification of appeal rights
3. Generate outreach and education materials needed by members who have been disenrolled in accordance with rules
4. Conduct Periodic utilization reviews
5. Alert is generated to appropriate staff that TPL information has been closed

	Shared Data
	1. Medical documentation
2. Vital Records
3. Employer Records
4. Insurance Records

	Predecessor
	1. Change in health status
2. Change in utilization
3. Change in TPL coverage
4. Change in Medicaid eligibility
5. Recipient request 

	Successor
	1. Recoupment (Premium payment)
2. Re-evaluation
3. Member Appeals process

	Constraints
	State and federal rules and regulations 

	Failures
	Change in circumstances prior to completion of process

	Performance Measures
	Terms & conditions of contract



	  
[bookmark: _Toc220288670][bookmark: _Toc220816406][bookmark: _Toc228596592]Disenroll Member “To-Be” Business Capability Matrix 
	Business Capability Descriptions
	Level 2

	MITA Capabilities are to be determined; therefore, progress towards a more integrated, automated, and efficient process will be considered as a Level 2 “To Be.”

	Timeliness of Process
	Level 2

	Automating the disenrollment process will increase the timeliness.  Worker intervention is no longer required.

	Data Access and Accuracy
	Level 2

	More standardized processes increase accuracy of data.

	Effort to Perform; Efficiency
	Level 2

	More automation will increase efficiency and ease to perform.

	Cost Effective
	Level N/A

	

	Accuracy of Process Results
	Level 2

	Automating the process will improve accuracy since the disenrollment will be triggered by the eligibility process.

	Utility of Value to Stakeholders
	Level 2

	Disenrollment will occur in a timelier manner, which will provide members with accurate enrollment status more quickly.  Louisiana will benefit from more timely disenrollments in that they will have fewer members enrolled who should be disenrolled.


[bookmark: _Toc220288671]


3. [bookmark: _Toc220808099][bookmark: _Toc220816407][bookmark: _Toc228596593]Enroll Member
The Enroll Member process supports the enrollment of Medicaid eligibility members in post eligibility programs.  The process would determine if enrollment for other programs is appropriate and, based on business rules, would either enroll the member in a pending status, or fully enroll the member. 
[bookmark: _Toc220288672][bookmark: _Toc220816408][bookmark: _Toc228596594]Enroll Member “To-Be” Process Model
	Item
	Details

	Description
	The Enroll Member business process would receive data from the Determine Eligibility process or other sources, determines additional qualifications for enrollment in programs for which the member may be eligible, enrolls member in pending or finalized status, and produces notifications to the member and the contractor

	Trigger Event
	1. Receive member eligibility data and enrollment application from the Determine Eligibility process or other sources 
2. Receive referral via internal/external sources in either paper, electronic, or workflow/alert:
· LaHIPP – internal and external referrals
· Hospice – external referrals
· OGB – Office of Group Benefit Referrals 
· FOA – Family Opportunity Act referrals
· LAP – Louisiana Affordable plan referrals


	Result
	Member is enrolled in specific programs

	Business Process Steps
	1. Can enrollment be completed automatically?
a. If yes, go to step 8
b. If no, go to step 2
2. Generate enrollment pending alert 
3. Send application to individual or policy holder 
4. Receive completed application
a. If Yes, application complete, go to Step 5
b. If No, application not complete End Process
5. Scan application into system
6. System verifies if  program requirements are met 
a. If Yes, continue to Step 7
b. If No, end process
7. Make enrollment decision
8. System is updated
9. Generate and send notices 
10. Alerts are generated to appropriate staff

	Shared Data
	Verify: INS, Medical Reports, Employers

	Predecessor
	1. Determine Eligibility process approves applicant as eligible for one or more program and benefit packages.
2. Outreach MA eligible

	Successor
	1. Manage Applicant and Member Communication
2. Manage Contractor Communication
3. Manage Member Information
4. Manage Provider Communication

	Constraints
	State and Federal Rules and Regulations

	Failures
	None

	Performance Measures
	None


	  

[bookmark: _Toc220288675][bookmark: _Toc220816411][bookmark: _Toc228596595]Enroll Member “To-Be” Business Capability Matrix 
	Business Capability Descriptions
	Level 2

	The majority of Medicaid members eligible to enroll in post eligibility programs are auto-enrolled.  Alerts notify workers that a pending member is ready for processing.  

	Timeliness of Process
	Level 2

	Process takes less time than Level 1.

	Data Access and Accuracy
	Level 2

	Access to data is provided real time.  Since majority of enrollment is automated, accuracy is increased.  

	Effort to Perform; Efficiency
	Level 2

	Many enrollments are fully automated.  Human intervention is the exception and is partially automated improving efficiency.

	Cost Effective
	Level 2

	Process requires fewer staff than Level 1 and produces better results.  Fewer members are enrolled erroneously, reducing program costs.

	Accuracy of Process Results
	Level 2

	Many enrollments are fully automated.  Human intervention is the exception and is partially automated improving accuracy.

	Utility of Value to Stakeholders
	Level 2

	Automation and coordination of enrollment processes enable staff to focus more on enrolling members into the most appropriate program(s), when there are multiple alternatives.  


[bookmark: _Toc220288676]


3. [bookmark: _Toc220808100][bookmark: _Toc220816412][bookmark: _Toc228596596]Inquire Member Eligibility
The Inquire Member Eligibility business process would receive automated requests for eligibility verification and would provide responses appropriately without any human intervention.  Any non-electronic request would be scanned into the system and then automatically processed.
[bookmark: _Toc220288677][bookmark: _Toc220816413][bookmark: _Toc228596597]Inquire Member Eligibility “To-Be” Process Model
	Item
	Details

	Description
	The Inquire Member Eligibility business process receives requests for eligibility verification from authorized providers, programs, or business associates; performs the inquiry and prepares the response. 


	Trigger Event
	Receipt of Eligibility Verification Request via mail, web, fax, 270 Transaction or (phone) AVRS

	Result
	Eligibility status reported

	Business Process Steps
	1. Paper request for eligibility verification is received Or 1.  Receive electronic request for verification (270 transaction)
2. Scan non-electronic request into system
3. System applies business rules to verify authorization of the requester to receive requested eligibility information
a. If Yes, continue to Step 5
b. If No, go to Step 4
4. Deny access and End Process
5. Eligibility is obtained real time from eligibility system
6. Determine if method of responding is electronic
a. If yes, go to step 7
b. If no, go to step 8
7. Generate electronic file and transmit (271 transaction), Go to Step 9
8. Generate paper response and mail
9. Response logged

	Shared Data
	None

	Predecessor
	Need for eligibility verification

	Successor
	None

	Constraints
	Federal and state rules and regulations

	Failures
	Communication failures
System failures

	Performance Measures
	None


	  


[bookmark: _Toc220288680][bookmark: _Toc220816416][bookmark: _Toc228596598]Inquire Member Eligibility “To-Be” Business Capability Matrix 
	Business Capability Descriptions
	Level 2

	The process would be totally automated using state of the art scanning and HIPAA mandated transactions.  A history of request and response would be maintained.  Any paper responses would be maintained.

	Timeliness of Process
	Level 2

	More timely than Level 1.

	Data Access and Accuracy
	Level 2

	Response would be accurate because they would be automated.

	Effort to Perform; Efficiency
	Level 2

	Since this process would be totally automated, there is no effort to perform.  The process would be efficient since it would obtain eligibility data real time and transmit those results immediately.

	Cost Effective
	Level 2

	Automation of this process would result in fewer staff than Level 1.

	Accuracy of Process Results
	Level 2

	Automation improves accuracy of response by eliminating human intervention.

	Utility of Value to Stakeholders
	Level 2

	Automating this process would be adding value by providing more accurate and quicker responses.  The agency would benefit by needing fewer staff.  


[bookmark: _Toc220288681]


3. [bookmark: _Toc220816417][bookmark: _Toc228596599]Manage Applicant and Member Communication
The Manage Applicant and Member Communication process would encompass all member and applicant communication with staff.  An individual would be able to communicate via a secure web portal, mail, fax, and phone or in person.  Written correspondence and periodic program notifications would require a comment and approval process.  In person or phone calls would be responded to verbally in order to provide the most expeditious service to members/applicants. 
[bookmark: _Toc220288682][bookmark: _Toc220816418][bookmark: _Toc228596600]Manage Applicant and Member Communication “To-Be” Process Model
	Item
	Details

	Description
	The Manage Applicant and Member Communication business process receives requests for information, appointments, and assistance from prospective and current members’ communications such as inquiries related to eligibility, redetermination, benefits, providers, health plans and programs, and provides requested assistance and appropriate responses and information packages.  Communications are researched,developed, and produced for distribution via phone, fax, mail, and/or internet process.  Inquires from applicants, prospective and current members are handled by the Manage Applicant and Member Communication process by providing assistance and responses to individuals, i.e., bi-directional communication.  Also included are scheduled communications, such as formal program notifications and the dispositions of grievances and appeals.  

	Trigger Event
	1. Inquiries or requests for information.
2. Change impacting members identified.
3. Requests from business areas to develop and produce communications.

	Result
	Requester receives appropriate assistance, communications, and appointment and/or information packages

	Business Process Steps
	1. Receive alert, go to step 4 OR 1.  Request for information received
2. Is this in person or phone inquiry?
a. If yes, go to step 10
b. If not, go to step 3   
3. Enter into Document Management System 
4. Alert is generated to appropriate staff member
5. Research/develop communication and draft response
6. Circulate for Comments
a. If finalized, go to step 7
b. If not final, go to step 5
7. Alert for Approval
a. If Yes, go to Step 8 
b. If No, stop process
8. Electronic Signature entered
9. Disseminate response
10. Respond appropriately

	Shared Data
	Information from other agencies	

	Predecessor
	Need to communicate

	Successor
	None

	Constraints
	1. State and federal rules and regulations
2. Accurate contact information for requester
3. Elimination of communication barriers

	Failures
	Lack of accurate contact information for requester

	Performance Measures
	Syntellect ACD Category & Agent Report
· Time to complete process of developing communications: By phone 15 minutes; by email 24 hours; by mail 7 days
· Accuracy of communications = 97%
· Successful delivery rate to targeted individuals = 97%
· Successful delivery rate 


[bookmark: _Toc220288685]
 
[bookmark: _Toc220816421][bookmark: _Toc228596601]Manage Applicant and Member Communication “To-Be” Business Capability Matrix 
	Business Capability Descriptions
	Level 2

	Member communications would move from primarily via paper and phone to more web based activity.  A secure web portal would allow members and applicant to pose questions, report changes, and receive response the same way.  A public website would allow the agency to communicate generic program notifications in a timelier manner.  

	Timeliness of Process
	Level 2

	Response are more timely than at a level 1.  The use of the web portal would continue to reduce response time.  The document management system, workflow, and alert system would also reduce the time it would take to respond.

	Data Access and Accuracy
	Level 2

	Automated responses increase accuracy.  Access via Web portal is added as another communication method.  

	Effort to Perform; Efficiency
	Level 2

	Fewer staff required to support this process since it would take less time per response...

	Cost Effective
	Level 2

	Automation leads to fewer staff than Level 1.  Number of responses per day increases significantly.

	Accuracy of Process Results
	N/A

	

	Utility of Value to Stakeholders
	Level 2

	Members have no delay in obtaining responses.  Responses are more prompt, especially if entered via the secure web portal.





3. [bookmark: _Toc220288686][bookmark: _Toc220808101][bookmark: _Toc220816422][bookmark: _Toc228596602]Manage Member Grievance and Appeal
The grievance or appeal would be logged and tracked, triaged to appropriate reviewers, and researched. Additional information may be requested. A hearing would be scheduled and conducted in accordance with legal requirements and a ruling is made based upon the evidence presented.  Results of the hearing are documented and relevant documents are distributed to the member or applicant and electronically stored.  The member or applicant is formally notified of the decision via the written mailed correspondence.
[bookmark: _Toc220288687][bookmark: _Toc220816423][bookmark: _Toc228596603]Manage Member Grievance and Appeal “To-Be” Process Model
	Item
	Details

	Description
	The Manage Complainant Grievance and Appeal business process handles appeals of adverse decisions or communications of a grievance.  

	Trigger Event
	Receive grievance or appeal for the hearing process via phone, fax, web, or workflow/alert.

	Result
	1. Agency initiates the result (i.e., recoupment, benefits restored, etc.)
2. Complainant (or their advocate) and staff receive notification of grievance/appeals result

	Business Process Steps
	1. Receive Alert that there is an appeal
1. Receive appeal via other methods
2. Enter complainant  into Document Management System (DMS) if not already entered
3. Determine documentation is timely and appropriate hearing type
a. If Yes, continue to Step 4
b. If No, go to Step 14
4. Determine documentation is sufficient 
a. If Yes, continue to Step 6
b. If No, go to Step 5
5. Generate requests for more information, Go to step 3
6. Request is routed to appropriate personnel for review via workflow/alert
7. Prepare grievance/appeals package using Document Management System (DMS)
8. Circulate for Review or Quality Check and approval 
a. If  approved, continue to Step 9
b. If Not approved, go to Step 7
9. Generate finalized grievance/appeals package to appropriate staff via DMS
10. Schedule hearing
11. Generate and send appointment notices with date/time/place of hearing
12. Conduct hearing 
13. Determine disposition 
14. Enter disposition 
15. Generate and send formal disposition notification to complainant (or their advocate) and staff

	Shared Data
	1. Medical documentation
2. Additional documentation of verification requirements
3. Testimonies

	Predecessor
	Agency action 

	Successor
	Determined by disposition

	Constraints
	Federal and state rules and regulations.

	Failures
	None

	Performance Measures
	None


	  
[bookmark: _Toc220288690]
 
[bookmark: _Toc220816426][bookmark: _Toc228596604]Manage Member Grievance and Appeal “To-Be” Business Capability Matrix 
	Business Capability Descriptions
	Level 2

	MITA has not developed a Business Capability Matrix for Manage Member Grievance and Appeal; therefore, any movement towards more automation and efficiencies will be evaluated as a Level 2.  Providing the functionality to request an appeal via the secure web portal would increase the level of service provided to members and applicants.  The document management process would provide a tool that would make the appeal process more transparent to agency staff.  The individual responsible for writing the response to the appeal would have the functionality to circulate the response among other staff for comments and approval.  The document management process would also provide storage for the documentation of the appeal.  

	Timeliness of Process
	Level 2

	Member Grievances and Appeals requests are automated via Web.  This would decrease the time it takes to initiate the appeals process.

	Data Access and Accuracy
	N/A

	

	Effort to Perform; Efficiency
	Level 2

	Reponses to requests are automated.  Fewer staff required to support.

	Cost Effective
	N/A

	Automation leads to fewer staff than Level 1.  Number of responses per day increases significantly.

	Accuracy of Process Results
	N/A

	

	Utility of Value to Stakeholders
	Level 2

	Agency staff would have excellent support for documenting appeals and the disposition.  


[bookmark: _Toc220288691]


3. [bookmark: _Toc220808102][bookmark: _Toc220816427][bookmark: _Toc228596605]Manage Member Information
The Manage Member Information process would support the management of all member demographic and status information.  Members would use the secure web portal to update their own information.  The state would define what information could be updated directly by members and what transaction would be placed in a pending status until approved by the state.  A paper process to request a change in data would still be maintained and would follow the path of changes that need state approval prior to update.  Members would be strongly encouraged to use the web process. 
[bookmark: _Toc220288692][bookmark: _Toc220816428][bookmark: _Toc228596606]Manage Member Information “To-Be” Process Model
	Item
	Details

	Description
	The Manage Member Information business process is responsible for managing all operational aspects of the Member File, which is the source of comprehensive information about applicants and members, and their interactions with the state Medicaid.  This includes Mass Disenrollment from linked provider due to termination of program provider.

	Trigger Event
	Receipt of request to add, delete, change Member information 

	Result
	The Member information is changed.  

	Business Process Steps
	1. Is request received via web portal?
a. Yes, go to step 3
b. No, go to step 2
2. Enter data into MMIS in pending status
3. Does request meet requirements for auto update
a. If yes go to step 5
b. If not, go to step 4
4. Validate information to change
a. If validated, go to Step 6
b. If No, return request to submitter for correction or additional information
5. Member information is linked or unlinked with provider for CommunityCARE if required
6. MMIS is updated and audit trail created
7. Finalize data MMIS and audit trail created

	Shared Data
	None

	Predecessor
	None

	Successor
	None

	Constraints
	State and Federal Rules and Regulations  

	Failures
	Member File fails to load or update appropriately; or fails to make registry data available or available in correct format.  

	Performance Measures
	None


	  



[bookmark: _Toc220816431][bookmark: _Toc228596607][bookmark: _Toc220288695]Manage Member Information “To-Be” Business Capability Matrix
	Business Capability Descriptions
	Level 2

	The Manage Member Information would provide a secure web portal for a member to enter certain changes without state intervention.  Other defined changes would need to be approved.  Both types of changes would update the audit trail.

	Timeliness of Process
	Level 2

	Responses would be timelier than Level 1.  Requests would be processed within specified timeframes.  

	Data Access and Accuracy
	Level 2

	Data provided would be standardized based on Louisiana rules.  Much data would be directly entered by members.

	Effort to Perform; Efficiency
	Level 2

	Much easier for both DHH and members.

	Cost Effective
	Level N/A

	

	Accuracy of Process Results
	Level 2

	Validation is consistent.

	Utility of Value to Stakeholders
	Level 2

	A clear audit trail and status of the request would be available.  A copy of the response would be archived electronically for later retrieval.


[bookmark: _Toc220288696]


3. [bookmark: _Toc220808103][bookmark: _Toc220816432][bookmark: _Toc228596608]Perform Population and Member Outreach
The Perform Population and Member Outreach process would support the agency in its efforts to reach targeted populations and provide timely education materials to member and potential members.  The use of a document management process would decrease the time from identification of the need to dissemination of the information.
[bookmark: _Toc220288697][bookmark: _Toc220816433][bookmark: _Toc228596609]Perform Population and Member Outreach “To-Be” Process Model
	Item
	Details

	Description
	The Perform Population and Member Outreach business process originates internally within the Agency for purposes such as:
1. Notifying prospective applicants and current members about new benefit packages and population health initiatives.
2. New initiatives from Program Administration.

	Trigger Event
	1. Receive request or identify need for outreach materials or communications
2. Change in policy or procedure

	Result
	Targeted populations receive outreach communications

	Business Process Steps
	1. Identify target population
2. Enter request into Document Management System
3. Workflow/alert generated to approver
4. Approve or deny (or modify) decisions to develop outreach communications
a. If Yes approved, continue to Step 6
b. If No, go to Step 5
5. Alert is generated to notify requestor of result/alterative
6. Determine development approach (internal and external or both) outreach materials, approaches, success measures
7. Develop materials in DMS
8. Circulate materials for approval 
a. If Yes approved, continue to Step 9
b. If No, go to Step 7
9. Distribute multi-lingual outreach materials or communications through various mediums
10. Track production/distribution of outreach communications and archive materials

	Shared Data
	None

	Predecessor
	None

	Successor
	None

	Constraints
	1. Accurate contact information
2. State and federal rules and regulations

	Failures
	1. Communication barriers such as lack of internet or phone access; failure to access needed or requested information.
2. Delivery failures due to erroneous contact information or lack of contact information.                
3. Cancellations of outreach events by sponsors

	Performance Measures
	None


	  


[bookmark: _Toc220288700][bookmark: _Toc220816436][bookmark: _Toc228596610]Perform Population and Member Outreach “To-Be” Business Capability Matrix 
	Business Capability Descriptions
	Level 2

	The Perform Population and Member Outreach business process would make efficient use of the document management system and workflow alert system to develop and obtain comments and approvals.  

	Timeliness of Process
	Level 2

	The use of electronic tools improves the efficiency of the process therefore decreasing the time it takes to complete the process.

	Data Access and Accuracy
	N/A

	

	Effort to Perform; Efficiency
	Level 2

	Less effort would go into the Perform Population and Member Outreach since the managing of the document would be automated.  The use of electronic tools improves the efficiency of the process therefore decreasing the time it takes to complete the process.

	Cost Effective
	Level 2

	Automation reduces level of staffing required.

	Accuracy of Process Results
	N/A

	

	Utility of Value to Stakeholders
	Level 2

	The members and the agency benefit from introduction of automation to speed up the outreach and education process.





0. [bookmark: _Toc220808104][bookmark: _Toc220816437][bookmark: _Toc228596611]Provider Management Overview 
The Provider Management Business Area supports all aspects of provider enrollment for both Medicaid and Waiver providers.  Providers are enrolled, disenrolled, and managed using the various business processes in this business area.  A self-service secure website would allow providers to communicate more directly with DHH.  Providers could be allowed to enter routine changed information without need for a State resource’s involvement.  The acceptance of electronic signatures would also bring benefit to the provider populations.  Supporting various configurations of provider networks such as the Coordinated Care Network (CCN) would allow Louisiana to become more creative and flexible with provider management.

4. [bookmark: _Toc220808105][bookmark: _Toc220816438][bookmark: _Toc228596612]Business Process Improvements Identified During “To- Be” Joint Application Design Session
	LA MITA Vision
	Global Improvements from “To Be” JAD Sessions

	Go Green:  Paperless Business Processes
	· Allow electronic applications and electronic signatures
· Allow imaged or scanned documents to be accessible online and eliminate passing of paper between offices/staff

	User Friendly
	· Automation that allows staff to work in a more efficient and effective manner 
· Real-time updates & access to information across systems/agencies
· More visual support (for example, populate fields with words rather than codes)
· Support Automated Generation of Letters and Notices (allow for free-form text to be added)

	Web-Technology
	· Expanded web portals supporting more efficient provider and beneficiary services
· Electronic forms of communication 
· Web based systems and/or presentations 
· Direct entry of data by clients, providers, and other stake holders (with appropriate security access)

	Transparency
	· Maintenance of data by only one system but used by all
· Support Real-Time Exchange of Data between Systems (including systems internal to DHH – e.g., vital records; licensing/certification information)

	Enhance and Support Current and Future Systems
	· Support Coordinated Care Network 
· Provide the ability to support COTS applications

	Access to Data
	· Support Role-based Authentication and Access to Functions/Panels
· Control access to system and data
· Maintain Automated History of Letters and Notices Generated including Text

	Improved Oversight / Reporting
	· Maintain enhanced provider profiles
· Accurate and historical contact information
· Links to licensure/certification information
· Maintaining provider common ownership information
· Maintain Audit Trail of changes made, person making the change, and when changes made
· Monitor system activity and act on security incidents
· Support improved analysis for decision-making
· Maintain History of Data (No enforced timeline for deletion of history)

	Metrics
	· N/A

	Other
	· Support both manual and automated workflows
· Provide Electronic Tracking of Required Actions and Generate Alerts/Notifications to Users
· Support Automated Processing of Records without user interaction to extent possible




 

4. [bookmark: _Toc220808106][bookmark: _Toc220816439][bookmark: _Toc228596613]Disenroll Provider
The Disenroll Provider business process supports the process of disenrolling a provider from the Medicaid program regardless of the reason for the disenrollment. A provider would be able to request disenrollment via a secure web portal.  All of the defined triggers with the exception of the inactivity trigger would generate an alert and task to the appropriate staff.  A decision would be made whether to disenroll the provider or not.  If not, then the alert and task would be closed with no action; if yes, then the task would be accepted, the provider disenrolled, and the alert closed.  A periodic automatic closure process could be run.  This process could disenroll providers from Medicaid based on user defined business rules.  The process would not only disenroll providers automatically, it could also generate appropriate notices to the disenrolled providers, close out any associations the disenrolled provider has with other groups, plans or members and generate alerts to user defined staff.  Based on user-defined rules, the provider could be disenrolled only in specific group classifications or all taxonomies.  Of course, all of this processing would be tracked via an audit trail and any generated notices would be available on line.  

[bookmark: _Toc220816440][bookmark: _Toc228596614]Disenroll Provider “To-Be” Process Model
	Item
	Details

	Description
	The Disenroll Provider business process is responsible for managing providers’ disenrollment from all the different programs, including:
· Processing of disenrollment.
· Provider request to close case.
· Provider becomes ineligible (i.e., license suspension, revocation or disciplinary action taken by Medical licensing boards or Medicare/Medicaid.
· Auto-closure (providers who have had no activity for 18 months or more). 
· Receipt of information regarding provider’s death or declining/failing health

	Trigger Event
	1. Provider request 
2. Notice that provider is no longer eligible.
3. Notice that provider has been sanctioned.
4. Provider has had no activity on his file in the prior 18 months and is being closed automatically.
5. State’s intent to terminate a specific program 

	Result
	1. Provider is disenrolled and all appropriate relationships would be ended 
2. All or some of the provider’s taxonomies are closed with an end date an reason
3. Notices are generated to the appropriate staff.
4. Provider contract is terminated and closed out
5. Provider would  no longer able to bill for services under the taxonomies that were closed for specific types of services
6. Clients may not be linked to the Provider and currently linked members would be unlinked or closed 

	Business Process Steps
	1. Receive disenrollment request OR 1.  Alert or auto-disenrollment process
2. Enter request into MMIS 
3. Alert generated to worker
4. Validate accuracy and completeness of request/document via mail, phone, email, web portal, or even site visit. 
a. If Yes, additional information is needed, proceed to Step 5
b. If No, additional information is not needed, go to Step 6  
5. Request additional information
6. Generate alert for approval.
7. Approval/disapproval entered 
a. If Yes, proceed to Step 8
b. If No, end process 
8. Determine if Provider is in Community Care
a. If Yes, go to Step 9
b. If No, go to Step 11
9. Generate list of members linked to this provider
10. Generate notice and send with list of linked members/enrollees to  appropriate DHH staff or designee
11. Disenrollment letter generated to provider and others
12. Alerts generated

	Shared Data
	1. Provider sanctions data.
2. Licensing Boards (in and out-of state).

	Predecessor
	1. Provider lost eligibility requirement
2. Provider no longer wants to participate
3. No bill submitted for 18 months

	Successor
	None

	Constraints
	State and federal rules and regulations

	Failures
	None

	Performance Measures
	None




[bookmark: _Toc220816443][bookmark: _Toc228596615]Disenroll Provider “To-Be” Business Capability Matrix
	Business Capability Descriptions
	Level 2

	Provider disenrollment from the Medicaid program is automated accepting electronic requests via a web portal in addition to phone, fax, e-mail, mail, and internal MMIS processes.  Providers are identified by the Health Insurance Portability and Accountability Act (HIPAA) mandated National Provider Identifier.  A provider’s enrollment is closed with a close reason and the date of closure for the specific taxonomy or taxonomies to be closed.  Other taxonomies could remain enrolled.  Advance notice period are automatically calculated to determine the closing date.  All appropriate provider records are terminated with the effective date of termination.  Participation in groups, practices, provider network, or MCO is included.  If provider is linked to members, the members could either be unlinked or identified as needing to be unlinked.  Electronic records from certification/licensing bodies are accepted and processed without intervention.  Internal MMIS processes select providers or taxonomies to be closed and triggers disenrollment process.

	Timeliness of Process
	Level 2

	Turnaround time on decisions can be immediate.  This process is timelier than in Level 1.  Notices and alerts are automatically generated on the day the action is taken.  

	Data Access and Accuracy
	Level 2

	On-line edits and more automated control of the data results in more accuracy.  Data access is controlled through role-based security that can be field specific.  

	Effort to Perform; Efficiency
	Level 2

	Medicaid and sister agencies collaborate on provider disenrollment processes.  The disenrollment process automatically terminates participation and end dates all applicable records.  Manual steps may continue only for exceptions.

	Cost Effective
	Level 2

	Since all applicable records are automatically ended, providers would not be able to bill for services provided after the termination date.  Reducing the time from the trigger to terminated enrollment to the completion of the termination would also result in less opportunity for claiming after disenrollment should have occurred.  

	Accuracy of Process Results
	Level 2

	All verifications can be automated and conducted via standardized interfaces.  The consistent application of disenrollment rules and standardized data support continuous performance measures.  Automation of the disenrollment process will ensure that all application provider records are end dated with the same end date and termination reason.  

	Utility of Value to Stakeholders
	Level 2

	The quality of the provider network is improved increasing member access to quality care.



4. [bookmark: _Toc220816444][bookmark: _Toc228596616]
Enroll Provider
The Enroll Provider business process supports the process of enrollment of a provider into the Medicaid program.  Providers would be able to request enrollment via a secure web portal.  The request to enroll would trigger an alert and task to the appropriate staff.  The information entered by the provider would immediately be available to staff.  The MMIS would have generated a request for additional information requesting exactly what additional information is needed to be provided.  If no information was needed, the individual authorized to approve enrollment would be alerted.  Based on the data entered, the provider would be sent the appropriate notices, letters, and any other relevant information.  Of course, all of this processing would be tracked via an audit trail and any generated notices would be available on line.  
[bookmark: _Toc220816445][bookmark: _Toc228596617]Enroll Provider “To-Be” Process Model
	Item
	Details

	Description
	The Enroll Provider business process is responsible for the enrollment and re-enrollment of providers into the Medicaid program.  Although both enrollment and re-enrollment would be supported by this process, for the sake of clarity, only enrollment is discussed in this document, but re-enrollment is included by this reference.  Providers are identified by their National Provider Identifier (NPI) and taxonomies.  Applications could be accepted via a secure web portal in addition to the current methods.  The web application would have real time edits to prevent incomplete data.  Missing information would be identified, triggering the generation of a ‘to be provided’ list for the applicant.  Real time interfaces with certification/licensing boards would occur.  Requests for a determination on an enrollment would be produced via an automated workflow with alerts.  Once a determination is made and entered, the appropriate notices would be generated, and if approved, all applicable provider records in MMIS would be updated.  The provider would become active with the approved effective date.  Multiple taxonomies would be supported.  Provider networks such as the Louisiana Coordinated Care Network and managed care arrangements would also be supported.

	Trigger Event
	1. Receipt of a Medicaid Provider Enrollment Application or alert that a web application has been completed.

	Result
	1. Provider is enrolled
2. Provider is re-enrolled
3. Provider is denied enrollment
4. MMIS is updated
5. Provider is notified 

	Business Process Steps
	1. Receive enrollment/re-enrollment application via web portal, go to step 3 OR 1. Receive enrollment / re-enrollment application via phone, fax, email, or mail
2. Enter application data in MMIS
3. Alert is generated to worker.
4. System determines the completeness and accuracy 
a. If complete, proceed to Step 6
b. If application is incomplete, proceed to Step 5
5. Generate request for additional information 
6. Alert generated for decision on application
7. Determination entered
a. If approved, go to Step 8
b. If not approved, go to Step 5
8. MMIS updated and notices generated to applicant
9. Alerts generated to appropriate staff that a new provider has been added to MMIS listing taxonomies with effective dates.

	Shared Data
	1. Provider Sanction data from OIG/EPLS.
2. NPI system.
3. Licensing boards (in and out-of-state).  

	Predecessor
	Provider decides to enroll or has change of ownership.

	Successor
	None

	Constraints
	State and federal rules and regulations

	Failures
	None

	Performance Measures
	None


[bookmark: _Toc220816448]

[bookmark: _Toc228596618]Enroll Provider “To-Be” Business Capability Matrix
	Business Capability Descriptions
	Level 2

	Provider enrollment staff could continue to receive paper applications to support a minority of providers unable to use an automated process.  The majority of applications would be automated and submitted via a secure web portal.  Most verification and validation of application information becomes automated.  The NPI becomes the ID of record.  Credentials would be automatically re-validated and staff receives alerts when changes occur.  These improvements would help Medicaid program monitor the provider network.  

	Timeliness of Process
	Level 2

	Turnaround time on application decision can be immediate.  Timelier than Level 1.

	Data Access and Accuracy
	Level 2

	Access would be provided using role based security.  Data would be more accurate since there are real time edits on the web portal that would prevent inappropriate data from being entered.  

	Effort to Perform; Efficiency
	Level 2

	Most applications are submitted electronically.  Less state staff would be required than a Level 1.

	Cost Effective
	Level N/A

	

	Accuracy of Process Results
	Level 2

	All verifications would be automated and conducted via standardized interfaces.  Consistent enrollment rules and standardized data support continuous performance measures.  The quality of the provider network is improved.

	Utility of Value to Stakeholders
	Level 2

	Providers may be approved for enrollment more quickly and with less interaction than at a level 1.  Improving the enrollment process could increase provider participation and lead to more choices for members.  Specialty or emergency providers could be added easily by changing or overriding the parameters of the validation process.  



4. [bookmark: _Toc220808107][bookmark: _Toc220816449][bookmark: _Toc228596619]
Inquire Provider
The Inquire Provider business process is responsible for receiving requests for information relative to a specific provider.  Responses would be automated as much as possible.  For example, a request to know the address of a provider would be automated, since both the answer to the question would always reside in the same location on the provider record.  
[bookmark: _Toc220816450][bookmark: _Toc228596620]Inquire Provider Information “To-Be” Process Model
	Item
	Details

	Description
	The Inquire Provider Information business process receives requests for information regarding a specific provider, performs the inquiry, prepares the response, and distributes it.  

	Trigger Event
	Need for information.

	Result
	Response distributed to requester.

	Business Process Steps
	1. Receive request via web portal OR 1.  Receive request via phone, fax, email, or mail
2. Enter request into MMIS
3. System produces responses with appropriate pre-defined data and logged
4. Response is distributed

	Shared Data
	None

	Predecessor
	None

	Successor
	None

	Constraints
	State and federal rules and regulations

	Failures
	None

	Performance Measures
	None







[bookmark: _Toc220816453][bookmark: _Toc228596621]Inquire Provider Information “To-Be” Business Capability Matrix 
	Business Capability Descriptions
	Level 2

	The Inquire Provider Information process would support requests for data relative to a specific provider.  The request would be accepted via the web portal in addition to mail, email, phone and fax.  A standardized response is generated and distributed to the requestor either via the web portal or mail.  Providers could utilize this process when making a referral to a specialist or a provider in a different geographical location.

	Timeliness of Process
	Level 2

	Responses would be timelier than Level 1.  Web request and responses can be nearly real time.  Requests submitted via other methods would be processed within specified timeframes.  

	Data Access and Accuracy
	Level 2

	Data provided would be standardized based on Louisiana rules.  Since provider process is integrated within MMIS and data may be entered directly, response would be more up-to-date in a Level 2.

	Effort to Perform; Efficiency
	Level 2

	Provider information is continuously refreshed. One stop shop for agencies who share providers; further reduction in staff support.

	Cost Effective
	Level N/A

	

	Accuracy of Process Results
	Level 2

	The process is entirely automated so all responses would be generated in a standardized method.

	Utility of Value to Stakeholders
	Level 2

	Information about a specific provider would be available real time if requested via the web portal.  Information would also be updated providing the more accurate provider information.



4. [bookmark: _Toc220808108][bookmark: _Toc220816454][bookmark: _Toc228596622]
Manage Provider Communication
The Manage Provider Communication business process manages all direct communications with individual providers.  If a provider needs information regarding rates, rules, claims, procedures or coverages, this is the process that would handle the requests.  Verbal and written requests and responses would both be handled by this process.  Written correspondence would be circulated (if necessary), approved, distributed and archived for future reference.  
[bookmark: _Toc220816455][bookmark: _Toc228596623]Manage Provider Communication “To-Be” Process Model
	Item
	Details

	Description
	The Manage Provider Communication business process is responsible for written or verbal provider specific requests for information regarding Medicaid program rules, regulations, and activities.

	Trigger Event
	Request of information

	Result
	Provider receives appropriate assistance, communications and/or information packages 

	Business Process Steps
	1. Receive alert, go to step 3  OR 1. Receive request for information 
2. Enter into Document Management System 
3. Generate alert to appropriate staff member
4. Research/develop and draft communication 
5. Circulate for Comments
If finalized, go to step 6
a. If not final, go to step 4
6. Submit for Approval
a. If Yes, go to Step 9
b. If No, go to step 7
7. Determine if additional information is required for approval
a. If Yes additional information required, go to Step 8
b. If No, additional information is not required, End Process
8. Request additional information from contractor, go to Step 4
9. Response signed
10. Response is distributed

	Shared Data
	None

	Predecessor
	None

	Successor
	None

	Constraints
	State and federal rules and regulations

	Failures
	None

	Performance Measures
	None







[bookmark: _Toc220816458][bookmark: _Toc228596624]Manage Provider Communication “To-Be” Business Capability Matrix 
	Business Capability Descriptions
	Level 2

	The Manage Provider Communication process supports responding to request for specific information from individual providers.  Since this information may be sensitive, once the request is entered into the data base, the major of the work is manual.  The Document Management System (DMS) plays a major role in this project.  Responses would be developed in the DMS, circulated for comments, edited, and approved.  After completion of the document, an alert would be generated to the approver for an electronic signature.  The DMS would track the request and the response for future reference.  This process does not include provider questions on member eligibility, claims payment, recoupments,  recoveries or rates, and covered services.  Questions on those topics are addressed in the specific business area that handles that business process.

	Timeliness of Process
	Level 2

	The process would be timelier than a Level 1.

	Data Access and Accuracy
	Level 2

	At this level, there is not a great improvement in access based on this process although accuracy in general is increased due to improvements in other areas of the system.

	Effort to Perform; Efficiency
	Level 1

	Staff research and respond to requests manually.  The DMS would provide efficiencies in that all comments are completed in the master document and no major re-writing would be required.  The use of alerts would decrease the time it would take to distribute the document for approval manually.

	Cost Effective
	Level N/A

	

	Accuracy of Process Results
	Level 2

	Since the majority of the research and response development is manual, there is not a great improvement in accuracy.  

	Utility of Value to Stakeholders
	Level 2

	The process would be timelier than a Level 1 providing answers in a more expeditious manner.  



4. [bookmark: _Toc220808109][bookmark: _Toc220816459][bookmark: _Toc228596625]
Manage Provider Grievance and Appeal 
The Manage Provider Grievance and Appeal supports a provider’s right to the grievance process or to appeal a decision made by the Medicaid agency.  Through a secure web portal, providers would access the appropriate forms, enter data on line, and real time edits would be applied.  Once all the edits were passed, the request would be complete.  Completing the request would generate an alert to the appropriate staff that a request needed to be reviewed and processed.  The document management system would be utilized to compose the grievance or appeal response, allowing for electronic circulation and approval. 
[bookmark: _Toc220816460][bookmark: _Toc228596626]Manage Provider Grievance and Appeal “To-Be” Process Model
	Item
	Details

	Description
	The Manage Provider Grievance and Appeal business process is responsible for the result of an adverse action taken against a provider, by which the said provider may appeal the action.

	Trigger Event
	An Informal Hearing is scheduled subsequent to: 
· Official notice from the OIG that an excluded provider has been reinstated for participation in Medicaid
· Notice from PE that a previously sanctioned individual has reapplied for enrollment
· Notice from PE that an individual or entity has a criminal conviction indicated on their application
· Notice from the Program Section Chief that an enrolled provider with a pending termination or exclusion from Medicaid participation has requested an Informal Hearing.
· Sending appeal

	Result
	Appropriate action taken based on disposition

	Business Process Steps
	1. Receive alert, go to step 3 OR 1.  Receive grievance or appeal 
2. Enter into Document Management System (DMS)
3. Determine if complete
a. If Yes, documentation is complete, go to Step 5
b. If No, documentation is incomplete, go to step 4
4. Generate request for additional information
5. Generate alert to appropriate personnel for review
6. Perform research, analysis, and draft response
7. Schedule hearing within required time
8. Conduct hearing within required time
9. Determine disposition
10. Enter hearing results 
11. Notifications sent to designated individuals

	Shared Data
	Information from appellant and/or Witnesses

	Predecessor
	Action or inaction by the Medicaid agency

	Successor
	Store documentation, timeline, actions, decisions and correspondence in the DMS

	Constraints
	State and Federal Rules and Regulations

	Failures
	Timeframes not met

	Performance Measures
	NONE







[bookmark: _Toc220816463][bookmark: _Toc228596627]Manage Provider Grievance and Appeal “To-Be” Business Capability Matrix 
	Business Capability Descriptions
	Level 2

	Providers are able to complete a grievance or appeal request using a secure web portal.  DHH would be able to communicate to the provider in the same manner.  Many of the processes in the process would be automated and thus, become more efficient and standardized.

	Timeliness of Process
	Level 2

	The process would be timelier than a Level 1.

	Data Access and Accuracy
	Level 2

	Access to the data would be provided using a role based security system.  The access would be real time, since the data would be stored in the central document management system.  On line edits would help insure accuracy and completeness.

	Effort to Perform; Efficiency
	Level 2

	The use of the web portal would make this process much more efficient for both the providers and the state staff.  Less staff would be needed than in a Level 1.

	Cost Effective
	Level N/A

	

	Accuracy of Process Results
	Level 1

	The accuracy of process results would not increase greatly, since the decision process is manual.  The preparation of the documentation should improve because staff time would be spent on the preparation tasks rather than all the manual tasks previously required.

	Utility of Value to Stakeholders
	Level 2

	An automated, easily accessed grievance and appeal process would assist providers in having their grievances heard more quickly.  This has great value to providers.



[bookmark: _Toc220816464][bookmark: _Toc228596628]
Manage Provider Information
The Manage Provider Information process is the tool that would be used by providers and the Medicaid agency to keep provider demographic information up to date.  A provider would access a secure web portal, enter the data that needs to be changed, real time edits would be applied, and then the MMIS database would be updated.  The Medicaid agency would need to define which changes, such as telephone number or mailing address, would be accepted automatically and which changes would need to be reviewed and approved by staff. 
[bookmark: _Toc220816465][bookmark: _Toc228596629]Manage Provider Information “To-Be” Process Model
	Item
	Details

	Description
	The Manage Provider Information business process is responsible for all changes to enrolled provider information.

	Trigger Event
	Notification of provider change

	Result
	Current information

	Business Process Steps
	1. Receives alert OR 1.  Receives request from provider or state agency staff.
2. Enter request into system, if received via email, fax, mail, telephone
3. System verifies that change requested is supported by documentation
a. If yes, approved, go to Step 7
b. If no, not approved, go to Step 4
4. Generate alert to appropriate staff for review of change request 
5. Conduct staff review:
a. If Yes, approved, go to Step 7
b. If No, disapproved, proceed to Step 6
6. Generate request to Provider for additional information/documentation (documentation is incomplete)
7. MMIS updated
8. System generates appropriate notices and letters based on changed data.

	Shared Data
	None

	Predecessor 
	None

	Successor
	None

	Constraints
	State and federal rules and regulations

	Failures
	None

	Performance Measures
	None







[bookmark: _Toc220816468][bookmark: _Toc228596630]Manage Provider Information “To-Be” Business Capability Matrix 
	Business Capability Descriptions
	Level 2

	Providers would be able to request changes to their demographic information via the secure web portal.  The MMIS could determine which changes to accept automatically based on user-defined rules.  Changes that required user intervention would cause an alert to be generated.  The worker would review the alert, approve the change, or request additional information.  When the information was provided, it would be routed to the appropriate worker for review and update if appropriate.  

	Timeliness of Process
	Level 2

	Update could be immediate.  Timelier than a Level 1.

	Data Access and Accuracy
	Level 2

	Access to data would be provided by a role based security process.  Accuracy of provider demographic data would be greatly improved since the provider would be requesting the change via an edited, secure, web portal.  Only exceptions would need human intervention.

	Effort to Perform; Efficiency
	Level 2

	Less staff would be needed than a Level 1.  The process would be much more efficient since the system would be allowed to make some changes automatically while human intervention would only be required for exceptions to the rules.

	Cost Effective
	Level N/A

	

	Accuracy of Process Results
	Level 2

	Accuracy of provider demographic data would be greatly improved since the provider would be requesting the change via an edited, secure, web portal.  Only exceptions would need human intervention.

	Utility of Value to Stakeholders
	Level 2

	Provider information would be more up to date reducing returned mail, incorrect demographic data, and providing the most current information to members.



4. [bookmark: _Toc220808110][bookmark: _Toc220816469][bookmark: _Toc228596631]
Perform Provider Outreach

The Perform Provider Outreach process is designed to provide information to current Medicaid providers in the State of Louisiana.  Information may be sent to specific provider taxonomies, providers in specific geographical locations, or all providers.  Types of information sent would include changes to policies, Medicaid Director letters, best practices, and any other information deemed appropriate by the Medicaid Director.  The communication would be drafted in the Document Management System (DMS), circulated for comments, and submitted for approval.  This process is managed by the DMS through the use of alerts and workflow tasks.  Final approval of the communication would be provided via electronic signature.  For those providers who have provided an email address or those who have chosen to communicate with DHH via the secure website, communications would be distributed electronically.  For the remaining providers, regular mail would be used.  The use of electronic communication would be encouraged since it could result in savings, due to reduced costs for paper communications and their associated costs.  Appropriate publications would also be posted on both the public and secure websites.
[bookmark: _Toc220816470][bookmark: _Toc228596632]Perform Provider Outreach “To-Be” Process Model
	Item
	Details

	Description
	The Perform Provider Outreach business process originates internally within the Agency in response to multiple activities (e.g. provides periodic public notification of facts to the provider community in various forms such as, website, Remittance Advice (RA), bi-monthly provider updates, and letters from the Medicaid Director).  

	Trigger Event
	1.	New legislation with the introduction of new programs requiring new types of service
2.	Changes to existing policies and procedures
3.	Periodic reminders of general rules and regulations

	Result
	Outreach communications, such as mailings, brochures, web sites, email, radio, billboard, and TV advertisements, are produced and distributed to targeted providers, thus keeping the provider community informed of Medicaid policy and procedures.

	Business Process Steps
	1. Receive alert that there a request for outreach has been entered in the DMS OR 1.  Receive a request for outreach
2. Enter request into Document Management System
3. Workflow/alert generated to approver
4. Approve or deny (or modify) decisions to develop outreach communications
a. If Yes, approved, continue to Step 6
b. If No, disapproved, go to Step 5
5. Alert is generated to notify requestor of results/alteratives
6. Determine development approach (internal and external or both) of outreach materials and  success measures
7. Identify target population
8. Develop materials in DMS
9. Circulate materials for approval 
a. If Yes approved, continue to Step 10
b. If No, disapproved, go to Step 8
10. Distribute multi-lingual outreach materials or communications through various mediums
11. Track production/distribution of outreach communications and archive materials

	Shared Data
	None

	Predecessor
	1. Program Quality Management process results in need to perform outreach
2. Identified gaps

	Successor
	None

	Constraints
	None

	Failures
	1. Untimely notification
2. Notification to the wrong population

	Performance Measures
	None





[bookmark: _Toc220816473][bookmark: _Toc228596633]Perform Provider Outreach “To-Be” Business Capability Matrix 
	Business Capability Descriptions
	Level 2

	The Perform Provider Outreach process is used to provide information to targeted groups of providers.  Documents would be distributed via secure and public website and regular mail.  Groups of providers would be identified by such parameters as taxonomy, address, and claims volume, participation in networks such as Coordinated Care Networks or Managed Care Organizations.

	Timeliness of Process
	Level 2

	The use of a Document Management System (DMS) would greatly reduce the time it currently takes to have a document commented on, updated, returned for review, and approved.

	Data Access and Accuracy
	Level 2

	Targeting of providers would be more accurate because there would be more parameters to use to define the group.  

	Effort to Perform; Efficiency
	Level 2

	Easier to identify target population and disseminate appropriate information.

	Cost Effective
	Level N/A

		

	Accuracy of Process Results
	Level 2

	Easier to target provider populations and disseminate information appropriate to the needs.

	Utility of Value to Stakeholders
	Level 2

	Providers would benefit from the most current information available customized for their needs.





0. [bookmark: _Toc226450262][bookmark: _Toc228596634]Contractor Management Overview 
The Contractor Management business area would support all aspects of contractor management, whether it is health care services contracting or administrative contracting.  In Louisiana, the two types of contracts are executed in the same manner, so it was determined during the Contractor Management “To-Be” JADs that only one process was needed for Award, Manage, and Close-Out Contracts.  A self-service secure website would allow contractors to communicate more directly with DHH.  Contractors would be allowed to enter routine changed information without need for a state resource’s involvement.  The acceptance of electronic signatures would also bring benefit to the contractor population.  Responses to RFI or SFP/RFP would be posted by the contractor through the secure web portal.  This would reduce response time in the Award Contract process.  Louisiana would be able to receive questions from potential contractors through the web portal and respond to those questions the same way.  There are currently no future plans to provide outreach to contractors, so there is no section for Perform Contractor Outreach.
5. [bookmark: _Toc226450263][bookmark: _Toc228596635]Business Process Improvements Identified During JADs  
The following table identifies the business process improvement identified during the Contractor Management “To-Be” JADs.  
	LA MITA Vision
	Global Improvements from “To Be” JAD Sessions

	Go Green:  Paperless Business Processes
	· Allow electronic  signatures
· Allow imaged or scanned documents to be accessible online and eliminate passing of paper between offices/staff

	User Friendly
	· Automation that allows staff to work in a more efficient and effective manner 
· Easier public access to information with appropriate safeguards
· Real-time updates & access to information across systems/agencies
· More visual support (for example, populate fields with words rather than codes)
· Support Automated Generation of Letters and Notices (allow for free-form text to be added)

	Web-Technology
	· Expanded web portals supporting more efficient contractor services
· Electronic forms of communication 
· Web based systems and/or presentations 
· Direct entry of data by contractors (with appropriate security access)

	Transparency
	· Sharing of data across systems (for example, real-time inquiry of data in other systems)

	Enhance and Support Current and Future Systems
	· Any new systems should meet the standards developed for the MMIS SFP.  These new systems must be technology neutral and integrate into the MMIS seamlessly.  

	Access to Data
	· Support Role-based Authentication and Access to Functions/Panels
· Maintain History of Letters and Notices Generated including system generated and free form text.

	Improved Oversight / Reporting
	· Maintaining performance statistics
· Accurate and historical contact information
· Maintain Audit Trail of changes made to data, person making the change, and date and time of changes 
· Monitor system activity and report and act on security incidents in a timely manner
· Support improved analysis for decision-making
· Maintain History of Data (No enforced timeline for deletion of history)

	Metrics
	· Identify and analyze program trends, pattern, and directions
· Support management of program funds
· Support generation of Ad Hoc reports by users
· Support timed generation of standard reports by system (support both electronic and paper formats)

	Other
	· Support both manual and automated workflows
· Provide electronic tracking of required actions and generate alerts/notifications to users
· Support automated processing of records without user interaction to extent possible
· Electronic sharing of data and ability to review and approve
· Maintain links from contractor to prior contracts and/or service types with search capabilities




5. [bookmark: _Toc226450264][bookmark: _Toc228596636]Award Contract
The Award Contract business process is currently manual.  The improvements identified during the JAD sessions would improve communication, efficiency, and accuracy.  The most significant improvement would be the implementation of a secure web portal for contractors and the Louisiana Medicaid agency to use during the contracting process.  Specifically, during the Award Contract process, the use of a secure web portal to submit responses to RFI or SFP/RFP and for the contractors to submit questions and the state to answer those questions would reduce time and the expenses of printing and mailing hard copy documents greatly.  The Award Contract process would see significant reductions in the time it takes to award a contract.
[bookmark: _Toc226450265][bookmark: _Toc228596637]Award Contract “To-Be” Process Model
	Item
	Details

	Description
	The Award Contract business process of Contractor Management encompasses all activities from the concept stage of a new project all the way through contract execution.  After execution, the contract would be managed by the Manage Contract business process.

	Trigger Event
	1. Agency performs needs assessment; receive directive to procure and/or amend contract.
2. A Scheduled date for reprocurement/procurement 
3. New contract needed based on needs assessment.  Request by Executive Management to reprocure/procure
4. Contract Amendment
5. State/Federal mandate

	Result
	1. Contractor begins work
2. RFP/SFP withdrawn
3. No vendor selected
4. Approvals not obtained

	Business Process Steps
	1. Enter data into Document Management System (DMS) Request for Information (RFI) template to generate a RFI.
2. Circulate via DMS for comments. 
3. Review and comment; finalized
a. If yes go to step 4
b. If no, go back to step 1
4. Request approval via DMS
5. Review to approve
a. If yes, go to step 6
b. If  no, end process
6. Generate RFI and track responses
7. Schedule Presentations and Notify vendors
8. Host RFI vendor conference
9. Gather requirements
10. Enter data into DMS requirements template to generate a requirements document
11. Circulate via DMS for comments
12. Review and comment
13. Review to finalize 
a. If yes go to step 14
b. If no, go to step 12
14. Request approval for requirements via DMS
15. Review for approval
a. If yes, go to step 16
b. If  no, end process
16. Enter data into DMS Advance Planning Document (APD) decision tree to determine if APD is required
a. If Yes, go to step 17
b. If No, go to step 21
17. Enter data into APD template to generate an APD
18. Circulate via DMS for comments 
19. Review for finalization
a. If finalized go to step 20
b. If not, End Process or  go to step 17
20. Request approval of APD via DMS
a. If approved, go to step 21
b. If  not approved, end process
21. Enter data into DMS RFP/SFP decision tree to determine if RFP/SFP is required
a. If Yes, go to step 22
b. If No, go to step 36
22. Enter data in DMS Develop RFP/SFP template to generate RFP/SFP
23. Circulate via DMS for comments 
a. If finalized, go to step 24
b. If not finalized, go to step 22
24. Request approval (internal section approval) of RFP/SFP via DMS
a. If yes, go to step 25
b. If  no, end process
25. Request internal (state) approval of RFP/SFP via DMS
a. If yes, go to step 26
b. If  no, end process
26. Submit RFP/SFP for federal approvals via DMS
a. If Yes, to Step 27
b. If No, process ends or return to step 22
27. Release RFP/SFP via DMS 
28. Host Bidder’s Conference, track attendees, and provide website for Questions and Answers using DMS
29. Vendors submit question on RFP/SFP via web portal
30. Respond to vendors’ questions via web portal
31. Vendors submit proposals via web portal
32. Manage and track receipt of proposals and apply technical edits
33. Distribute proposal for review and evaluation using DMS to track comments, scores and timeliness
34. Submit Intent to Award to DHH/OS/Contract to obtain approvals via DMS.
35. Generate intent to award letters 
36. Enter data into contract template to generate contract.
37. Negotiate contract: collect additional information required to complete a contract, Assign rates or other form of installment payment.  Update DMS
38. Enter data to generate negotiated contract
39. Send unsigned, updated, negotiated contract for review/denial/approval (BHSF, DHH Contract Review, and DOA/Contract Review).
40. DOA/Office of Contract Review sends result to DHH/OS/Contract
41. DHH/OS/Contract sends result status to DHH/Medicaid and/or other DHH Program Office.
42. Depending on return status, return to appropriate step to remedy defects or request electronic signatures.
43. Return through Contract Review process.
44. Finalize contract in DMS, authorize initiation of services and generate appropriate notices to selected contractor

	Shared Data
	Preferred Offeror’s List  (qualified bidder’s list)
Disqualified Vendor List
Strategic IT Plan

	Predecessor
	Determine Need for Contract

	Successor
	Manage Contractor Process
Close Out Contract Process

	Constraints
	State and federal laws
Court order

	Failures
	The reprocurement/procurement is challenged
Withdrawn 

	Performance Measures
	NONE


	  


[bookmark: _Toc226450268][bookmark: _Toc228596638]Award Contract “To-Be” Business Capability Matrix 
	Business Capability Description
	Level 2

	The state would be able to post requests for information (RFI) or SFP/RFP via a web portal.  Contractors would be able to submit responses to RFI or SFP/RFP via the secure portal.  The state would be able to accept questions on RFI or SFP/RFP through the secure web portal and respond the same way.  

	Timeliness of Process
	Level 2

	Process takes less time than Level 1.

	Data Access and Accuracy
	Level 2

	The Award Contract process would be standardized so that all legal and programmatic requirements would be met.  Clear templates and checklists would support the entry of appropriate data.

	Effort to Perform; Efficiency
	Level 2

	This level will require fewer staff than a level 1.

	Cost Effective
	Level N/A

	

	Accuracy of Process Results
	Level 2

	Accuracy would be improved through the standardized processes and the use of templates with real time edits.  

	Utility of Value to Stakeholders
	Level 2

	Increased ease of procurement, quicker decisions, and more consistency in contracting would benefit all stakeholders.


5. [bookmark: _Toc226450269][bookmark: _Toc228596639]
Manage Contract
The Manage Contract process is the successor to the Award Contract process.  The Manage Contract process will be the vehicle used to determine if a contractor is in compliance with the terms of the contract.  If not in compliance with the contract, payment would be withheld from the contractor.  Upon achieving compliance, the withheld funds would be paid to the contractor.  This process would not be a single point in time process, but a continuing series of reviews or reevaluations to monitor adherence to the contract.  The alert process, either manually set or automatically set, would alert the worker to monitor that specific contract.  The system would have an area for comments on how the contractor was performing and an ability to generate notices or letters warning the contractor of potential financial penalties and a list of deficiencies that must be corrected prior to payments being resumed.  The remediation for the deficiencies would be tracked and once all the activities have been completed satisfactorily, payments could be reinstated.  
[bookmark: _Toc226450270][bookmark: _Toc228596640]Manage Contract “To-Be” Process Model
	Item
	Details

	Description
	The Manage Contract business process receives the contract award information, implements contract-monitoring procedures, updates contract if needed, and continues to monitor the terms of the contract throughout its duration.  

	Trigger Event
	Electronic alert that new contract has been executed
Electronic alert that contract is due for monitoring
Electronic alert that amendment has been requested
Electronic alert that request from Contractor for changes has been received via web portal
Manual alert
Scheduled time to monitor contract

	Result
	Contractor is in compliance with requirements of contracts

	Business Process Steps
	1. Receive alert to monitor contract, go to step 2 Or 1. Monitor the contract for compliance with requirements using documentation in the Documentation Management System (DMS)
2. Review for compliance with terms of contract
a. If Yes, compliance with requirements, go to Step 6
b. If No, go to step 3
3. Generate notice to contractor and alert to contract monitor that payments are being withheld
4. Enter hold on payments 
5. Review and reevaluate compliance
a. If Yes, compliance with requirements, go to Step 6
b. If No, go to step 3
6. Enter authorization for payment of appropriate invoices  
7. Payment is made

	Shared Data
	ISIS

	Predecessor
	Award Contract Process

	Successor
	Manage Contractor Communications
Manage Contractor Information 
Close out Contract

	Constraints
	State and Federal Rules and Regulations 

	Failures
	NONE

	Performance Measures
	1. Amount of changes that have to be made
2. Time frame
3. Monitors contract requirements and implements appropriately


	  


[bookmark: _Toc226450273][bookmark: _Toc228596641]Manage Contract “To-Be” Business Capability Matrix 
	Business Capability Descriptions
	Level 2

	The Manage Contract business process would be utilizing more technology.  The use of templates, decision trees, and workflow drivers would increase standardization and efficiency.  Communicating with contractors through a secure web portal would insure that contractors had access to the same information during the contracting process.  

	Timeliness of Process
	Level 2

	Process takes less time than level 1.  

	Data Access and Accuracy
	Level 2

	The Manage Contract process would be standardized so that all legal and programmatic requirements would be met.  Clear templates would support the entry of appropriate data.

	Effort to Perform; Efficiency
	Level 2

	The Manage Contract process at a Level 2 would require fewer staff than at a Level 1.

	Cost Effective
	Level N/A

	

	Accuracy of Process Results
	Level 2

	The results of the Manage Contract process would be more accurate than at a Level 1.

	Utility of Value to Stakeholders
	Level 2

	Stakeholders would benefit from increasing consistency and ease of communication.



5. [bookmark: _Toc226450274][bookmark: _Toc228596642]
Close Out Contract
The Close Out Contract process would use the Document Management System to communicate internally that a contract should be terminated.  This would also track the communication with the contractor and provide a step-by-step audit trail of the activities.  The contractor could also request an early termination via the secure web portal.  
[bookmark: _Toc226450275][bookmark: _Toc228596643]Close Out Contract “To-Be” Process Model
	Item
	Details

	Description
	The Close-out Contract business process would begin with an alert to terminate a contract or a request from the contractor that they are terminating the contract.  The termination or cancellation of a contract might occur for the following, non-inclusive reasons:
· The need for the service no longer exists
· Funding is not available for continued purchase of the service
· Non-performance of contract terms
· Deficiencies in provision of services required by the contract
· Contractor does not wish to continue the contract
· Loss of licensure
The closeout process would ensure that the obligations of the current contract are fulfilled and the turnover to the new contractor and/or agency is completed according to contractual obligations.

	Trigger Event
	1. Receive instruction to terminate contract 
2. Request from contractor to terminate

	Result
	Termination of contract

	Business Process Steps
	1. Data entered into Document Management System (DMS) that instructs/alerts contract monitor of need to terminate contract OR contractor enters data via secure web portal to terminate contract
a. If not by mutual agreement, enter the reason for termination and go to step 2
b. If mutual agreement, go to step 3 
2. Submit to Director/Legal for decision on termination
3. Director/Legal makes determination on early termination
a. If yes, go to step 4
b. If no, end process
4. Initiate process for termination of contract
5. Enter all data required by decision tree for termination of contract
6. Alerts generated to DHH/OS/Contract, DOA/Office of Contractual Review and contract monitor .  Generate notices to the contractor of the termination of contract.
7. Contract officially terminated

	Shared Data
	None

	Predecessor
	1. Contractor non-compliance
2. DHH dissatisfaction with contractor 
3.   Contractor decision to terminate
4.   Budget Restraints

	Successor
	1. Contractor Grievance and Appeal process 
2. Manage Contractor Information

	Constraints
	State and Federal Rules and Regulations 

	Failures
	Fail to obtain approvals

	Performance Measures
	NONE



[bookmark: _Toc226450278][bookmark: _Toc228596644] Close Out Contract “To-Be” Business Capability Matrix 
	Business Capability Descriptions
	Level 2

	The Close Out Contract business process would be utilizing more technology.  The use of templates, decision trees, and workflow drivers would increase standardization and efficiency.  Communicating with contractors through a secure web portal would insure that contractors had access to the same information during the contracting process.  

	Timeliness of Process
	Level 2

	Process takes less time than level 1.  

	Data Access and Accuracy
	Level 2

	The Close Out Contract process would be standardized so that all legal and programmatic requirements would be met.  Clear templates would support the entry of appropriate data.

	Effort to Perform; Efficiency
	Level 2

	The Close Out Contract process at a Level 2 would require fewer staff than at a Level 1.

	Cost Effective
	Level N/A

	

	Accuracy of Process Results
	Level 2

	The results of the Close Out Contract process would be more accurate than at a Level 1.

	Utility of Value to Stakeholders
	Level 2

	Stakeholders would benefit from increasing consistency and ease of communication.


5. [bookmark: _Toc226450279][bookmark: _Toc228596645]
Manage Contractor Information 
The Manage Contractor Information process would support the management of all contract demographic and status information.  Contractors would use the secure web portal to update their own information.  The state would define what information could be updated directly by contractors and what transaction would be placed in a pending status until approved by the state.  A paper process to request a change in data would still be maintained and would follow the path of changes that need state approval prior to update.  Contractors would be strongly encouraged to use the web process. 
[bookmark: _Toc226450280][bookmark: _Toc228596646]Manage Contractor Information “To-Be” Process Model
	Item
	Details

	Description
	The Manage Contractor Information business process receives a request for addition, deletion, or change to the Contractor Information, validates the change, and applies the change. 

	Trigger Event
	Request to add, delete, change contractor information

	Result
	Modified contractor data

	Business Process Steps
	1. Is request received via web portal?
a. Yes, go to step 3
b. No, go to step 2
2. Enter data into MMIS in pending status
3. Does request meet requirements for auto update?
a. If yes go to step 5
b. If not, go to step 4
4. Validate information to change
a. If validated, go to Step 5
b. If No, return request to submitter for correction or additional information   
5. MMIS is updated and audit trail updated
6. Finalize data in MMIS and audit trail updated

	Shared Data
	None 

	Predecessor
	Vendor reports change

	Successor
	None

	Constraints
	Change requested not in compliance with terms & conditions of contract

	Failures
	Change requested not in compliance with terms & conditions of contract

	Performance Measures
	None



[bookmark: _Toc226450283][bookmark: _Toc228596647]
Manage Contractor Information “To-Be” Business Capability Matrix 
	Business Capability Descriptions
	Level 2

	The Manage Contractor Information would provide a secure web portal for a contractor to enter certain changes without state intervention.  Other defined changes would need to be approved.  Both types of changes would update the audit trail.

	Timeliness of Process
	Level 2

	Responses would be timelier than Level 1.  Requests would be processed within specified timeframes.  

	Data Access and Accuracy
	Level 2

	Data provided would be standardized based on Louisiana rules.  Much data would be directly entered by contractors.

	Effort to Perform; Efficiency
	Level 2

	Much easier for both DHH and contractors.

	Cost Effective
	Level N/A

	

	Accuracy of Process Results
	Level 2

	Validation is consistent.

	Utility of Value to Stakeholders
	Level 2

	A clear audit trail and status of the request would be available.  A copy of all responses would be archived electronically for later retrieval.


5. [bookmark: _Toc226450284][bookmark: _Toc228596648]
Manage Contractor Communication
The Manage Contractor Communication process would be the process used to communicate with individual contractors that have questions about the contracting process, procedures, or general information about Medicaid contracting in Louisiana.  Although the majority of communication would continue to be paper based, the use of the web portal for communicating would be strongly encouraged.
[bookmark: _Toc226450285][bookmark: _Toc228596649]Manage Contractor Communication “To-Be” Business Process Model
	Item
	Details

	Description
	The Manage Contractor Communication business process would receive requests for information, appointments, and assistance from contractor such as inquiries related to changes in Medicaid program policies and procedures, introduction of new programs, changes to existing programs, public health alerts, and contract amendments, etc. via the web portal, email, mail, phone, or fax.  Entries through the web portal would generate an alert to staff.  Requests received through other forms of communication would have to be data entered, but they would follow the same path as the web portal requests.  Communications are researched, developed, and produced for distribution.  Response to questions would be generated and then sent to the requestor via either the web portal or mail. 
NOTE:	Inquiries from prospective and current contractors are handled by the Manage Contractor Communication process by providing assistance and responses to individual entities, i.e., bi-directional communication.  

	Trigger Event
	1. Inquiry from current and prospective contractor
2. State rules and policy changes
3. Contract related changes

	Result
	Contractor receives appropriate assistance, communications and/or information packages 

	Business Process Steps
	1. Receive alert, go to step 3 or  1.Request for information received
2. Enter into Document Management System 
3. Alert is generated to appropriate staff member
4. Research/draft response 
5. Circulate for Comments
a. If finalized, go to step 6
b. If not final, go to step 4
6. Generate contractor communications and information packages
7. Alert for Approval
8. Reviewed for approved
a. If Yes, go to Step 12
b. If No, go to step 9
9. Determine if more research is needed and can be done without more information
a. If Yes, go to Step 4
b. If No, go to step 10
10. Determine if additional information is required
a. If Yes, go to Step 11
b. If  No, end process
11. Request additional information from contractor, go back to step 4
12. Electronic Signature entered
13. Disseminate response

	Shared Data
	1. Contract variables from CFMS (Contractor Financial Management System)
2. ISIS

	Predecessor
	1. Contractor or State identifies need 
2. Public interest in information

	Successor
	None

	Constraints
	State and Federal rules and regulations

	Failures
	None

	Performance Measures
	None



[bookmark: _Toc226450288]
 
[bookmark: _Toc228596650]Manage Contractor Communication “To-Be” Business Capability Matrix 
	Business Capability Descriptions
	Level 2

	At this level, the Manage Contractor Communication process would be primarily conducted via web portal, phone, and some communication via mail, email, and fax.  Communicating via the web portal would be strongly encouraged  

	Timeliness of Process
	Level 2

	Despite some progress, many responses would continue to be labor intensive since the research is manual.

	Data Access and Accuracy
	Level 2

	Contractor communications processes would begin to be centralized and to achieve efficient data access and accuracy through the use of a document management process.

	Effort to Perform; Efficiency
	Level 2

	Despite some progress, many responses continue to be labor intensive since the research is manual.  Consistency would be difficult to achieve with manual processes but some progress would be made.

	Cost Effective
	Level N/A

	

	Accuracy of Process Results
	Level 2

	Accuracy would be improving, but at a very slow rate.  The electronic circulation of documents via the document management process would support more accuracy.

	Utility of Value to Stakeholders
	Level 2

	Beginning to use Websites to provide contractor information, and accept inquiries that can be responded to online or by phone.





5. [bookmark: _Toc226450289][bookmark: _Toc228596651]Support Contractor Grievance and Appeal
Contractors have the right to ask for a hearing on an action or inaction that the Medicaid agency makes.  The Support Contractor Grievance and Appeal process supports that right.  Contractors would be encouraged to enter their grievance or appeal via the secure web portal.  They would also continue to be able to appeal in writing.  Either communication method would result in accessing the same process.  An alert would be generated by the document management process to a designated worker that a grievance or appeal has been requested.  The remaining steps in the process would be significantly manual, but have support of the document management process, workflow alerts, and electronic signatures.
[bookmark: _Toc226450290][bookmark: _Toc228596652]Support Contractor Grievance and Appeal “To-Be” Process Model
	Item
	Details

	Description
	The Support Contractor Grievance and Appeal business process would handle contractor appeals of adverse decisions or communications.  A grievance or appeal would be received by the agency.  The grievance or appeal would be logged and tracked; triaged to appropriate reviewers; researched; additional information may be requested; a hearing may be scheduled and conducted in accordance with legal requirements; and a ruling is made based upon the evidence presented.  Results of the hearings are documented and relevant documents are distributed.  The contractor result will be distributed to contract monitor.  

	Trigger Event
	Contractor wishes to grieve or appeal DHH decisions

	Result
	Appropriate action taken based on disposition

	Business Process Steps
	1. Receive alert, go to step 3 Or 1.  Receive grievance or appeal 
2. Enter into Document Management System (DMS)and Review grievance or appeal (Situational) 
3. Determine if documentation is complete
a. If Yes, documentation is complete, go to Step 5
b. If No, documentation is incomplete, go to Step 4
4. Generate request for additional documentation
5. Generate alert to appropriate personnel for review
6. Draft Response
7. Schedule hearing within required time
8. Generate notices for hearing and send out
9. Conduct hearing within required time
10. Determine disposition
11. Enter hearing results into DMS
12. Notifications sent to designated individuals

	Shared Data
	Information from appellant and/or Witnesses

	Predecessor
	DHH Action/inaction 

	Successor
	NONE

	Constraints
	State and Federal Rules and Regulations

	Failures
	Timeframes not met

	Performance Measures
	NONE


	  


[bookmark: _Toc226450293][bookmark: _Toc228596653]Support Contractor Grievance and Appeal “To-Be” Business Capability Matrix
	Business Capability Descriptions
	Level 2

	Contractors could still submit requests for grievances or appeals via paper, but the use of the secure web portal is strongly encouraged.  An internal automated process would support the generation of documentation, provides status and alerts.  

	Timeliness of Process
	Level 2

	These changes improve process timeliness, document management, and supports business activity monitoring of performance measures, which in turn may provide data needed for process improvements

	Data Access and Accuracy
	Level 2

	Agencies begin to centralize or standardize the administration of this process to achieve efficient data access and accuracy, thereby increasing coordination and improving consistency by which rules are applied and appeals disposed.

	Effort to Perform; Efficiency
	Level 2

	These changes improve process timeliness, document management, and supports business activity

	Cost Effective
	Level N/A

	

	Accuracy of Process Results
	Level 2

	Agencies begin to centralize or standardize the administration of this process to achieve efficient data access and accuracy, thereby increasing coordination and improving consistency by which rules are applied and appeals disposed.

	Utility of Value to Stakeholders
	Level 2

	Communications are more consistent.  Contractors have limited access to program rules to discern whether their grievances or appeals have merit.  Initial review and information gathering must be conducted by phone or in person.



5. [bookmark: _Toc226450294][bookmark: _Toc228596654]
Inquire Contractor Information   
The Inquire Contractor Information business process is responsible for receiving requests for information relative to a specific contractor.  Responses would be automated as much as possible.  For example, a request to know the address of a contractor would be automated, since the answer to the question would always reside in the same location on the contractor record.  
[bookmark: _Toc226450295][bookmark: _Toc228596655]Inquire Contractor Information “To-Be” Process Model
	Item
	Details

	Description
	The Inquire Contractor Information business process receives requests for contract verification from authorized providers, programs, business associates or general public; performs the inquiry; and prepares the response data via email, web, phone, mail process.

	Trigger Event
	Alert that a request for Information has been received via web, phone or mail request

	Result
	Response Provided

	Business Process Steps
	1. Receive alert a request for information has been entered via web, go to step 3 OR 1. Receive request via mail, phone or in person
2. Enter request into DMS
3. Alert to Legal for decision
4. Obtain decision from Legal
a. If Yes, go to Step 5
b. If No, process ends
5. Alert to Medicaid contracts
6. Alert to contract monitor
7. Research completed
8. Draft response
9. Alert to Medicaid contracts for Approval
a. If Yes, go to Step 10
b. If No, process ends
10. Alert to contract monitor with cost 
11. Notify requestor of cost
12. System tracks payment status and generates alerts when payment made
13. Documents sent to requestor after paid alert received

	Shared Data
	NONE

	Predecessor
	Public interest in information

	Successor
	NONE

	Constraints
	Comply with HIPAA, proprietary and legal requirements

	Failures
	Non-payment of copy fee

	Performance Measures
	NONE


	  


[bookmark: _Toc226450298][bookmark: _Toc228596656]Inquire Contractor Information “To-Be” Business Capability Matrix
	Business Capability Descriptions
	Level 2

	At this level, Inquire Contractor Information business process is a mixture of manual and automated processes.  The agency is moving toward more automation to increase accuracy, timeliness, and accessibility.

	Timeliness of Process
	Level 2

	Improved from level 1.  

	Data Access and Accuracy
	Level 2

	Access and accuracy are increased through the implementation of automated tools.

	Effort to Perform; Efficiency
	Level 2

	Fewer staff are required to perform this task because of the efficiency improvement achieved through the use of more automation.  

	Cost Effective
	Level N/A

	Cost savings are being achieved through automation, improved accuracy, and accessibility.

	Accuracy of Process Results
	Level 2

	Automation provides increased accuracy.

	Utility of Value to Stakeholders
	Level 2

	A more responsive and accurate response is provided.



[bookmark: _Toc228596657]
Operations Management Overview 
The Operations Management business area is the core of the claims processing function addressed by the MMIS area.  It includes 26 business functions that support the payment of providers (including PACE), other agencies, insurers, and Medicare premiums and support the receipt of payments from other insurers, providers, and member.  This area starts with the claim being submitted for payment, validating requests for payment, and determining payable amount.  Also, within the process, responding to premium payment schedules and identifying and pursuing recoveries, recoupment, and drug rebates are accomplished.  The result of this process is financial reporting, remittance advice reports, and a history of claims that can be stored for other processes. 
[bookmark: _Toc228596658]Business Process Improvements Identified During JADs   
	LA MITA Vision
	Global Improvements from “To Be” JAD Sessions

	Go Green:  Paperless Business Processes
	· Allow electronic applications and electronic signatures
· Allow imaged or scanned documents to be accessible online and eliminate passing of paper between offices/staff
· Support real-time prior authorizations

	User Friendly
	· Automation that allows staff to work in a more efficient and effective manner 
· Easier public access to information with appropriate safeguards
· Real-time updates & access to information across systems/agencies
· More visual support (for example, populate fields with words rather than codes)
· Provide single sign-on
· Support automated generation of letters and notices (allow for free-form text to be added)
· All “code fields” populated with English text 


	Web-Technology
	· Expanded web portals supporting more efficient provider and beneficiary services
· Electronic forms of communication 
· Web based systems and/or presentations of data 
· Direct entry of data by clients, providers, and other stake holders (with appropriate security access)
· Provide scan and attach capabilities for attachments
· Support use of electronic signatures (Incoming and Outgoing)

	Transparency
	· Efficient searches across all programs
· Sharing of data across systems (for example, real-time inquiry of data in other systems)
· Maintenance of data by only one system but used by all
· Have all current data in the decision support system (10 years worth) converted into new warehouse
· Eliminate redundant entry of data (no data to be entered twice)
· Maintain one  electronic record (e.g., case file) that can be viewed and/or updated by persons with appropriate security

	Enhance and Support Current and Future Systems
	· Reduce prior authorization turnaround time, improve quality of medical review, electronic submission with field edits, accommodate electronic attachments and automate as much as possible; warnings on recipients about to reach service level limits
· Collection and storage of encounter data 
· Provide the ability to support COTS applications

	Access to Data
	· Improve searches and shorten time to research and retrieve accurate data
· Support role-based authentication and access to functions/panels
· Maintain automated history of letters and notices generated including text and free-form text

	Improved Oversight / Reporting
	· Accurate and historical contact information
· Links to licensure/certification information
· Maintaining provider common ownership information
· Maintain audit trail of changes made, person making the change, and when changes made
· Monitor system activity and act on security incidents
· Support improved analysis for decision-making
· Maintain history of data (No enforced timeline for deletion of history)

	Metrics
	· Produce program data necessary to satisfy Federal Medicaid reporting requirements, monitor utilization, and assess quality of care provided to participants
· Support generation of ad hoc reports by users
· Support timed generation of standard reports by system (support both electronic and paper formats)

	Other
	· Support outcome driven measures
· Increased monitoring to ensure standard of care across Louisiana by similar providers / services 
· Support both manual and automated workflows
· Support real-time online claims processing
· Provide electronic tracking of required actions and generate alerts/notifications to users
· Support automated processing of records without user interaction to extent possible
· Provide new technologies such as swipe cards
· Use of Optical Character Recognition (OCR) for scanning in paper documents
· Better crosswalks for documents to understand cryptic HIPAA codes
· Allow for dynamic changes in Edits and Audits of claims throughout the system
· Support and promote electronic payments to and from DHH
· Provide interfaces to different insurance companies which help resolve third party liability (TPL) 



[bookmark: _Toc228596659]
Authorize Referral   
The Authorize Referral business process has two functions; the first is for a pre-approval of a referral.  Community CARE Primary Care Provider (PCP) is the initiator of the referral authorization for all non-exempt, non-emergency services.  The second is for a post-approval of a referral between providers for payment after care is rendered in the ER.  In both types of referrals, there would be use of a provider portal to electronically communicate between specialty providers or hospitals straight back to the Primary Care Provider (PCP).  Health Information can be downloaded to these portals from the Hospital or Specialty provider in order for the PCP to decide if the referral was justified.  The use of Electronic Medical Records (EMR) can be transmitted and analyzed by the PCP.  After the PCP has decided on the outcome of the referral, a claim can be submitted on-line to DHH.
[bookmark: _Toc228596660]Authorize Referral “To-Be” Process Model
	
	Item
	Details

	Description
	The Authorize Referral business process is used when referrals between providers must be approved for payment.  The CommunityCARE Primary Care Provider (PCP) is the initiator of the referral authorization for all non-exempt, non-emergency services.
The Post-Authorize Referral business process is used when referrals between providers must be approved for payment after care is rendered in the ER.  The CommunityCARE Primary Care Provider (PCP) receives requests for post-authorization of services provided to enrollees in the hospital emergency room (ER).

	Trigger Event
	1. (Pre) Enrollee schedules office visit with PCP for medical evaluation/treatment and PCP determines further specialty care is medically indicated.
2. (Pre) Enrollee attempts to schedule appointment/presents for office visit with a specialty care provider and requests a referral from the PCP.
3. (Post) Enrollee request treatment for a medical condition in the Emergency Room (ER)

	Result
	Pre-Authorization
1. PCP issues on-line referral authorization to specialty care provider.
2. PCP does not issue on-line referral authorization to specialty care provider.
Post Authorization
1. PCP approves ER post-authorization request and hospital provider generates claim using unique referral authorization number and forwards via portal for payment...
2. PCP denies request and hospital provider may generate a bill for services rendered and forwards to the enrollee for payment

	Business Process Steps
	Pre-Authorization
1. PCP decides if there is a enough information to determine whether a referral is needed
a. If Yes, proceed to Step 2
b. If No, PCP gathers more information.  Proceed to Step 1
2. PCP decides if a referral is needed
a. If Yes, proceed to Step 3
b. If No, Continue care with PCP.  End Process
3. Member schedules appointment with specialty care provider
4. Specialty care provider renders service
5. Specialty care provider goes on-line and uploads medical treatment information and attachments to the PCP portal
6. Specialty care provider goes on-line to generate claim for payment using a unique identifying PA number the system has generated
7. PCP logs on to portal and downloads the referral authorization and treatment information.  Downloads enrollee EMR (if applicable).

	
	
Post-Authorization
1. ER staff performs a medical screening exam (MSE) to determine whether an emergency medical condition exists
a. If Yes, go to Step 2
b. If No, go to Step 3
2. Hospital provider renders service and bills Medicaid, End Process
3. Advise the member that they may receive a bill if they receive non-emergency/routine care in the ER.  Ask whether the member chooses to be referred back to the PCP for follow-up and evaluation
a. If Yes, go to Step 4
b. If No, go to Step 5
4. Refer member back to the PCP for follow-up and evaluation, End Process
5. ER renders the non-emergent/routine care and notes in the member’s chart that he/she was advised that he/she might receive a bill because the services rendered were non-emergent/routine.    
6. Hospital provider  logs on to portal to uploads documentation to PCP electronically and forwards valid request for post-authorization
7. MMIS electronically alerts PCP that a post authorization is waiting
8. PCP logs on and reviews the presenting symptoms and determines whether or not the enrollee’s presenting symptoms meet the “Prudent Layperson Standard” of an emergency medical condition
9. PCP responds on-line within 10 days of receipt of post authorization
a. If Yes, go to Step11
b. If No, go to Step 10
10. MMIS alerts PCP it has post authorizations still in process
11. PCP logs on to portal and determines if they need additional information from hospital provider
a. If Yes, go to Step 12
b. If No go to Step 13
12. PCP emails request to Hospital for additional documentation of presenting symptoms.  Upon receipt of additional information go to Step 13
13. PCP Validates Post-Authorization Request on-line through portal
a.  If Yes, go to Step 15
b. If No, go to Step 14
14. Hospital provider may generate bill for services rendered and forward to Member for payment.  End Process 
15. Hospital provider logs on to portal and generates claim using unique referral authorization number and submits to Fiscal Intermediary for payment


	Shared Data
	Medical documentation

	Predecessor
	Enrollee has a medical condition and seeks evaluation / treatment

	Successor
	Authorize Service

	Constraints
	None.

	Failures
	Enrollee withdraws request

	Performance Measures
	None


  


[bookmark: _Toc228596661]Authorize Referral “To-Be” Business Capability Matrix 
	Business Capability Descriptions
	Level 3

	At this level, the Authorize Referral process transaction receives only EDI transactions via electronic means that support even small, rural, and waiver providers.  Web portals support error free submissions with data field masks, client-side edits, and pre-populated fields.  Standardized data enable tracking of over-utilization of similar services that are coded differently for prospective program integrity and tracking contraindication of services provided for medical appropriateness.

	Timeliness of Process
	Level 3

	Time is greatly improved due to electronic approvals and reviews verses the mail.  The appointments are scheduled on-line and the health records are on-line.  

	Data Access and Accuracy
	Level 3

	Access and accuracy is improved through the ease of access to data through the portals.  Referrals can be accurately entered through the portal and sent to the designated receiver.  Health records are electronic and standardized

	Effort to Perform; Efficiency
	Level 3

	Effort is decreased due to the elimination of mailing information.  Health records are electronic and standardized. 

	Cost Effective
	Level 3

	Postage is saved due to electronic communication.  Staff is not needed for mailing and processing of postage.

	Accuracy of Process Results
	Level 3

	Benefits of results are shown through the accuracy of information and the speed of referral approval.  Member will be satisfied due to accurate information between the specialty provider or Hospital and the PCP.

	Utility of Value to Stakeholders
	Level 3

	Provider will be able to diagnose and manage health better due to accuracy and efficiency of health information.  Speed of information between providers will increase, which will create tighter and more efficient networks. 
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[bookmark: _Toc228596662]Authorize Service   
The Authorize Service business process includes prior-authorizations (PA) for specific types and numbers of visits, surgeries, tests, drugs, durable medical equipment, dental services and institutional days of stay.  The use of paper PA’s are shown in this “To-Be” model because as to date, the requirement of electronic PA’s have not been standardized or required by CMS and not implemented by DHH.  The model does show MMIS will accept the current version of the 278 transaction (EDI version of a PA) but it is not yet required.  If a paper PA does come to DHH/FI, it will be scanned, digitized, and verified by the system.  The system will then assign a number to it and will run algorithms that will suggest the approval or disapproval of the PA.  The approver will log on to MMIS and be the ultimate approver of the PA.  The system will then notify the provider of the results.
[bookmark: _Toc228596663]Authorize Service “To-Be” Process Model
	
	Item
	Details

	Description
	The Authorize Service business process encompasses the business process to include referrals for specific types and numbers of visits, surgeries, tests, drugs, durable medical equipment, dental services and institutional days of stay.  It is primarily used in a fee-for-service setting.

	Trigger Event
	1. A service authorization request is received
2. Receipt of referral

	Result
	1. Services authorized or not authorized 

	Business Process Steps
	1. Determine if Prior-Authorization (PA) is paper?
a. If Yes, Proceed to Step 2
b. If no, Proceed to Step 5
2. Scan PA into system using Optical Recognition software
3. System checks to see if anything is missing/incorrect from the PA
a. If Yes either missing or incorrect, Proceed to Step 4
b. If No, Proceed to Step 8
4. System emails or sends denial letter to provider & recipient.  End Process 
5. MMIS determines if this an EDI transaction
a. If, Yes, Proceed to Step 6
b. If No, Proceed to Step 7
6. System identifies PA and updates.  Proceed to Step 8
7. Provider logs on to Provider portal and creates a Prior-Authorization (PA) Type.  On-line edits will ensure correct entry. 
8. System assigns PA number
9. System sets status of PA
10. DHH/PA personnel logs on to portal and receives PA requests in sorted order.
11. System runs through professional reviews algorithms.
12. Approve PA referral on-line?
a. If Yes, Proceed to Step 14
b. If No, Proceed to step 13
13. A denial notice is automatically sent to the provider and recipient.  This will be sent electronically through a message on the portal or by paper.  End Process
14. System price item(s) (if applicable). 
15. Approval notice is automatically sent to the provider and recipient.  This will be electronically through a message on the portal or by paper.

	Shared Data
	1. Correspondence Data
2. Prescription
3. Medical Documentation

	Predecessor
	1. Member has medical need that requires the service to be authorized
2. Prescription
3. Denied Claim

	Successor
	1. Audit Claim/Encounter process
2. Member Grievance and Appeal Process

	Constraints
	PA requests have a contracted turn-around limit by the PA contractor or FI

	Failures
	None

	Performance Measures
	Number of post authorizations per member; per PCP



  

[bookmark: _Toc228596664]Authorize Service “To-Be” Business Capability Matrix 
	Business Capability Descriptions
	Level 3

	The Agency receives EDI transactions via electronic means that support even small, rural, and waiver providers.  Web portals support error free submissions with data field masks, client-side edits, and pre-populated fields, thereby eliminating the need for these submissions to go through manual validation.  The Authorize Service process is completely automated and only rare exceptions must be manually reviewed.  Optimizing automation improves error rates and timeliness, thereby enabling support of real-time processing.  Authorize Service processing is highly flexible so that rule changes can be made quickly and inexpensively in response to need for new or different rules.  .

	Timeliness of Process
	Level 3

	Time is greatly improved due to electronic PA approvals on a portal and reviews verses the mail.  The approval process is automated and decisions are made systematically and with consistency.  

	Data Access and Accuracy
	Level 3

	Access and accuracy is improved through the ease of access to data through the portals.  The approval process is automated and decisions are made systematically and with consistency.  

	Effort to Perform; Efficiency
	Level 3

	Effort is decreased due to the elimination of mailing information.  

	Cost Effective
	Level 3

	Postage is saved due to electronic communication.  Staff is not needed for mailing and processing of postage.  

	Accuracy of Process Results
	Level 3

	Benefits of results are shown through the accuracy of information and the speed of PA approval.  Member will be satisfied due to accurate information between the specialty provider or Hospital and the PCP.

	Utility of Value to Stakeholders
	Level 3

	Provider will be able to diagnose and manage health better due to accuracy and efficiency of health information.  Speed of information between providers will increase, which will create tighter and more efficient networks.



[bookmark: _Toc228596665]Authorize Treatment Plan   
The Authorize Treatment Plan business process is primarily used in two care management settings (HCBS and Home Health) where the care management team assesses the client’s needs, decides on a course of treatment, and completes the treatment plan.  A treatment plan prior-authorizes the named providers and services.  The MMIS will receive the plan electronically through a portal and will determine which of the two processes it will run through, but web-portals for access will be the same.  If it is a HCBS treatment plan, the system will electronically send the plan to the appropriate regional office and on-line decisions will be made on the approval of the plan.  Documentation can be uploaded and downloaded between all parties through the portal in support of these decisions.  If it is not a HCBS plan, a contracted medical team (maybe the FI) will log onto the systems and use the portal to make decisions on the approval of the plan.  For both plan types, the decisions made about the plan are electronically saved and MMIS eligibility updated.  Emails of the decisions and the plan itself will be sent to the recipient and provider.
[bookmark: _Toc228596666]Authorize Treatment Plan “To-Be” Process Model
	Item
	Details

	Description
	The Authorize Treatment Plan is primarily used in care management settings (HCBS) where the care management team assesses the client’s needs, decides on a course of treatment, and completes the Treatment Plan.  A Treatment Plan prior-authorizes the named providers and services.  The individual providers are pre-approved for the service and do not have to submit their own Service Request.  A treatment plan typically covers many services and spans a length of time.  A service request is more limited and focuses on specific visits, services, or products.

Home Health Care
Under Home Health Care, services are provided in the home under the order of a  physician that are necessary for the diagnosis and treatment of the patient’s illness or injury, including:  skilled nursing, physical therapy, speech-language therapy, occupational therapy, home health aide services or medical supplies , equipment and appliances suitable for use in the home (with approved Prior Authorizations).

	Trigger Event
	System receives Treatment Plan electronically

	Result
	Decision made for authorization/denial of Treatment Plan

	Business Process Steps
	1. System determines if it is a HCBS Treatment Plan.
a. If No, proceed to step 2
b. If Yes, proceed to Step 5
2. Medical staff logs on-line to the provider portal and selects  approves/denies plan based on medical necessity
3. Electronic communications between recipients providers and Plan personnel to determine the validity of the plan and the how to make it work for the client
4. Information from portal is sent to FI and providers for authorization of payments.  End Process

5. On-line communication occurs between Regional office and contractor/support coordinators until decision made. 
6. DHH logs on to portal and selects which treatment plans are approved
a. If approved, proceed to Step 10
b. If No, proceed to Step 7
7. System removes name from Registry or Waiver
8. Automatically email or send a letter to recipient of decision/status
9. Automatically update Medicaid Eligibility records.  Process ends.
10. All supporting documentation for decision is saved on-line through portal.
11. System updates Medicaid Eligibility 
12. Automatically email or send a letter to recipient and provider of decision/status 
13. System is set to authorize plan claims for payment.

	Shared Data
	Medical documentation

	Predecessor
	Establish the Care Management case

	Successor
	1. Manage the case
2. Recipient service delivery
3. Manage Provider communication (after Plan is approved)
4. Manage Member information
5. Appeal Plan decision
6. Payment of services

	Constraints
	State and federal rules and regulations

	Failures
	None

	Performance Measures
	None


  


[bookmark: _Toc228596667]Authorize Treatment Plan “To-Be” Business Capability Matrix 
	Business Capability Descriptions
	Level 2

	This process only receives EDI transactions via electronic means that support even small, rural, and waiver providers.  Web portals support error free submissions with data field masks, client-side edits, and pre-populated fields.  Standardized data enable tracking of over-utilization of similar services that are coded differently for prospective program integrity and tracking contraindication of services provided for medical appropriateness.

	Timeliness of Process
	Level 2

	Timeliness is greatly improved due to electronic submittal, consistent entry, and speed data to and from approvers.

	Data Access and Accuracy
	Level 2

	Access and accuracy is improved through the ease of access to data through the portals.  The approval process is automated and decisions are made systematically and with consistency; elimination of multiple contractors and multiple systems.

	Effort to Perform; Efficiency
	Level 2

	Effort is decreased due to the elimination of contractors for different programs.  Treatment plans will be corrected on-line and will be standardized.  

	Cost Effective
	Level 2

	Elimination of multiple contractors.

	Accuracy of Process Results
	Level 2

	The approval process is automated and decisions are made systematically and with consistency; elimination of multiple contractors and multiple systems.

	Utility of Value to Stakeholders
	Level 2

	Access to data is greatly improved.




[bookmark: _Toc228596668]Apply Claim Attachment   
This business process is used if a claim requires supporting documentation in the form of attachments, such as TPL EOB information.  Formally, the claim must be filed with the Fiscal Intermediary (FI) as a paper document, but with the new process the claim can be filed by any method (on-line, EDI, or paper) and the attachment will then marry up to the claim electronically through MMIS.  Since electronic attachments will be married to the claim automatically through the system, this process allows on-line and paper attachments that are sent to the FI.  The paper attachment is scanned, digitized, and then verified by MMIS as being correct.  If it is correct, the system will try to find the claim electronically.  If a match cannot be made, a manual intervention is completed online with digital images of the claim and the attachment.  All rejected attachments are sent back to the provider electronically for clarification.
[bookmark: _Toc228596669]Apply Claim Attachment “To-Be” Process Model
	Item
	Details

	Description
	The Apply Claim Attachment business process is used if a claim requires supporting documentation  in the form of attachments, such as TPL EOB information, This attachment can be done on-line or sent in by paper and scanned.  The system will know how to marry up the claim to the attachment so it is not required by the provider to send both in by paper.

	Trigger Event
	Provider submits claim that requires an attachment

	Result
	The claim and attachment is digitized, married up and resides in MMIS 

	Business Process Steps
	1. Provider decides way of delivering attachment
a. If On-line through portal, proceed to step 2
b. If paper, proceed to step 3
2. Provider uploads attachment through portal, proceed to Step 5
3. FI receives paper attachments, proceed to step 4 
4. Attachments are scanned, digitized using Optical Recognition software, and stored in MMIS.
5. System validates completeness and correctness of the attachment using defined business rules
a. If yes complete and correct, Proceed to Step 7
b. If No, Proceed to step 6
6. System creates a report and sends a copy of attachment back to provider explaining the corrections through portal.  End Process
7. System marries up attachment to claim electronically using defined business rules
a. If no match, proceed to step 8
b. If system matches, proceed to step 10
8. Claim and attachment images are reviewed on-line by claims personnel to marry attachment with a possible claim. 
a. If match is made, proceed to Step 10
b. If No match found, Proceed to Step 9
9. Claims personnel denies attachment on-line, system creates a report and sends a copy of attachment back to provider explaining the corrections and errors.  End Process
10. System updates appropriate files for access to utilization
11. Release claim in system and resume Claims Processing

	Shared Data
	None

	Predecessor
	Services received by Member

	Successor
	Claims processing

	Constraints
	State and Federal Rules and Regulations

	Failures
	None

	Performance Measures
	None




[bookmark: _Toc228596670]Apply Claim Attachment “To-Be” Business Capability Matrix 
	Business Capability Descriptions
	Level 2

	DHH receives a mix of paper and electronic attachments.  Electronic attachments are automatically matched to corresponding claim.  Electronic attachments meet HIPAA standards with DHH-specific Implementation Guide instructions.  Some manual processing is still required.

	Timeliness of Process
	Level 2

	Electronic and scanned attachments shorten time required to match with claim and edit.

	Data Access and Accuracy
	Level 2

	Electronic and scanned attachments increase accuracy.

	Effort to Perform; Efficiency
	Level 2

	Electronic attachments reduce staff requirements.  More managed care enrollment means fewer claims/attachments.

	Cost Effective
	Level N/A

	

	Accuracy of Process Results
	Level 2

	Accuracy is improved.

	Utility of Value to Stakeholders
	Level N/A

	




[bookmark: _Toc228596671]Apply Mass Adjustment   
This mass adjustment business process includes identifying the claims by claim/bill type or HCPCS, CPT, Revenue Code(s), or member ID that were paid incorrectly during a specified date range, applying a predetermined set or sets of parameters that will reverse the paid claims and repay correctly.  This process will now be automated and controlled specifically on-line.  The user will now log-on to the MMIS portal where it controls Mass Adjustments.  The user will select a grouping of claims on-line based on defined or predefined set of criteria.  When selected, MMIS will process the mass adjustment in a temporary state at which the user can verify the results on-line.  If validated, the changes from the adjustment will then be made permanent and electronic notifications to the providers will be made through the portal.
[bookmark: _Toc228596672]Apply Mass Adjustment “To-Be” Process Model
	Item
	 

	Description
	Apply Mass Adjustments to claims history owing to State-specific budget and/or corrective and/or audit events.

	Trigger Event
	State-directed criteria decides to apply mass adjustments to prior-adjudicated claims

	Result
	1. Provider is issued an EFT/check during claims processing in which the adjustment records are processed.
2. Amount reconciled during the weekly claims processing cycle if the usual provider payments exceed the recoupment.  Otherwise, a negative balance is established for the provider and the monies are recouped in future claim payment cycles.
3. Adjustment of 1099 amounts on provider records.

	Business Process Steps
	1. Log on to on-line claim adjustment screen in MMIS.
2. Find claim adjustment criteria needed
a. If Criteria found, proceed to Step 3
b. If Criteria not found, proceed to Step 4
3. Select criteria and confirm, Proceed to Step 5
4. Input claim adjustment criteria: services, providers, recipients, dates; depending on the nature of the mass adjustment (corrective action, budget action, or audit action),Save criteria on the on-line system.
5. System extracts claims,
6. System adjusts claims according to rules defined
7. System creates a temporary “what If” on-line control report to ensure correctness before adjustment is declared permanent.  
8. Determine if primary user satisfied with the results of the Mass Adjustment?
a. If Yes,  Proceed to Step 9
b. If No, Proceed to Step 2
c. If finished, End Process
9. System executes mass adjustment and creates on-line control reports to ensure correctness of the adjustments
10. System notifies through portal or email all providers that had their claims adjusted 

	Shared Data
	None

	Predecessor
	1. Posting on LMMIS Claims History of claim adjustment records
2. Legislative and departmental initiatives or directives

	Successor
	1. Continue with claims processing
2. Reports generated

	Constraints
	State and Federal  Rules and Regulations

	Failures
	Funding runs out and Mass adjustment stops

	Performance Measures
	None




[bookmark: _Toc228596673]Apply Mass Adjustment “To-Be” Business Capability Matrix 
	Business Capability Descriptions
	Level 2

	Improvements throughout the Medicaid program operations reduce the number of mass adjustments required.  Identification of claims to be adjusted and application of the adjustment are automated with audit trail.  Adjustment data is specific to the agency.

	Timeliness of Process
	Level 2

	Time greatly improved by system selecting and processing mass adjustment.  There is no programming required.

	Data Access and Accuracy
	Level 2

	System selects data in a consistent manor.

	Effort to Perform; Efficiency
	Level 2

	Time greatly improved by system selecting and processing mass adjustment.  There is no programming required.

	Cost Effective
	Level 2

	No need for programming staff time.

	Accuracy of Process Results
	Level 2

	Accuracy greatly improved by system selecting and processing mass adjustment.  There is no programming required.

	Utility of Value to Stakeholders
	Level N/A

	




[bookmark: _Toc228596674]Edit/Audit Claim-Encounter   
The Edit/Audit business process combines both the edit process and the Audit process from the previous "As-Is" processes.  Since an edit or audit can happen anywhere in the adjudication cycle in the To-Be model, the timing of a daily or weekly job is insignificant.  All edits will be shown in this process and they could happen dynamically throughout the system.  On-line claims will be edited as the claim is entered into the system using specific front-end edits, making sure that the claim is entered correctly.  Claims can be adjudicated at any point once they enter the system.  If a claim is suspended, it will be written to a file for later processing.
[bookmark: _Toc228596675]Edit/Audit Claim-Encounter “To-Be” Process Model
	Item
	Details

	Description
	The Edit/Audit Claim/Encounter business process combines both the edit process and the Audit process from the previous “As-Is” processes.  Since an edit or audit can happen anywhere in the adjudication cycle in the “To-Be” model, the timing of a daily or weekly job is insignificant.

The Edit/Audit Claim/Encounter business process receives a validated original or adjustment claim from on-line, EDI or paper and checks Payment History Repository for duplicate processed claims/encounters and life time limits; verifies that services requiring authorization have approval, clinical appropriateness, and payment integrity.

	Trigger Event
	1. Claim file is entered on-line 
2. Claims are received via EDI 
3. Claims are scanned for the weekly run.

	Result
	1. Successfully edited claim/encounter claim
2. Rejected claim/encounter data set
3. Resolved suspended claim/encounter data set

	Business Process Steps

	The Override process can bypass any edit or audit in this workflow. Not all steps in edit process may be processed for every claim.
1. Determine if this is an On-Line Claim?
a. If Yes, process edits in steps 2 – 10 dynamically on the screen until claim entry is valid.  Proceed to Step 11
b. If No, Proceed to step 2
2. Determine if this is an EDI claim?
a. If Yes, process EDI edits and proceed to step  4 
b. If No, Proceed to step 3
3. Receive Claim 
4. Determine status as initial or adjustment to a processed claim/encounter
a. If Yes initial, Process initial claims edits as defined in the system and global edits.  Proceed to Step 5
b. If No adjustment, Process adjustment claims edits as defined in the system global edits.  Proceed to Step 5
5. Check for duplicate submission that is already in the adjudication process but not yet completed and loaded into payment history
a. If Yes duplicate, Set duplicate edits.  Proceed to step 6
b. If No, proceed to Step 6
6. Check whether the claim/encounter submission is beyond filing deadlines based on service dates
a. If Yes beyond deadline, Set Filing deadline edits.  Proceed to Step 7
b. If No deadline not met, proceed to Step 7
7. Validate that provider information in edited fields, e.g., provider taxonomy, NPI, enrollment status, is correct and approved to bill for this service
a. If Yes correct and approved, proceed to Step 8
b. If Not valid, Set provider edits.  Proceed to Step 8
8. Validate that member information in edited fields, e.g., Member’s eligibility status on the date of service is correct
a. If Yes, proceed to Step 9
b. If Not valid, Set member edits.  Proceed to Step 9
9. Apply Third party resources to the claim/encounter
10. Validate that service is covered by member’s benefit package 
a. If Yes, proceed to Step 11
b. If Not valid, Set member benefit edits.  Proceed to Step 11
11. Apply appropriate rules
12. Validate appropriateness of service codes including correct code set versions, and correct association of services with diagnosis and member demographic and health status
a. If Yes valid, proceed to Step 13
b. If Not valid, Set service code edits.  Proceed to Step 13
13. Determine if Payment History Repository for services, costs, and units is within the lifetime limits
a. If Yes within valid lifetime limits, proceed to Step 14
b. If No, Set Edit flags.  Proceed to Step 14
14. Validate Authorized Service (prior authorization) Number to ensure available units; validate relation to claim and appropriateness of service
a. If Yes, proceed to Step 15
b. If No, Set Edit flags.  Proceed to Step 15
15. Check Clinical Appropriateness of the services provided based on clinical, case and disease management protocols
a. If Yes appropriate, proceed to Step 16
b. If No, Set Edit flags.  Proceed to Step 16
16. Check for Payment Integrity of the services provided based on clinical, case and disease management protocols
a. If Yes correct, proceed to Step 17
b. If No, Set Edit flags.  Proceed to Step 17
17. Determine if claim should be suspended, rejected or neither based on the edits that were set
a. If Yes should be suspended, Move claim information to suspend file.  Process ends
b. If Yes should be rejected, Move claim information to reject file.  Process ends
c. If Valid, Go to Step 18
18. Continue with claims processing to price the claim

	Shared Data
	None

	Predecessor
	 Services rendered and claims submitted


	Successor
	1. Claims processing continues with the Price Claim/Value Encounter process
2. Reports are generated

	Constraints
	None

	Failures
	None

	Performance Measures
	Time to complete Audit process: e.g., Real Time response within .05 seconds, Batch Response = within 24 hours


  



[bookmark: _Toc228596676]Edit/Audit Claim-Encounter “To-Be” Business Capability Matrix 
	Business Capability Descriptions
	Level 2

	The agency continues to accept paper claims, but most providers submit claims via Web portals, email, dialup,
POS, and EDI.  Electronic transactions meet HIPAA data standards.  Payer Implementation Guides impose additional payer specific rules.  Translators convert national data standards to state specific data to support business processes.

	Timeliness of Process
	Level 2

	Electronic claim processing and POS adjudication greatly increase timeliness. Combines audits and edits together into universal business process.

	Data Access and Accuracy
	Level 2

	All programs, even those not covered under HIPAA, use semantically interoperable data in the edit process.

	Effort to Perform; Efficiency
	Level 2

	Edits are table driven.

	Cost Effective
	Level 2

	No need for hard edit programming, thus less programming staff.

	Accuracy of Process Results
	Level 2

	Table driven edits that will remain consistent and easy to understand.  Not separate function for Audits or Edits.

	Utility of Value to Stakeholders
	Level 2

	Payment of claims is more efficient, faster and correct.




[bookmark: _Toc228596677]Price Claim – Value Encounter  
The Price Claim – Value Encounter business process begins with receiving a claim from the Edit  Process, applying pricing algorithms, decrements service review authorizations, calculates and applies member contributions, and provider advances, deducts liens and recoupments.  This process also addresses the retroactive reimbursement claims in setting up business rules on-line in order to properly address reimbursement.  If there is new pricing data, the user can go on-line to MMIS, import the new prices, and run a temporary pricing run on a selected group of claims.  When the prices are correct, the user can permanently implement those prices on-line
[bookmark: _Toc228596678]Price Claim – Value Encounter “To-Be” Process Model
		Item
	Details

	Description
	The Price Claim – Value Encounter business process includes Edit and Price provider-submitted claims for services rendered to Louisiana Medicaid recipients based on Louisiana Medicaid claim processing policies and rules.  This process includes retroactive reimbursement set-up and monitoring.  All new prices can be entered on-line through the portal.

	Trigger Event
	Receipt of a claim from Medicaid provider or authorized submitter (on behalf of provider)

	Result
	Edited and priced claim record

	Business Process Steps

	1. Determine if new Retroactive Reimbursement process
a. If Yes, proceed to Step 2
b. If No, proceed to Step 5
2. Log on to retroactive Reimbursement Screen in MMIS
3. Input business rules for claims and members which need to be retroactively reimbursed
4. Schedule on-line to run process with parameters such as dates.  End Process
5. MMIS determines if new Retroactive Reimbursement process
a. If yes, proceed to Step 6
b. If no, proceed to Step 12
6. Log on to new pricing screen in MMIS 
7. Modify pricing amounts by selecting criteria or via download from external data services, 
8. Save criteria on the on-line system.
9. Select test claims to run trial run of adjudication
10. MMIS creates a temporary “what If” on-line control report to ensure correctness before payment is declared permanent.  
11. Primary user validates results
a. If Yes satisfied,  Proceed to Step 12
b. If No, Proceed to Step 7
c. If Finished with process, End Process
12. Claims pass through front-end review/edits and apply pricing rules when applicable
13. Claims pass through revenue codes, NDC, and procedure/diagnosis codes edits and apply pricing rules when applicable
14. MMIS determines claim type of service (TOS) for the non-denied claim and denied claims
15. MMIS prices the claim according to claim type and DHH payment policy using procedure/drug formulary, provider usual and customary fee file, prevailing fee file (Medicare), or other payment rules, as appropriate
16. MMIS applies payment processing and set pricing based on information flagged on edit, audit, and TOS rules
17. MMIS puts price on claim

	Shared Data
	None

	Predecessor
	1. Lift or a PF1 form for rate change submitted to FI.  
2. File maintenance makes change and verifies change on the file.
3. Claims Submitted and goes through edits.
4. Procedure/drug formulary, usual and customary fee, prevailing fee, payment policy maintenance

	Successor
	(Claims processing continues)Prepare Remittance Advice – Encounter Report

	Constraints
	Federal and State Rules and Regulations

	Failures
	Claim is rejected

	Performance Measures
	None


  


[bookmark: _Toc228596679]Price Claim – Value Encounter “To-Be” Business Capability Matrix 
	Business Capability Descriptions
	Level 2

	More services are automatically priced and there are fewer “by-report” manual pricing exceptions.  Most single claim adjustments are automated.
Louisiana Medicaid can support payment of waiver program and a-typical providers.  Pricing formulas are changeable on-line

	Timeliness of Process
	Level 2

	Automation of Retroactive reimbursement saves time of manual pricing.  

	Data Access and Accuracy
	Level 2

	Automation of Retroactive reimbursement improves accuracy.

	Effort to Perform; Efficiency
	Level 2

	Automation of Retroactive reimbursement saves time of manual pricing.

	Cost Effective
	Level 2

	Automation of Retroactive reimbursement saves operating cost associated with manual pricing.

	Accuracy of Process Results
	Level 2

	Automation of Retroactive reimbursement improves accuracy and benefits the entire process.

	Utility of Value to Stakeholders
	Level N/A

	




[bookmark: _Toc228596680]Prepare Coordination of Benefits (COB)  
Prepare coordination of benefits business process describes the process used to identify and prepare POS, On-line, EDI and paper claim transactions that are forwarded from third party payers for the handling of TPL.  This process scans and digitizes all paper documents that come with the claims and they are then married up in the system.  The MMIS will use external interfaces to link to insurance companies to validate the COB activity.
[bookmark: _Toc228596681]Prepare Coordination of Benefits (COB) “To-Be” Process Model
		Item
	Details

	Description
	The Prepare Coordination of Benefits (COB) business process describes the process used to identify and prepare EDI and paper claim transactions that are forwarded from third party payers for the handling of TPL.

	Trigger Event
	1. Claim matched Resource file (recipient with TPL)
2. Electronic claim has TPL information in it
3. Paper claim has EOB attached

	Result
	Electronic payment of cost avoided claims

	Business Process Steps
	1. Determine whether this is a paper or Electronic and Pharmacy POS
a. If Yes hardcopy, proceed to Step 3
b. If No electronic and Pharmacy POS, proceed to Step 2
2. Continue through Claims Processing using COB Information in Electronic Transaction.  Proceed to Step 11
3. Attachments and claims batches are scanned, digitized using Optical Recognition software, and stored in MMIS
4. Determine whether EOB is attached
a. If Yes, proceed to Step 6
b. If No, proceed to Step 5
5. Claim is rejected and returned to provider.  End Process
6. System validates completeness and correctness of the attachment using defined business rules
a. If yes complete and correct, Proceed to Step 8
b. If No, Proceed to Step 7
7. system creates a report and sends a copy of attachment back to provider explaining the corrections.  End Process
8. System marries up attachment to claim electronically using defined business rules
a. If no match, proceed to Step 9
b. If Match, proceed to Step 11
9.  Claim and attachment images are reviewed on-line by claims personnel to marry attachment with a possible claim. 
a. If manual match is made, proceed to Step 11
b. If No match found, proceed to Step 10
10. Claims personnel rejects attachment on-line, system creates a report and sends a copy of attachment back to provider explaining the corrections and errors.  End Process
11. System validates COB using defined dynamic data links to internal and external insurance sources
12. Claim continues to be processed.

	Shared Data
	1. Data from carrier
2. Medicare claims data
3. TRICARE DEERS

	Predecessor
	Any claims received

	Successor
	Claims processing continues

	Constraints
	Federal and State rules and regulations

	Failures
	None

	Performance Measures
	None





[bookmark: _Toc228596682]Prepare Coordination of Benefits (COB) “To-Be” Business Capability Matrix 
	Business Capability Descriptions
	Level 2

	 Maintenance of COB processes continues to be labor intensive.  COB processes are tightly integrated, resulting in expensive and time consuming efforts to implement changes.

	Timeliness of Process
	Level 2

	Automating COB process in the use of a portal significantly saves time in information exchange pertaining to COB.

	Data Access and Accuracy
	Level 2

	The use of an Optical Character Recognition software increases accuracy of COB information.

	Effort to Perform; Efficiency
	Level 2

	Use of key entry personnel is not needed for COB entry; on-line viewing of COB and correction.  

	Cost Effective
	Level 2

	Use of key entry personnel is not needed for COB entry.  Cost savings is more accurate accounting of COB information for recoupment.

	Accuracy of Process Results
	Level 2

	Use of key entry personnel is not needed for COB entry.  Cost savings is more accurate accounting of COB information for recoupment.

	Utility of Value to Stakeholders
	Level 2

	On-line viewing of COB and correction.




[bookmark: _Toc228596683]Prepare Explanation of Benefits (EOB) 
The Prepare REOMB (Recipient Explanation of Medicaid Benefits) business process has a timetable for scheduled correspondence and includes producing and distributing the explanation of benefits (EOBs), and processing returned EOBs to determine if the services claimed by a provider were received by the client.  There is a choice of submitting results of the REOMB on-line or through the mail.  The REOMB process in now available on-line so that the member can resolve discrepancies on-line dynamically.  The REOMB reporting will be done on-line and stay online through the portal.
[bookmark: _Toc228596684]Prepare Explanation of Benefits (EOB) “To-Be” Process Model
	Item
	Details

	Description
	The Prepare Explanation of Benefits (EOB) business process includes the preparation of the explanation of benefit (EOB).

	Trigger Event
	When Authorized user logs on and requests a REOMB run

	Result
	1. Production of REOMB report on line
2. REOMB responses on-line
3. Mail-out letters (REOMB=recipient explanation of Medicaid benefit).

	Business Process Steps
	1. Log on the REOMB webpage on MMIS and identify/develop random sample
2. Identify Members with active email addresses
a. If yes, proceed to Step 3
b. If no, proceed to Step 7
3. Email REOMB and instructions for the sampling of recipient who had one or more paid claims during the most recent processing month.
4. Member logs on to portal to evaluate REOMB
5.  If Member indicates there are discrepancies
a. If Yes, Proceed to Step 6
b. If No, proceed to Step 14 
6. Member resolves any discrepancies on-line.  Proceed to Step 14
7. Generate, print and mail REMOB for the sampling of recipients who had one or more paid claims during the most recent processing month.
8. Recipient returns completed REOMB
9. Scan in REOMB into MMIS using OCR software
10. MMIS determine if there are discrepancies
a. If Yes, Proceed to Step 11
b. If No, proceed to Step 14
11. MMIS alerts DHH and DHH contacts recipients to resolve any discrepancies.
12. DHH determines if discrepancies are resolved
a. Yes, they are resolved, proceed to Step 14
b. No, They are not resolved, proceed to Step 13
13. MMIS alerts SURS/PI unit.  Process ends
14. Tally results of REOMBs and generate on-line report

	Shared Data
	1. Medical information
2. Verification of payment for services

	Predecessor
	Completion of claims processing

	Successor
	Investigation by PI/SURS unit

	Constraints
	State and Federal rules and regulations

	Failures
	None

	Performance Measures
	None






[bookmark: _Toc228596685]Prepare Explanation of Benefits (EOB) “To-Be” Business Capability Matrix 
	Business Capability Descriptions
	Level 2

	Louisiana Medicaid enhances the sampling process to target selected populations.  Member responses are automatically tabulated.  Cultural and linguistic adaptations are introduced.

	Timeliness of Process
	Level 2

	Response to and from the Member about the REOMB is greatly reduced when portal is used  

	Data Access and Accuracy
	Level 2

	Accuracy is improved through the use of the portal.  System helps correct errors and avoids human intervention.

	Effort to Perform; Efficiency
	Level 2

	Effort of analysis of the REOMB has greatly reduced.  Members are more apt to respond to request.

	Cost Effective
	Level 2

	Postage is avoided through the use of the portal.  Correction of REOMB is automated and resources will not be needed.

	Accuracy of Process Results
	Level 2

	Effort of analysis of the REOMB has greatly reduced.  Members are more apt to respond to request.

	Utility of Value to Stakeholders
	Level 2

	On-line viewing of COB and correction.




[bookmark: _Toc228596686]Prepare Home and Community-Based Services (HCBS) Payment  
Prepare Home and Community-Based Services Payment business process describes the preparation of the payment authorization data.  All waiver services and targeted case management services that require prior authorization are recorded and collected through the portal by the different service personnel.  MMIS will then calculate the time span of the valid authorization and the number of approved units.  Triggers will be sent to the provider indicating when the next pre-authorization is due to be entered into the portal.  
[bookmark: _Toc228596687]Prepare HCBS Payment “To-Be” Process Model
	Item
	Details

	Description
	The Prepare Home and Community-Base Services Payment business process describes the preparation of the payment authorization data.  All waiver services and targeted case management services require prior authorization, which is transmitted through the portal.  All calculations and units approved/disapproved will be displayed through the portal

	Trigger Event
	Services rendered/delivered according to approved Plan

	Result
	Post authorization is issued

	Business Process Steps
	1. Provider logs on to portal and enters services provided.  This includes periodic Call Care data and time tracking data.
2. MMIS determines if services can be authorized for payment based on specific programmatic business rules 
a. If Yes authorized, proceed to Step 3
b. If No, Do not generate post authorization and instruct provider on-line of reasons.  Process ends.
3. MMIS displays on-line to the provider through portal the Pre-Authorized referral (PA) and calculates and displays how long the authorization is valid.  (for Hospice, 60 or 180 days)
4. MMIS approves payment of claims indicating the number of units authorized.
5. Provider submits claims for services
6. Based on timelines defined, MMIS triggers Provider on when the next request for units is due


	Shared Data
	None

	Predecessor
	Authorized Treatment Plan

	Successor
	Claims payment processing

	Constraints
	State and federal rules and regulations

	Failures
	None 

	Performance Measures
	None



	  


[bookmark: _Toc228596688]Prepare HCBS Payment “To-Be” Business Capability Matrix 
	Business Capability Descriptions
	Level 2

	Louisiana Medicaid works with HCBS programs to share Medicaid processes.  Some HCBS programs use Medicaid business processes for service authorization and service payment.  HCBS providers agree to use Medicaid standards for prior authorization, claims adjudication, and payment.

	Timeliness of Process
	Level 2

	Use of portal saves time in information exchange from entities and analysis.

	Data Access and Accuracy
	Level 2

	Accuracy is improved through the use of the portal.  System helps correct errors and avoids human intervention.

	Effort to Perform; Efficiency
	Level 2

	Access to portal leaves room for more reporting and more information for services provided.

	Cost Effective
	Level 2

	Elimination of communication costs.  Accuracy of services performed so pricing can be done.

	Accuracy of Process Results
	Level 2

	The use of a portal displays PA information on-line.

	Utility of Value to Stakeholders
	Level 2

	Access to portal allows provider to report more often and accurately.




[bookmark: _Toc228596689]Prepare Premium EFT-Check  
The Prepare Premium EFT-Check business process is responsible for managing the generation of electronic and paper based reimbursement for programs like LaHIPP.  After the premium reimbursement per member is calculated, MMIS determines the best method of delivery.  If the member has an automatic deposit account set up, then the funds will directly roll into the account monthly.  If the member does not have an automatic deposit account, a check will be automatically produced and ready to mail straight from the system. 
[bookmark: _Toc228596690]Prepare Premium EFT-Check “To-Be” Process Model
	Item
	Details

	Description
	The Prepare Premium EFT-Check business process is responsible for managing the generation of electronic and paper based reimbursement instruments including:
· Calculation of LaHIPP premiums based on members’ premium payment data in the Member Registry
· Disbursement of premiums from appropriate funding sources per Agency Accounting and Budget Area rules
· Routing the payment per the Member Registry payment instructions for electronic fund transfer (EFT) or check generation
· Transferring the data set to State Fiscal Management for actual payment transaction
· Perform updates to the State Financial Management business processes with pending and paid premiums tying all transactions back to a specific payment obligation and its history.
In extremely rare circumstances if a manual check is needed, the manual check process will take place.

	Trigger Event
	Receipt of premium payment data from Health Insurance Premium Payment

	Result
	Member receives reimbursement either by EFT or Check 

	Business Process Steps
	1. MMIS runs scheduled premium program
2. MMIS applies automated or user defined calculation rules based on member eligibility data and calculate payment
3. MMIS determines if member has a valid EFT registry on file
a. If Yes, on file, proceed to Step 4
b. If No, not a member with EFT, Proceed to Step 8
4. System uploads EFT file on automated clearing house (ACH) via DHH bank record.
5. System route payments as specified by the “pay to” instruction in the member registry.
6. System reviews bank ACH response to EFT upload to determine whether positive   
a. If response positive, proceed to Step 9
b. If response negative, proceed to Step 7
7. Fix technical problems.  Reload file.  Proceed to Step  9
8. System generates Package and posts the paper member checks to each member.  
9. System updates MMIS information payment files

	Shared Data
	1. Bank information
2. State Financial Management

	Predecessor
	1. Accounting and Budget Area
2. Health Insurance Premium Payment

	Successor
	1. Accounting and Budget Area
2. Manage Payment Information

	Constraints
	None

	Failures
	Calculation of payment and application of payment adjustments may lack accurate information or be performed inaccurately

	Performance Measures
	None


[bookmark: _Toc228596691]
 Prepare Premium EFT-Check “To-Be” Business Capability Matrix 
	Business Capability Descriptions
	Level 2

	Louisiana Medicaid complies with state or industry standards for EFT transactions and conforms with HIPAA where appropriate.  MMIS encourages electronic billers to adopt EFT payment.

	Timeliness of Process
	Level 2

	Payment by EFT saves time in delivery of payment.  Use of portals saves time in communication process.  

	Data Access and Accuracy
	Level 2

	Payment by EFT is accurate and efficient.  MMIS calculates payment, which is more accurate than human intervention.

	Effort to Perform; Efficiency
	Level 2

	System automates payment which creates an efficient form of delivery of payment.

	Cost Effective
	Level 2

	Postage costs are saved and personnel are not needed as it is fully automated.

	Accuracy of Process Results
	Level 2

	Payment by EFT is accurate and efficient.  System calculates payment.

	Utility of Value to Stakeholders
	Level 2

	Delivery of payment is accurate and fast.




[bookmark: _Toc228596692]Prepare Provider EFT-Check 
The Prepare Provider EFT/Check business process is responsible for the preparation of the provider EFT or check for payment of services.  The system will be automatically generating the payment either by EFT or system generated check.  If the provider has an automatic deposit account set up, then the funds will directly roll into the account immediately after the process is finished.  If the provider does not have an automatic deposit account, a check will be automatically produced and mailed.  The accounting of the payments will then be posted on the provider portal and an email will be sent alerting them of the payment.
[bookmark: _Toc228596693]Prepare Provider EFT-Check “To-Be” Process Model
	Item
	Details

	Description
	The Prepare Provider EFT/Check business process is responsible for the preparation of the provider EFT or check.
In extremely rare circumstances if a manual check is needed, the manual check process will take place.

	Trigger Event
	Completion of weekly claims processing and payment cycle.

	Result
	Payment of Provider

	Business Process Steps
	1. MMIS runs scheduled Provider Check Write
2. MMIS determines whether provider has a valid EFT registry on file
a. If Yes, EFT on registry, proceed to Step 3
b. If No, Provider does not have EFT, proceed to Step 7
3. System sort and generate electronic fund transfer (EFT) transaction records based on published ACH guidelines 
4. System automatically upload billing provider EFT file to automated clearinghouse via DHH bank or record 
5. System automatically reviews bank ACH response of EFT upload to determine if positive 
a. If response is Yes, proceed to Step 9
b. If response is No, Proceed to Step 6
6.  Fix technical problems.  Reload file.  Proceed to Step 9
7. System sorts, and generates paper checks with authorized signature
8. System sends paper provider checks to each billing provider, when appropriate.  
9. MMIS retains EFT/check electronic information by provider and date of payment
10. MMIS posts provider payment information on AVRS/REVS: automated voice response system / recipient eligibility verification system, to be made available for provider review 
11. MMIS posts payment information to provider portal or by email

	Shared Data
	Bank ACH information 

	Predecessor
	Claims processing

	Successor
	Provider 1099s production, yearly in January

	Constraints
	1. ACH Guidelines
2. Federal and State guidelines

	Failures
	ACH system for bank is unavailable to upload provider EFT transactions.

	Performance Measures
	None



	  


[bookmark: _Toc228596694]Prepare Provider EFT-Check “To-Be” Business Capability Matrix 
	Business Capability Descriptions
	Level 2

	Louisiana Medicaid complies with state or industry standards for EFT transactions and conforms with HIPAA where appropriate.  MMIS encourages electronic billers to adopt EFT payment.

	Timeliness of Process
	Level 2

	Payment by EFT is accurate and efficient.  System calculates payment.

	Data Access and Accuracy
	Level 2

	Payment by EFT is accurate and efficient.  System calculates payment.

	Effort to Perform; Efficiency
	Level 2

	Payment by EFT is accurate and efficient.  System calculates payment.

	Cost Effective
	Level 2

	Saves on postage costs and physical check costs.

	Accuracy of Process Results
	Level 2

	Payment by EFT is accurate and efficient.  System calculates payment.

	Utility of Value to Stakeholders
	Level 2

	Delivery of payment is accurate and fast.




[bookmark: _Toc228596695]Prepare Remittance Advice-Encounter Report 
The Prepare Remittance Advice-Encounter Report business process is responsible for preparation of the provider remittance advice (RA) based on Louisiana Medicaid claim processing policies and rules.  The RA is produced automatically and dynamically when the process of adjudication ends.  This could be for one claim or a series of claims as scheduling of the RA will not be confined to a timed cycle.  After the RA has been produced, it is uploaded electronically on the provider website for viewing.
[bookmark: _Toc228596696]Prepare Remittance Advice-Encounter Report “To-Be” Process Model
	Item
	Details

	Description
	The Prepare Remittance Advice-Encounter Report business process is responsible for preparation of the provider remittance advice (RA) based on Louisiana Medicaid claim processing policies and rules.

	Trigger Event
	After the claim is adjudicated dynamically when it arrives to MMIS.

	Result
	Provider receives electronic (if applicable) and paper RA ‘s submitted to the provider

	Business Process Steps
	1. MMIS generates remittance advice report (proprietary Louisiana Medicaid format) for each billing provider with claims processed under defined time span.
2. MMIS determines if the provider has a valid EDI Transaction registry on file
a. If Yes EDI on file, Proceed to Step 4.
b. If No EDI registered, Proceed to Step 3 
3. MMIS sorts and generates paper RA’s with signature.  End Process  
4. MMIS generates 835 transaction file for authorized providers (approved by DHH).  
5. MMIS uploads remittance advice to provider portal or by secure email

	Shared Data
	None

	Predecessor
	Claims submitted

	Successor
	1. Prepare Provider Payments
2. Manage Payment Information

	Constraints
	None

	Failures
	Systems problems

	Performance Measures
	None



	  



[bookmark: _Toc228596697]Prepare Remittance Advice-Encounter Report “To-Be” Business Capability Matrix 
	Business Capability Descriptions
	Level 2

	Louisiana Medicaid continues to provide paper RAs to providers who are not electronic billers.  The agency complies with HIPAA to supply an electronic RA that meets state agency Implementation Guide requirements.

	Timeliness of Process
	Level 2

	RA is posted on-line dynamically as it is created from the financial run.  Time is not spent printing or sending paper RA’s.

	Data Access and Accuracy
	Level 2

	Accuracy is improved through the use of the portal.  System helps correct errors and avoids human intervention.

	Effort to Perform; Efficiency
	Level 2

	RA’s are produced dynamically when the financial cycle is complete.  There is no hesitation to the access of information and the information is delivered electronically straight to the provider portal.

	Cost Effective
	Level 2

	Postage is avoided through the use of the portal.  

	Accuracy of Process Results
	Level 2

	RA’s are produced dynamically when the financial cycle is complete.  There is no hesitation to the access of information and the information is delivered electronically straight to the provider portal.

	Utility of Value to Stakeholders
	Level 2

	Providers will not have to wait for results from claims submission.  RA’s are produced dynamically when the financial cycle is complete.




[bookmark: _Toc228596698]Prepare Capitation Premium Payment   
This process begins with a timetable for scheduled correspondence involving retrieving enrollment and benefit transaction data from the Member business process and retrieving the rate data associated with the plan.  The user will log on to a MMIS web screen and look up per member/per month information by member and plan.  Then capitation data can be added or changed.  MMIS will run a scheduled program using pre-set calculations defined in business rules.  When capitation is calculated, MMIS determines the best method of delivery.  If the provider has an automatic deposit account set up, then the funds will directly roll into the account monthly.  If the provider does not have an automatic deposit account, a check will be automatically produced and ready to mail.  If the provider has an EDI agreement, an 820 transaction will be produced.  Provider will be notified through the portal when payments are made.

[bookmark: _Toc228596699]Prepare Capitation Premium Payment “To-Be” Process Model
	Item
	Details

	Description
	The Prepare Capitation Premium Payment business process is responsible for preparing the prospective capitation premium payment.

	Trigger Event
	1. Completion of monthly recipient enrollment cut-off, which usually occurs on the third-to-last working day of each month
2. Start of last weekly claims processing and payment cycle for the month OR start of first weekly claims processing and payment cycle for the new month

	Result
	1. Production of provider EFT for capitation premium payments and posting to ACH (via DHH bank)
2. Production of provider remittance file, using the HIPAA X12N 820 transaction format
3. Posting on web site of provider 820 file, for download by the provider (via secure site and transaction)

	Business Process Steps
	1. Log on to MMIS capitation screen to view Per Member/Per Month data. 
2. Enter new Per Member/Per Month data through MMIS capitation on-line screen
3. MMIS runs scheduled capitation program.  
4. MMIS calculates payment by using information from the Provider subsystem and the procedure files
5. MMIS determines whether provider has a valid EFT registry on file
a. If Yes, EFT on registry, Proceed to Step 6
b. If No, EFT, Proceed to Step 10
6. System sort and generate electronic fund transfer (EFT) transaction records based on published ACH guidelines 
7. System automatically upload billing provider EFT file to automated clearinghouse via DHH bank or record 
8. System automatically reviews bank ACH response of EFT upload to determine if positive 
a. If response is Yes, proceed to Step 12
b. If response is No, proceed to Step 9
9.  Fix problems.  Proceed to Step 12
10. System sorts, and generates paper checks with authorized signature
11. System sends paper provider checks to each capitated provider, when appropriate. 
12. MMIS posts provider payment information on Automated Voice Response System/Recipient Eligibility Verification System (AVRS/REVS)
13. MMIS posts notification of payment on portal  and electronically alerts provider when posted

	Shared Data
	None

	Predecessor
	1. Member eligibility updates
2. Completion of weekly claims processing and payment cycle

	Successor
	Provider 1099s production, yearly in January

	Constraints
	1. Providers are required to utilize EFT.
2. State and Federal Rules and Regulations

	Failures
	BBS for bank ACH is unavailable to upload provider EFT transactions

	Performance Measures
	Process EFT and 820 transaction file each month






[bookmark: _Toc228596700]Prepare Capitation Premium Payment “To-Be” Business Capability Matrix 
	Business Capability Descriptions
	Level 2

	DHH implements HIPAA-compliant standards for electronic premium payments; however, the other insurance companies impose their specific Implementation Guide requirements.  Business rules used to identify candidates are automated on a state-specific basis.  Some transactions continue to be manually processed at the request of the other insurer.

	Timeliness of Process
	Level 2

	Payment by EFT saves time in delivery of payment.  Use of portals saves time in communication process.  

	Data Access and Accuracy
	Level 2

	Payment by EFT is accurate and efficient.  System calculates capitation.

	Effort to Perform; Efficiency
	Level 2

	MMIS automates payment which creates efficiency and consistency.

	Cost Effective
	Level 2

	Postage costs are saved and personnel are not needed as it is fully automated. 

	Accuracy of Process Results
	Level 2

	Payment by EFT is accurate and efficient.  System calculates capitation.

	Utility of Value to Stakeholders
	Level 2

	Delivery of payment is accurate and fast.







[bookmark: _Toc228596701]Prepare Health Insurance Premium Payment   
The Prepare Louisiana Health Insurance Premium Payment (LaHIPP) business process pays employer sponsored insurance (ESI) premiums for an employee and/or their family provided someone in the household is eligible for Medicaid.  This payment is scheduled for members who are currently enrolled in the program.  Periodically, MMIS will interface with the Department of Labor to verify LaHIPP eligibility.  When payments are due to the policyholder, employer, or COBRA, MMIS will verify for Medicaid wrap-around and update eligibility.  At the end of the process, MMIS electronically generates a check and sends it.  
[bookmark: _Toc228596702]Prepare Health Insurance Premium Payment “To-Be” Process Model
	Item
	Details

	Description
	The Prepare Health Insurance Premium Payment business process allows Medicaid agencies to pay employer sponsored insurance (ESI) premiums for an employee and/or their family provided someone in the household is eligible for Medicaid.  In these circumstances, a cost effective determination is made and a premium is prepared and sent to the policyholder.  

	Trigger Event
	Receive referral information.

	Result
	Premium is paid 

	Business Process Steps
	1. MMIS gets data from Department of Labor for  LaHIPP eligibility
2. MMIS runs scheduled LaHIPP payment program
3. MMIS determines whether individual is eligible for LaHIPP premium payment
a. If Yes, proceed to Step 4
b. If No, MMIS Creates letters and they are sent notifying applicant of decision.  End process.
4.  MMIS verifies for Medicaid wrap around and indicates that in the system. 
5. MMIS electronically generates check for the policyholder, employer, or COBRA administrator.
6. Send Premium Reimbursement to policyholder, employer, or COBRA administrator with documentation.

	Shared Data
	1. Employer data
2. Insurance company data
3. External TPL databases

	Predecessor
	Medicaid eligibility and ESI availability sent to MMIS

	Successor
	1. Make Premium Payments
2. Renewal is scheduled in accordance with the policyholder’s open enrollment period.

	Constraints
	State and federal rules and regulations

	Failures
	None

	Performance Measures
	Number of cases certified per year






[bookmark: _Toc228596703]Prepare Health Insurance Premium Payment “To-Be” Business Capability Matrix 
	Business Capability Descriptions
	Level 2

	DHH implements HIPAA-compliant standards for electronic premium payments; however, the other insurance companies impose their specific Implementation Guide requirements.  Business rule to identify candidates and analyze cost/ effectiveness are automated on a state-specific basis.  Some transactions continue to be manually processed at the request of the other insurer.

	Timeliness of Process
	Level 2

	MMIS generates payment to members automatically and on a schedule. 

	Data Access and Accuracy
	Level 2

	MMIS will be the centralized system and therefore a standalone system will not have to be maintained.  This will cut down on duplication and parallel data.  It will create accuracy in maintaining centralized data and data input.

	Effort to Perform; Efficiency
	Level 2

	MMIS automates payment which creates efficiency and consistency.

	Cost Effective
	Level 2

	MMIS will be the centralized system and therefore a standalone system will not have to be maintained.  This will cut down on personnel and resources.

	Accuracy of Process Results
	Level 2

	MMIS will be the centralized system and therefore a standalone system will not have to be maintained.  This will cut down on duplication and parallel data.  It will create accuracy in maintaining centralized data and data input.

	Utility of Value to Stakeholders
	Level 2

	Payment will be delivered more efficiently and expeditiously as the payment process is now automated.




[bookmark: _Toc228596704]Prepare Medicare Premium Payments  
This process addresses Medicare Buy-in.  Under the Buy-in process, the Social Security Administration (SSA) and DHHS enter into a contract where Louisiana Medicaid pays the Medicare beneficiary’s share of premium costs.  This process will begin by MMIS accepting many different Medicare eligibility data files.  Once received, MMIS will process the entire Buy-In process and send data to CMS through tape.  The tape data interface with CMS is currently a requirement and will change once CMS has more options.  A Buy-In Monitor can log into a MMIS web-portal and research unmatched problems due to eligibility.  MMIS automatically sends payment to CMS once all is resolved.  Penalties will apply if the payment is not submitted timely to CMS.  Discrepancies are identified during the validation process and resolved before the next billing cycle.  The payment cannot be held until all discrepancies are resolved.
[bookmark: _Toc228596705]Prepare Medicare Premium Payments “To-Be” Process Model
	Item
	Details

	Description
	State Medicaid agencies are required to assist low-income Medicare beneficiaries in Medicare cost-sharing, defined as premiums, deductibles, and co-insurance in a system referred to as Buy-in.  Under the Buy-in process, the Social Security Administration (SSA) and DHHS enter into a contract where Louisiana pays the Medicare beneficiary share of premium costs.
The Prepare Medicare Premium Payments business process begins by input of eligibility data received from new recipients or data from Medicare that is matched against existing recipients on the Medicaid eligibility file thus generating buy-in files sent to CMS for verification and issuance of a monthly billing notice.  

	Trigger Event
	Eligibility certification for Buy-In.

	Result
	Payment of premiums to CMS

	Business Process Steps
	1. MMIS receives eligibility data from new recipients, Eligibility Data Base (EDB) or State Data Exchange (SDX) and Beneficiary Data Exchange (BENDEX) eligibility files
2. MMIS ads new recipients to or perform a matching process against existing recipients on the Medicaid eligibility file
3. MMIS generates two-part buy-in file: one for Medicare Part A; one for Medicare Part B
4. Send Buy-in file to CMS
5. MMIS, automatically through the web, receives CMS responses to the Buy-in file
6. MMIS processes CMS responses to the Buy-in file, assessing the file for accuracy and completeness
7. MMIS produces buy-in on-line reports and uploads into workflow portal
8. MMIS updates eligibility via the MEDS file, Information is sent to MEDS.
9. Buy-in monitor  logs in to workflow portal and studies reports reflecting potential Medicare eligible, unmatched, and other problems 
10. Buy-in monitor researches unmatched and problem items to determine appropriate eligibility and updates on-line.
11. MMIS electronically sends payment approval and authorization to DHH Financial
12. Payment electronically sent to CMS

	Shared Data
	1. BENDEX
2. EDB
3. SDX

	Predecessor
	Determine eligibility process

	Successor
	Not Applicable

	Constraints
	Federal rules and regulations

	Failures
	None

	Performance Measures
	None





[bookmark: _Toc228596706]Prepare Medicare Premium Payments “To-Be” Business Capability Matrix 
	Business Capability Descriptions
	Level 2

	DHH uses business rules to improve identification of buy-in candidates, prepare the premium payment calculation, and track the data exchange.

	Timeliness of Process
	Level 2

	MMIS calculates Premium payments and automatically generates Medicare reports for viewing on-line.  This saves time as there is no human intervention until verification of the reports 

	Data Access and Accuracy
	Level 2

	MMIS calculates Premium payments and automatically generates Medicare reports for viewing on-line.  

	Effort to Perform; Efficiency
	Level 2

	Entire process is automated for efficiency

	Cost Effective
	Level 2

	There is less human intervention therefore, it saves on resources.

	Accuracy of Process Results
	Level 2

	Entire process is automated for accuracy and efficiency.

	Utility of Value to Stakeholders
	Level 2

	Entire process is automated for accuracy and efficiency.




[bookmark: _Toc228596707]Inquire Payment Status 
This business process is basically the payment inquiry screen in MMIS.  MMIS screens will be accessed through web-portals and will be easily accessed with the correct security.  The inquire payment status screen will allow inquiries on any field captured that pertains to the payment of the claim.  MMIS will display “help” in pop-up windows when needed based on any of the displayed fields.  Also, all edits will be explained in this screen in easy to understand language.
[bookmark: _Toc228596708]Inquire Payment Status “To-Be” Process Model
	Item
	Details

	Description
	The Inquire Payment Status business process allows inquiry of the payment status by billing provider in the aggregate and by billing provider and claim ICN or recipient ID/DOS in the detail (at any time).

	Trigger Event
	Provider inquires about claims payment status

	Result
	Provider validates payment status

	Business Process Steps
	1. MMIS posts status on AVRS/REVS of provider payment information 
2. User logs on-line securely to web-based MMIS Inquire payment screen
3. User searches payment by any number of  member, provider, or claim fields
4. MMIS displays current, dynamic or historic payment status based on search criteria

	Shared Data
	Provider security data

	Predecessor
	Completion of weekly claims processing and payment cycle

	Successor
	Provider communications

	Constraints
	Federal and State Rules and Regulations

	Failures
	Systems constraints

	Performance Measures
	1. Provider check information is required to be posted on REVS and made available each Monday morning.
2. Claims status information is required to be posted every evening on e-CSI after each daily CP cycle and weekly after each weekly CP cycle.



	  



[bookmark: _Toc228596709]Inquire Payment Status “To-Be” Business Capability Matrix 
	Business Capability Descriptions
	Level 2

	MMIS employ AVR, legacy direct data entry, and point of service devices for electronic claim status responses.  DHH Staff may still manually handle inquiries that are not resolved with automated response.  The data uses DHH standards and access is less time consuming, less burdensome, and requires fewer agency resources.

	Timeliness of Process
	Level 2

	Using a centralized MMIS creates standards and access is less time consuming, less burdensome, and requires fewer agency resources.  

	Data Access and Accuracy
	Level 2

	Data access will be centralized on one system which creates accuracy.

	Effort to Perform; Efficiency
	Level 2

	Direct data entry into the MMIS will create efficiency in time and resources.

	Cost Effective
	Level 2

	Uses agency standards and access is less time consuming, less burdensome, and requires fewer agency resources.  

	Accuracy of Process Results
	Level 2

	Uses standards and access is less time consuming, less burdensome, and requires fewer agency resources.  

	Utility of Value to Stakeholders
	Level 2

	Value to the stakeholder lies in the access of data being readable and easy to access.  The portal will be accessible to many stakeholders with the right security and access rights.  Posting of the information to the portal will be fast and efficient.  




[bookmark: _Toc228596710]Manage Payment Information   
Manage Payment Information business process is responsible for managing all the operational aspects of the payment history data.  After a claim is adjudicated, this file is updated dynamically when the claim is paid.  This process records any updates, changes or status changes of payments to providers, members, or external entities.  This file will be archived and a copy of the data will be synced up to the data warehouse. 

[bookmark: _Toc228596711]Manage Payment Information “To-Be” Process Model
	Item
	Details

	Description
	The Maintain Payment Information business process supports the maintenance of provider payment information.

	Trigger Event
	Check write process

	Result
	1. Database is updated and reconciled with correct payments
2. Users have access to payment information

	Business Process Steps
	1. MMIS receives data from Operations Management Area business processes dynamically when a payment is made
2. MMIS creates, updates or changes payment records 
3. Archive data in accordance with state and federal record retention requirements
4. When scheduled, automatically uploaded and synced with payment data in the data warehouse

	Shared Data
	None

	Predecessor
	Financial payment process/run

	Successor
	Inquire on payment status information
Generate reports

	Constraints
	State and federal rules and regulations

	Failures
	None 

	Performance Measures
	None 


	  




[bookmark: _Toc228596712]Manage Payment Information “To-Be” Business Capability Matrix 
	Business Capability Descriptions
	Level 2

	At this level, this process is more responsive to meeting the needs of managed care and waiver programs.  Data sources are primarily electronic interchange such as EDI, POS and Web portals, and now include electronic encounter, managed care and Medicare premium, COB, TPL, waiver program and member payment data.  DHH begins centralizing and coordinating payment processes and standardizing internal payment history data.  Data sources are increasingly HIPAA 837 claims.  However, encounter and waiver program payment history data continues to be proprietary.  Although the internal data must be mapped to these different data sources, the ability to compare data across programs has improved, broadening the usefulness of payment history, e.g., program and provider performance monitoring.  Adjudication process automation improves timeliness of compiling payment history.  However, with the exception of Pharmacy POS, payment history updates continues to be scheduled around legacy systems’ production cycles.  Rudimentary decision support, reporting and analysis tools, and data mart capabilities improve users’ ability to reliably and cost effectively access the payment history they require for purposes beyond compliance with MMIS certification requirements.

	Timeliness of Process
	Level 2

	Using a centralized MMIS creates standards and access is less time consuming, less burdensome, and requires fewer agency resources.  

	Data Access and Accuracy
	Level 2

	Data access will be centralized on one system which creates accuracy.

	Effort to Perform; Efficiency
	Level 2

	Direct data entry into the MMIS will create efficiency in time and resources.

	Cost Effective
	Level 2

	Uses DHH standards and access is less time consuming, less burdensome, and requires fewer agency resources.  

	Accuracy of Process Results
	Level 2

	Uses standards and access is less time consuming, less burdensome, and requires fewer DHH resources.  

	Utility of Value to Stakeholders
	Level 2

	Value to the stakeholder lies in the access of data being readable and easy to access.  The portal will be accessible to many stakeholders with the right security and access rights.  Posting of the information to the portal will be fast and efficient.  




[bookmark: _Toc228596713]Calculate Spend-Down Amount
The Calculate Spend-Down Amount business process tracks spend-down amounts and a client’s responsibility is met through the submission of medical claims.  Excess resources are automatically accounted for during the claims processing process resulting in a change of eligibility status once spend-down has been met which allows for Medicaid payments to begin and/or resume coverage.
[bookmark: _Toc228596714]Calculate Spend-Down Amount “To-Be” Process Model
	Item
	Details

	Description
	A person that is not eligible for medical coverage when they have income and/or resources above the benefit package or program standards may become eligible for coverage through a process called “spend-down” (see Determine Eligibility).  
The Calculate Spend-Down Amount business process describes the process by which spend-down amounts are tracked and a client’s responsibility is met through the submission of medical claims.  Excess resources are automatically accounted for during the claims processing process resulting in a change of eligibility status once spend-down has been met which allows for Medicaid payments to begin and/or resume.  This typically occurs in situations where a client has a chronic condition and is consistently above the resource levels, but may also occur in other situations.

	Trigger Event
	Claim with Spend-Down

	Result
	Spend-amount is applied to the claim

	Business Process Steps

	1. Provider submits claim for a member which has spend-down
2. MMIS verifies spend down has been already been met for member 
a. If yes, proceed to Step 3
b. If not correct, proceed to step 4
3. MMIS pays claim.  Process ends
4. MMIS denies claim 
5. MMIS determines if member responsibility is now met by monitoring and subtracting medical claim amounts from spend-down
a. If Yes spend-down met within 3 Month time periods, proceed to Step 6
b. If No, proceed to Step 8
6. MMIS triggers MEDS to approve member for Medicaid with effective dates.
7. MMIS send electronic notification that spend-down has been met to the recipient
8. Display remaining amounts responsible by member through portal

	Shared Data
	None

	Predecessor
	Determine Member Eligibility

	Successor
	Possible appeal

	Constraints
	State and Federal rules and regulations

	Failures
	None 

	Performance Measures
	None



	  

 
[bookmark: _Toc228596715]Calculate Spend-Down Amount “To-Be” Business Capability Matrix 
	Business Capability Descriptions
	Level 2

	At this level, the Determine Eligibility business process is extended by “workarounds” to meet the needs of programs besides FFS.  Benefit package selections may still be limited for traditional Medicaid programs.  However, Waiver programs may be structured to permit more flexibility around selection of services and providers within a benefit package.  Application data may be standardized within the state.  Some applicationsare still on paper.  Verifications are a mix of manual and automated.  Consistency is improved; requires fewer staff.  Process takes less time than Level 1.  There are many pathways for determining eligibility for low income applicants.  At Level 2, eligibility determination may still occur in silos without sharing or coordination.  Some efforts are made toward standardizing eligibility determination data so that it is more easily shared and compared.  Spend-down continues to be calculated manually.

	Timeliness of Process
	Level 2

	All automated process using portals and OCR technology.  Timeliness is greatly improved due to electronic submittal, consistent entry, speed data to and from approvers.  

	Data Access and Accuracy
	Level 2

	Access and accuracy is improved through the ease of access to data through the portals.  The approval process is automated and decisions are made systematically and with consistency.  Monitoring of spend down amounts on-line to resolve any confusion.

	Effort to Perform; Efficiency
	Level 2

	Access and accuracy is improved through the ease of access to data through the portals.  The approval process is automated and decisions are made systematically and with consistency.  Monitoring of spend down amounts on-line to resolve any confusion.

	Cost Effective
	Level 2

	Elimination of manual process imposes cost savings.  Resources are now not needed for Spend down calculation and member/provider communications. 

	Accuracy of Process Results
	Level 2

	The approval process is automated and decisions are made systematically and with consistency.

	Utility of Value to Stakeholders
	Level 2

	Access to data is greatly improved.




[bookmark: _Toc228596716]Prepare Member Premium Invoice   
The Prepare Member Premium Invoice business process begins with a timetable that can be set in MMIS for scheduled invoicing.  The process includes retrieving member premium data, performing required data manipulation according to business rules, formatting the results into required output data sets, and producing member premium invoices.  This process starts with MMIS setting the member eligibility to “PEND”.  Automatically, MMIS sends or emails the premium invoice to the member.  When the payment comes into DHH, it is entered into MMIS.  Payment will become automated if the Member has EFT capabilities.  If the payment is delinquent, MMIS will automatically notify the member (either through email or letter) to pay the premium.
[bookmark: _Toc228596717]Prepare Member Premium Invoice “To-Be” Process Model
	Item
	Details

	Description

	The Prepare Member Premium Invoice business process affects two programs in DHH: 
· Medicaid Purchase Plan (MPP) – This covers people with disabilities between the ages of 16 and 65 who work.  .
· The LaCHIP Affordable Plan - This covers Louisiana children up to age 19.  
The Prepare Member Premium Invoice is a process that takes place in the ESS, MPP Premium Unit.  .  

	Trigger Event
	The scheduled time set in MMIS to send out Member Premium invoices.

	Result
	Eligibility continues or adverse action

	Business Process Steps

	1. MEDS Eligibility determines a list of MPP members based on eligibility rules, sets the status of these members to PEND, 
2. MMIS prepares invoices  and emails or sends invoices to members
3. DHH collects premiums and processes the payment on-line through MMIS
4. MMIS determines if premium received by EFT or On-line input
a. If premium received by Check or EFT, proceed to Step 8
b. If no monthly premium received, proceed to Step 5
5. Automatic Notices are sent from MMIS Eligibility to the participating member with delinquent payment.
6. MMIS triggers Eligibility support about delinquent payments
7. MMIS emails or mails notices to Members reminding them about payment
8. MMIS determines if MEDS status changed for program
a. If Yes status states not on program, proceed to Step 9 
b. If No, status is the same, proceed to Step 2
9. MMIS closes the account when eligibility status is changed.  

	Shared Data
	None 

	Predecessor
	DHH determines eligibility for cost-sharing programs

	Successor
	Determine eligibility processes.

	Constraints
	State and federal rules and regulations.

	Failures
	None

	Performance Measures
	None




	  



[bookmark: _Toc228596718]Prepare Member Premium Invoice “To-Be” Business Capability Matrix 
	Business Capability Descriptions
	Level 3

	Information from all program eligibility systems is used to establish the amount of the member liability in a centralized member accounting system associated with the Member Registry.  Member liability amounts are updated by MMIS with online adjustment capability.  The process creates a debit when payments are made; overpayments are credited to the account and refunds made to the member by check or EFT.  Notices automatically are sent to the member from a central enterprise-wide member communications management business area advising them of their hearing rights and the amount of their client contribution.  Notices are automatically sent to the member when annual maximums are met for any program.  Member cost sharing accounts are maintained and updated by claims.

	Timeliness of Process
	Level 3

	Payment by EFT saves time in delivery of payment.  Use of portals saves time in communication process.  

	Data Access and Accuracy
	Level 3

	Access and accuracy is improved through the ease of access to data through the portals.  The approval process is automated and decisions are made systematically and with consistency.  Elimination of multiple  systems.

	Effort to Perform; Efficiency
	Level 3

	Payment by EFT is accurate and efficient.  System formulates premium invoice and it is communicated on-line.

	Cost Effective
	Level 3

	Process is all automated and electronic which will save in manual billing costs.  This will also eliminate the need for personnel to mail invoices and correspond to discrepancies.

	Accuracy of Process Results
	Level 3

	Payment by EFT saves time in delivery of payment.  Use of portals saves time in communication process and creates a clear form of communication.  

	Utility of Value to Stakeholders
	Level 3

	Access to data is greatly improved.  Notices are automatically sent to the member when annual maximums are met for any program.  Member cost sharing accounts are maintained and updated by claims.




[bookmark: _Toc228596719]Manage Drug Rebate   
The Manage Drug Rebate business process describes the process of managing drug rebates that will be collected from manufacturers.  The process begins with receiving quarterly drug rebate data file from CMS and comparing it to quarterly payment history data.  This file has data identifying drug manufacturer, drug code, the rebate factor, volume indicators, and the total rebate amount per manufacturer.  The system prepares drug rebate invoices and sends them electronically to the drug manufacturers.  The system then electronically sends CMS invoice data, and electronic reports to DHH Fiscal.  DHH or designated representatives can then log into a portal to resolve any disputes, correct any units, and resend invoices to the drug manufacturers.  EFT will be used for all payments received by DHH or designated representative.  An executive decision is pending on the process that could change its flow.
[bookmark: _Toc228596720]  Manage Drug Rebate “To-Be” Process Model
	Item
	Details

	Description
	The Manage Drug Rebate business process describes the process of managing drug rebate that will be collected from manufacturers.
Note: Rebate data is statutorily confidential.

	Trigger Event
	Transmittal of quarterly file from CMS and State  Supplemental Contractor which contains Drug Rebate data elements

	Result
	Offset of pharmacy expenditures

	Business Process Steps

	1. On a quarterly basis, files are received from CMS and state supplemental contractor
2. FI processes CMS tape and sends data to the system 
3. System performs audit checks
4. For State Supplemental, CMS data is sent to contractor
5. Contractor sends state supplemental rebate rate data
6. System creates invoices
7. System emails invoices to drug manufacturers
8. System electronically sends invoice data to CMS
9. System electronically submits rebates portion of CMS64 report to DHH Fiscal management
10. Log-on to system and determine whether there are disputes
a. If Yes, the Pharmacy rebate staff or the manufacturer initiates resolution process through system.  Proceed to Step 12
b. If No, proceed to Step 11
11.  Manufacturers submit electronic remittance and EFT to the system with and without disputes through portal.  Process ends
12. Pharmacy Rebate staff or designated representative exchanges correspondence with provider or Manufacturer to determine what information is needed for resolution
13. Staff reviews information on-line through system to verify the disputed units
14. Providers correct any misbilled claims on-line through portal
15. Update Drug Rebate invoice data on-line through system to reflect any changes
16. The system emails changes to the manufacturer through portal with accurate units until resolved
17. The manufacturer submits an additional payment EFT or accepts credit balances.  

	Shared Data
	1. CMS Rebate Data
2. CMS updates to Labeler File
3. Labeler Data
4. Provider Invoices

	Predecessor
	1. CMS and state supplemental rebate contractor data files
2. Paid claims

	Successor
	None

	Constraints
	State and Federal Laws and Regulations

	Failures
	Problems with CMS tape

	Performance Measures
	None




[bookmark: _Toc228596721]Manage Drug Rebate “To-Be” Business Capability Matrix 
	Business Capability Descriptions
	Level 2

	At this level, the Manage Drug Rebate business process uses electronic interchange and automated processes; for example, magnetic tape downloads and shared drives from legacy systems support state generation of rebate information.  Agencies are centralizing drug utilization data from siloed programs as inputs to the drug rebate process to achieve economies of scale, increase coordination, improve rule application consistency, and standardize data to increase rebates.

	Timeliness of Process
	Level 2

	Timeliness is greatly improved due to electronic submittal, consistent entry, and speed data to and from drug manufacturer.  Disputes are resolved expeditiously and recorded.  

	Data Access and Accuracy
	Level 2

	Access and accuracy is improved through the ease of access to data through the system.  

	Effort to Perform; Efficiency
	Level 2

	Effort is decreased due to the elimination of the stand-alone drug system.  .  The system automates invoices which creates efficiency and consistency.

	Cost Effective
	Level 2

	Electronic delivery of rebate invoices along with receipt of electronic payments and data reduce costs.

	Accuracy of Process Results
	Level 2

	Electronic delivery of rebate invoices along with receipt of electronic payments and data improve accuracy.

	Utility of Value to Stakeholders
	Level 2

	Moving to automation and electronic delivery systems along with access to payment data increases value.




[bookmark: _Toc228596722]Manage Estate Recoveries   
Manage Estate Recovery is a process mandated by federal law that requires states to seek recovery of any funds paid out by Medicaid for Nursing Home services, Home and Community Based Services, and related hospital and prescription services from the estates of deceased individuals 55 years old or older.  MMIS would generate an alert to the Medicaid Recovery unit that a new estate recovery case has been generated.  The case would contain the calculation of the recovery amount and a copy of the notice sent to the responsible party.  The responsible party would have been informed of the right of the estate to request an exemption, waiver, deferral or reduction in recovery amount either via the secure web portal or via mail.  MMIS would determine which requests are approved and recalculates the amount of the recovery.  A new notice would be sent to the responsible party.  The responsible party can pay the recovery electronically or by check. Once the funds are received, the receipt information is posted to MMIS and Finance.  If the full recovery has not been satisfied with the payment received, an additional notice would be generated with the recalculated recovery amount.
[bookmark: _Toc228596723]Manage Estate Recoveries “To-Be” Process Model
	Item
	Details

	Description
	Manage Estate Recovery is a process mandated by federal law that requires states to seek recovery of any funds paid out by Medicaid for Nursing Home services, Home and Community Based Services, and related hospital and prescription services from the estates of deceased individuals 55 years old or older.  The Department of Health and Hospitals is granted a privilege equal to last illness on the succession of the deceased Medicaid recipient.  

	Trigger Event
	Estate recovery case is established.

	Result
	1. Funds received to satisfy the recovery of Medicaid payments.
2. Receipt of payment is posted in MMIS and Finance
3. Exemption of Recovery

	Business Process Steps
	1. Receive alert that recipient who was over 55 years old and for whom Medicaid paid claims for the following services has died:
· Nursing Home,  
· Home and Community Based services, 
· Related hospital and prescription services
2. MMIS calculates amount owed 
3. Notices are sent electronically or auto-generated to authorized representative listing total owed
4. Authorized representative requests exemption/waiver/reduction on-line though portal or via mail and provides required verifications.
5. Determine if request and/or verifications were submitted via mail
a. If yes, go to step 6
b. If no, go to step 7
6. Request and/or verification are scanned into MMIS
7. MMIS attempts to dynamically approve or deny exemption requests on-line
8. Was MMIS able to approve/deny request?
a. If yes, go to Step10
b. If no, go to Step 9
9. Alert generated to Medicaid recovery staff to manually approve/deny exemption, reduction, waiver, or case deferral based on data available on line in case
10. Medicaid recovery staff determines status of request and enters it into MMIS
11. Notices are sent electronically or auto-generated to authorized representative with status of exemption request and amount owed.  
12. Responsible party makes payment either via web portal or check
13. MMIS posts payment to Finance when Funds received.
14. MMIS determines if  recovery totally satisfied
a. If yes, end process 
b. If no, go to Step 15
15. Notices are sent electronically or auto-generated to authorized representative with remainder owed.  
16. MMIS check every 6 months from initial payment date to determine if recovery satisfied
a. If yes, end process
b. If not, go to Step 14

	Shared Data
	Documents from the authorized representative

	Predecessor
	Death of Member in category that is subject to recovery 

	Successor
	None

	Constraints
	State and Federal Rules and Regulations

	Failures
	None

	Performance Measures
	None


	  


[bookmark: _Toc228596724]Manage Estate Recoveries “To-Be” Business Capability Matrix 
	Business Capability Descriptions
	Level 2

	This business process uses electronic interchange and automated processes; for example, date of death matches, probate petition notices and reports of death from nursing homes which increases coordination and improves timeliness, consistency, and access for stakeholders involved in the process.  Agencies are standardizing data to increase coordination and consistency, therefore enhancing usefulness for determining the value of estate liens and improving the timeliness and accuracy of the case follow-up, ensuring recovery is completed and Member registry and payment history are updated.

	Timeliness of Process
	Level 2

	MMIS uses electronic interchange and automated processes.  

	Data Access and Accuracy
	Level 2

	MMIS is standardizing data to increase coordination and consistency, therefore enhancing usefulness for determining the value of estate liens and improving the timeliness and accuracy of the case follow-up, ensuring recovery is completed and Member registry and payment history are updated.

	Effort to Perform; Efficiency
	Level 2

	The approval process is automated and decisions are made systematically and with consistency; elimination of multiple systems.

	Cost Effective
	Level 2

	 Automation will improve the overall cost efficiency.

	Accuracy of Process Results
	Level 2

	The approval process is automated and decisions are made systematically and with consistency; elimination of multiple systems.

	Utility of Value to Stakeholders
	Level 2

	Access to data is greatly improved.



[bookmark: _Toc228596725]Manage Recoupment   
The Manage Recoupment business process describes the process of managing provider recoupment.  Provider recoupments are initiated by the discovery of an overpayment.  DHH can initiate this from any department and records an open case through the MMIS portal.  At this point, MMIS will automatically compute the recoupment and gathers the history needed to process the request.  MMIS alerts DHH staff to review the recoupment on-line and to select recoupment method – on-line recoupment or promissory note.  All on-line recoupments will be processed automatically and instantaneously when requested.  Promissory notes will be created by the system and posted and tracked on the provider web portal.  Payments for the promissory note will be tracked by MMIS.
[bookmark: _Toc228596726]Manage Recoupment “To-Be” Process Model
	Item
	Details

	Description
	The Manage Recoupment business process describes the process of managing provider recoupment from identification of the overpayment amount to payment in full of what is owed.  Provider recoupments are initiated by:
· The discovery of an overpayment as the result of a provider utilization review audit, for situations where monies are owed to the agency due to fraud/abuse or inappropriate billing.  
· An overpayment to the provider due to adjustments or other accounting functions.
            Recoupment can be collected via check sent by the provider or Insurance carrier and                 credited against future payments for services via the check write.
· Cost settlement process that results in money that is owed to the Department.

	Trigger Event
	1. Discover overpayment as the result of a routine adjustment request, a provider utilization review, fraud and abuse case, or involvement of a third party payer.
2. Provider submitting a request for claim payment   
3. Provider utilization review audit and/or for fraud/abuse to pursue recovery or collection of Medicaid overpayments 
4. Bankruptcy or Out of Business Notice
5. Cost settlement process that results in money owed to the Department

	Result
	1. Receivables data is sent to Perform Accounting Functions and Manage Payment History.  
2. Establishment of recovery accounts in the Medicaid Management Information System (financial).  Successful recovery of Medicaid overpayments 

	Business Process Steps 
	1. The different program areas (PI, Pharmacy, etc) log on to MMIS and identifies recoupment and records arrangements that was made with the provider
2. MMIS automatically computes recoupment amount  and gathers claims history information
3. MMIS alerts DHH recoupment staff that there are recoupments  to verify on-line
4. DHH recoupment staff logs on to MMIS and verifies recoupment
5. DHH selects on-line recoupment method
a. If on-line recoup, proceed to Step 6
b. If promissory note, proceed to Step 8
6. MMIS emails provider through portal notifying of recoupment of funds for future claims and percentages
7. MMIS sets up automatic recoupment on-line to hit against future claims based on percentages set up by business rules, proceed to Step 13
8. MMIS generates promissory note and emails note to provider on-line
9. MMIS generates bills on-line and emails bills and reminders to providers on-line
10. MMIS determines if  balance zero,
a. If No, proceed to Step 11
b. If Yes,proceed to Step 12
11. Payment is received by Portal, MMIS posts payment Proceed to Step 13
12. MMIS automatically emails provider through portal note has been satisfied.
13. MMIS displays on-line progress of recoupment of providers


	Shared Data
	1. Secretary of State on-line business database 
1. Insurance Carrier Data

	Predecessor
	1. PI Case is opened
2. Adjustment in made on claim
3. TPL Claim is submitted

	Successor
	1. Perform Accounting Functions
2. Manage Payment History

	Constraints
	1. Integration of the MMIS with state accounting systems 
2. State and Federal Rules and Regulations

	Failures
	None

	Performance Measures
	None



	  

[bookmark: _Toc228596727]Manage Recoupment “To-Be” Business Capability Matrix 
	Business Capability Descriptions
	Level 2

	This process is increasing its use of electronic interchange and automated processes.  There is an increase in coordination between the provider utilization role, recoupments, and accounting resulting in rule application consistency.  More of the formatting is HIPAA compliant resulting in standardizing data to increase its usefulness for performance monitoring, management reporting, fraud detection, and reporting and analysis.

	Timeliness of Process
	Level 2

	Timeliness is greatly improved due to electronic submittal and automation of process.  

	Data Access and Accuracy
	Level 2

	Access and accuracy is improved through the ease of access to data through the portals.  The recoupment process is automated and decisions are made systematically and with consistency; elimination of multiple contractors and multiple systems.

	Effort to Perform; Efficiency
	Level 2

	Effort is decreased due to the elimination of systems and silos in the department.

	Cost Effective
	Level 2

	Elimination of multiple systems and siloed processes will cut down on repetition and resources.  

	Accuracy of Process Results
	Level 2

	Accuracy of process is improved by use of electronic communication.

	Utility of Value to Stakeholders
	Level 2

	Increased coordination between the provider utilization role, recoupments, and accounting resulting in rule application consistency.




[bookmark: _Toc228596728]Manage Settlement   
Manage Settlement business process reviews provider costs and establishes a basis for cost settlements or compliance reviews based on the Medicare Cost Report from intermediaries.  The process begins with MMIS automatically gathering annual claims summary data and electronically requests audited Medicare Cost Report from intermediaries through the portal.  MMIS calculates provider costs, establishes a basis for cost settlements, establishes interim reimbursement rates, and generates cost settlement data identifying the amount of overpayment or underpayment and the reimbursement rates to be considered for the next year.  MMIS then alerts DHH staff to log onto MMIS for any adjustments or corrections.  When completed, MMIS electronically produces notifications to providers of settlement on the portal, and adjusts provider claims.  Overpayments will be detected and adjusted.
[bookmark: _Toc228596729]Manage Settlement “To-Be” Process Model
	Item
	Details

	Description
	The Manage Settlement business process is auto generated through MMIS and triggers the intermediaries and the DHH staff of the findings.  The DHH staff verifies findings and then triggers on-line to recoup payment.

	Trigger Event
	Prompt for annual provider cost review.

	Result
	Data set with determination of cost settlement data as calculated, reviewed and modified.

	Business Process Steps
	1. MMIS automatically analyzes the annual claims summary data and provider costs and establishes a basis for cost settlements or compliance reviews
2. MMIS electronically notifies intermediaries for cost report
3. MMIS receives Medicare Cost Report from intermediaries from electronic transfer and/or on-line through portal.
4. MMIS receive provider cost settlement data from electronic transfer and/or through provider portal.
5. MMIS calculates the final annual cost settlement based on the Medicare Cost Report with updated information on Medicaid services.
6. MMIS establishes interim reimbursement rates 
7. MMIS generate cost settlement data identifying the amount of overpayment or underpayment and the reimbursement rates to be considered for the next year
8. MMIS notifies DHH settlement staff electronically to verify the data is correct on-line
9. DHH Settlement staff corrects any errors on-line through portal
10. MMIS electronically produces notifications to providers of settlement and posts on the portal
11. MMIS automatically adjust the provider claims – If necessary
12. MMIS determines whether claim is an overpayment
a. If Yes, Proceed to Step 13
b. If No, Proceed to Step  14
13. MMIS sets up a recoupment with claims processing and automatically sends EFT payment to provider.  Go to Step 15
14. If No, MMIS tracks cost settlement data until receivable or Payable until it is satisfied and posts results on portal. 
15. MMIS Closes Case

	Shared Data
	1. Payment History Repository
2. Provider Registry
3. Contractor’s Database

	Predecessor
	Receipt of provider cost reports and Medicare Cost Report

	Successor
	1. Manage Provider Communication
2. Perform Accounting Functions
3. Manage Payment History
4. Manage Rate Setting

	Constraints
	Cost report Settlement data must conform to state specific reporting requirements and MSIS reporting requirements.

	Failures
	Providers are not held accountable for information found from audit findings.

	Performance Measures
	1. Time to complete the process.
2. Consistency with which rules are applied
3. Accuracy with which rules are applied
4. Amount of overpayment
5. Amount of underpayment


	  

 
[bookmark: _Toc228596730]Manage Settlement “To-Be” Business Capability Matrix 
	Business Capability Descriptions
	Level 2

	This process increases its use of electronic interchange and automated processes.  DHH is centralizing common processes to achieve economies of scale, increase coordination, improve rule application consistency, and standardizing data to increase its usefulness for performance monitoring, management reporting, and analysis.

	Timeliness of Process
	Level 2

	This process has been automated so that the receipt of cost reports and communication of the reports will be done electronically.  Time will be saved in communication and information exchange.  

	Data Access and Accuracy
	Level 2

	Access and accuracy is improved through the ease of access to data through the portals.  The approval process is automated and decisions are made systematically and with consistency.  All error corrections for the cost reports are done on-line.  Submission of reports to CMS will be done electronically.

	Effort to Perform; Efficiency
	Level 2

	The time to review and update cost reports will be corrected on-line and will be standardized.  The data will be centralized so that there will only be one cost report instead of many of the same.

	Cost Effective
	Level 2

	Automating the cost report review process and sending funds via EFT will create a savings in material and in resources.

	Accuracy of Process Results
	Level 2

	The process is greatly improved as it is automated and communications is coordinated to resolve cost report discrepancies.  The improvement of standardization and the use of rules will create constancy and efficiency.  

	Utility of Value to Stakeholders
	Level 2

	In standardizing and monitoring this process through the system, CMS will receive a greatly improved product and in an efficient timeframe.




[bookmark: _Toc228596731]Manage TPL Recovery   
The Manage Third Party Liability (TPL) Recovery business process receives third party liability data from various sources such as external and internal data matches, tips, referrals, attorneys, and tries to recover on the overpayment.  This process begins with the TPL staff logging into the MMIS portal, opening a case and scanning and downloading information they currently have on the case.  At this point, MMIS will retrieve claims history and determine whether to involve DHH legal.  If this is an insurance related case, MMIS will contact the correct carrier and will alert them to engage in communication with the TPL unit.  The insurance carrier will then log into the portal, download requested information, and arrange for payment electronically to DHH.  If it is to a provider, notices will be automatically generated through the provider portal informing them of the recovery.  Through this portal, the provider can pay the amount, request a time extension, request claims recoupment, or rebut the claim for recovery.
[bookmark: _Toc228596732]Manage TPL Recovery “To-Be” Process Model
	Item
	Details

	Description
	The Manage TPL Recoveries business process is a state and federally mandated process that pursues recovery of the amount paid by Medicaid for services where there is liable third party or overpayment of benefits.

	Trigger Event
	Receipt of referral 

	Result
	Recovery of Medicaid expenditures from responsible parties.  

	Business Process Steps
	1. DHH TPL staff logs on-line to MMIS and initiates recovery, opens case and electronically retrieves claim history.
2. MMIS determines if recoverable claims hits thresholds
a. If thresholds met, proceed to Step 3
b. If thresholds not met, proceed to Step 5
3. MMIS electronically notifies to DHH legal so they can monitor on-line
4. MMIS determines whether to send notice to insurance carrier or provider based on policy business rules and if it a Trauma case. 
a. If Insurance, proceed to Step 5
b. If Provider, proceed to Step 10
5. MMIS automatically finds appropriate insurance carrier and sends electronic notice to insurance carrier through portal.  
6. Insurance carrier logs on to portal, logs appropriate information, uploads accident report  and electronically sends payment
7. MMIS determines if payment is received
a. If yes,  Proceed to Step 8
b. If no, proceed to step 9
8. MMIS posts payment, proceed to Step 12
9. MMIS determines amount due over specified time period, MMIS electronically notifies legal.  Proceed to Step 12
10. MMIS electronically sends notice to Provider to log on to portal to respond to recovery case
11. Determine the provider on-line response: (6 choices):  
a. If No response, Proceed to Manage Recoupment process  
b. If Provider rebuts claim with proof, documentation is downloaded on portal.  Proceed to Step 12
c. If Provider asks for a 30 day extension (this can happen once) -proceed to Manage Recoupment process
d. If a payment plan is set up, proceed to Manage Recoupment process
e. If provider pays amount on-line, MMIS post payment, proceed to Step 12
f. Provider submits refund, MMIS posts payment and executes EFT, proceed to Step 12
12. DHH TPL logs on to MMIS and determines if case is closed
a. If Close Recovery case, MMIS closes case on line
b. If not closed, proceed to Step 4

	Shared Data
	Documentation from responsible parties

	Predecessor
	1. Accident or injury
2. Non-report/late report of change that impacts eligibility 

	Successor
	Payment sent to DHH Fiscal Management

	Constraints
	State and Federal Rules and Regulations.  

	Failures
	None

	Performance Measures
	None




 
[bookmark: _Toc228596733]Manage TPL Recovery “To-Be” Business Capability Matrix 
	Business Capability Descriptions
	Level 2

	This process uses automated processes and is centralized by the use of a portal.  Electronic or magnetic tape downloads from other agencies are used for data matches and support access to member eligibility data.  But this process will have the capability of some data interchange with different health care entities and insurance companies. 

	Timeliness of Process
	Level 2

	Improvement of time will come from the use of the portal and limiting the replication of tasks.  Communication with the insurance carrier and the provider is improved because it will be done online through the portal.

	Data Access and Accuracy
	Level 2

	Information from the insurance carrier will be downloaded to the portal, which will increase accuracy.

	Effort to Perform; Efficiency
	Level 2

	Efficiency is improved through the ease of access to data through the portals.  The provider request process is automated and decisions are made systematically and with consistency; elimination of multiple contractors and multiple systems.

	Cost Effective
	Level 2

	This process is cost effect due to the fact the information is downloaded to the portal and processed electronically.  This eliminates the postage costs and resources to process the information.

	Accuracy of Process Results
	Level 2

	Information exchange is automated and decisions are made systematically and with consistency.

	Utility of Value to Stakeholders
	Level 2

	Access to the external entities, such as the insurance carriers, are greatly improved and communication towards resolution of the coordination of benefits.


[bookmark: _Toc220808148][bookmark: _Toc220816603]


0. [bookmark: _Toc228596734]Program Management Overview 
For DHH, the Program Management business area handles all of the development and management of the MMIS program, rates, rules, and reporting.  During the course of the “To-Be” JADs, it was determined that the new system should include centralization of data, user-friendly searches, and an enhanced data warehouse.  These features will improve the quality of work while reducing the time required in completing everyday tasks.
[bookmark: _Toc228596735]Business Process Improvements Identified During JADs   
	LA MITA Vision
	Global Improvements from “To Be” JAD Sessions

	Go Green:  Paperless Business Processes
	· Electronic signatures & approval
· Attachment of documents


	User Friendly
	· Circulate documents for comment electronically.
· Alert for meetings 
· Alert for review 
· Tracking tool that contains comments
· Electronic alert that it is ready for processing

	Web-Technology
	· Tracking system accessible through Web Portal

	Transparency
	· Web posting of Provider Performance/outcome data
· Web posting of the State Plan, policy manuals, fee schedules 
· Web site for listing performance of departmental initiatives, contractors, providers, quality, etc

	Enhance and Support Current and Future Systems
	· Case tracking system 
· Audit trail of all activities


	Access to Data
	· Reporting should be produced automatically or by trigger
· On-line history of business relationship including all communication

	Improved Oversight / Reporting
	· Monitoring should encompass all business components
· A record of when and who did the monitoring

	Metrics
	· National Committee for Quality Assurance (NCQA)  
· Healthcare Effectiveness Data and Information Set (HEDIS)

	Other
	Designate Approved Service/Drug Formulary
· Eliminate paper process –more online function to set to payable or not.
· Want yearly code sets to be automated & periodic codes like CLIA to be automated.
· COTS –clinical editing programs
· Staff would like codes to be table driven so they could deny or approve codes on an edit screen rather than having a programmer make hard code changes to the system. 
· Email alert when code sets are loaded into system.
· Audit trail 
· Send an Alert when someone puts in a code change so everyone knows what is going on
Develop and Maintain Benefit Package
· Provide Electronic tracking
· Support rule making Templates
· Allow ad hoc reporting from an improved DSS
· Provide a cross reference – Change one item, what is impact?
· Support automated notices when updates made for manual updates
· Support easier testing of changes
· Identify potential  problems
· Test against actual claims rather than dummy claims
· Have own DHH test environment to do testing
· Provide “What-if” capability to determine the impact of a proposed change with security measures
Manage Rate Setting
· Support automated rate verification
· Support automated notices:  
· Allow entry of free-form  text
· Keep actual copy of sent notices instead of regenerating
· Support electronic cost reporting
· Maintain Claims history 
· Ability to put in parameters and pull claims data
· Implement a more robust  DSS
· Want electronic reports
· Provide “What-If” capabilities to determine impact of changes
· Need to keep detailed information about notices and rate changes
· Allow appropriate state staff to make rate changes with audit trail
· Generate alerts to notify others of initial activities, need for collaboration, approvals
· Support date-effective (begin and end) dates
· View on line history of all rates that were effected – no overlaying of records
· Automated cost reports for hospitals and waivers
Develop Agency Goals and Objectives
· Support “What-if” capabilities
· Support user generated ad-hoc reporting from a more robust DSS
· Automated workflow & tracking – 
· where documents are in process
· who has responded to information
· automated approval
· Allow documents to be uploaded or scanned and attached
· Generate automated request reminders
Develop and Maintain Program Policy
· Provide standard templates for entry of data.  Templates should be interactive in that they allow editing and identify required information based on data entered
· Support system alerts to everyone that new policy is being proposed, or is approved and the effective date
· Support online collaboration for review and entry of comments
· Track responders to reviews
· Maintain history of all policy changes
· Support ability to obtain electronic approval and ability to delegate by Section Chiefs
· Provide access by outside parties with security measures
· Online instructions including timeline and help features
· Provide various search methodologies (e.g., policy numbers, context sensitive, key word)
· User friendly active directory with Policy and rules
· Triggers  to have manuals and anything else updated
· What if ad-hocs for both rule check and claim checks
State Plan
· The State Plan should be available for the state on the State website through the Intranet
· Possible link on the public website on the Internet to the CMS page displaying Louisiana State Plan information
· Electronic Workflow system – This system should track where the activity is currently taking place on the Plan.  A history log should be kept to show who has it, who touched it, and what they are doing with it.  It should also show the steps it currently has to go through to get to where it is going.
· Better access to the DSS would help the process of Maintain the State Plan.  The Information from the DSS should easily be compiled and formatted in order to be put into the plan.  The DSS should be much more user friendly in order to do tasks like this.
· When a plan is generated (or in the process), triggers should be in place in order to notify the right people to create new manuals, reports, and provider outreach.
· The circulation of the information needed to produce the plan all should be electronic and accessible to the right people.  Electronic alerts should be sent out to those responsible for reviewing the plan.  This should work with the workflow system. 
Formulate Budget
· Provide a more robust DSS 
· User friendly
· Appropriate staff has access
· Provide ability to determine impact of changes using a “What-if” capability
· Support user friendly budget forms
· Support automated reports
· Real time
· Batch reports
· Regular scheduled
· Set very good parameters
· Support multiple persons running reports
· Provide online instructions for completing panels
Manage FFP for MMIS  
· Support online APD template that can be updated
· Support identification of appropriate FFP (e.g., 90/10) for expenditures
· Support interfacing with State’s Financial Contracts Systems coming that will replace ICCES – SAP will be software
· Allow financial code tread to APD
· Support online reports
Manage F-Map
· None at this time
Manage State Funds
· Support Interface with new Financial Contracts System
Manage 1099s
· Provide ability to generate reports with 1099 information
· Support drill down for 1099 details to see what was used to generate 1099
· Provide ability to cross-reference 1099s (e.g., 1099 should be produced on each tax ID but link should show all of a providers  1099s)
· Support ability to create 1099 on an as needed basis so if someone wants to know exactly what has been paid that could be reported
· Automated 972 notices
· Provide web portal to upload documents and send
· Maintain electronic copy of all 1099s produced
· Allow providers to update information through web portal
· Show provider details of 1099 through web portal 
· Provide ability to re-link claims to correct Tax ID
Perform Accounting Functions
· Automate purchasing system
Develop and Manage Performance Measures
· Provide “What-if” capabilities
· Provide a more robust DSS
· Provide a parallel testing environment
Monitor Performance and Business
· Provide ability to monitor performance related to system changes 
· Support a discussion form / Thread tracker
· Support ability to query status of changes to system
· Support ability to escalate issues for collaboration
· Support improved monitoring and tracking of the FI performance
Generate Financial & Program Analysis
· Produce MARS reports out of DSS 
· Need Financials tracked down to individual claim
· Have historical reports with drilldown
· Be able to run MARS on demand
Maintain Benefits-Reference
· Support auto notification of proposed code and rate changes
· Auto approval with tracking and status
· Provide “what if” capabilities to determine impact of a rule change
· Provide more robust DSS
· Provide a parallel testing environment
· Automated update of national codes with ability for Louisiana overrides.  Maintain history of overrides
· Generate automated provider notices
Manage Program Information
· Maintain automated DATA dictionary
· Increase frequency of data warehouse loads 
· Provide automated alerts when files are loaded
· Provide Help functions
· Validate that report is correct before releasing report
· Implement Date Standard formats
· Provide use of unduplicated data
· Allow outside agencies to get into DSS with proper security access
· Support “Drag and Drop” capabilities
· Support single sign on and online reset of password
· Maintain tracking of what data retrieved and sent out






[bookmark: _Toc228596736]Designate Approved Services/Drug Formulary
The Designate Approved Services/Drug Formulary business process will handle all codes that are loaded, deleted, or modified in the system.  The system will automatically load all national code tables, as they are received.  The system will also allow the addition by designated staff members.  Once the codes are loaded, the system will generate alerts to all sections of the load as well as a report of the possible effect to program, services, and rate.  The designated staff will then be able to review the report and do future analysis to determine the true impact to Louisiana system.  With the true impact identified, overrides and modifications are entered on the code table edit screen.  If rates and fees are affected, these will be updated with appropriate business process.  With the changes in place, an alert and report are sent to the appropriate party for approval by electronic signature.  Once the electronic signature is executed, the changes will go into production, with notifications and alerts.

[bookmark: _Toc228596737]Designate Approved Services/Drug Formulary “To-Be” Process Model
	Item
	Details

	Description
	The Designate Approved Services business process begins with a review of new and/or modified service codes for possible inclusion in various Medicaid Benefit programs.  Certain services may be included or excluded for each benefit package.
Service codes are reviewed by Operations, Policy, and/or Rates staff to determine fiscal impacts and medical appropriateness for the inclusion or exclusion of codes to various benefit plans.  The assigned staff is responsible for reviewing any legislation to determine scope of care requirements that must be met.  Review includes the identification of any changes or additions needed to regulations, policies, and state plan in order to accommodate the inclusion or exclusion of service/drug codes.  The staff is responsible for the defining coverage criteria and establishing any limitations or authorization requirements for approved codes.
NOTE:	This does not include implementation of Approved Service.

The Designate Approved/Drug Formulary business process begins with a review of new and/or modified national drug codes (NDC) for possible inclusion in the pharmacy program.  Drugs may be included or excluded.  Drug codes are reviewed by a team of medical staff to determine if they meet program policy and medical appropriateness for the inclusion or exclusion.  The review team is responsible for reviewing any legislation to determine scope of care requirements that must be met.  Review includes the identification of any changes or additions needed to regulations, policies, and state plan in order to accommodate the inclusion or exclusion of drug codes.  The review team is also responsible for the defining coverage criteria and establishing any limitations or authorization requirements for approved codes.

	Trigger Event
	1. Receipt of information from Develop and Maintain Benefit Package
2. Annual, Bi-annual, Quarterly or other review of newly established or modified services codes as published by maintainers of medical codes.
3. Receipt of new codes from drug information clearinghouse, drug manufacturers or providers
4. Mandates and Initiatives from the State, Feds, and local departments; and updates from external files

	Result
	Services, codes and drug formulary changes are implemented

	Business Process Steps
	1. Receive notification of new code(s) have been loaded or change code(s) requests 
2. Generate alert to all sections about new codes
3. Generate report on possible program, coverage and rate changes with recommendations
4. Review report and do analysis to determine true impact
5. Enter overrides and requirements; there will be an audit trail
6. Determination by System that Rate changes or additions required
a. If Yes, go to Step 7
b. If No, go to Step 8
7. Establish Rates - Go to Manage Rate Setting Business Process
8. Generate alert to appropriate person for electronic signature to denote approval of addition or elimination of services or codes
9. Execute electronic signature by appropriate person for approval
a. If Yes, approved, go to Step 11
b. If No, disapproved, go to Step 10 
10. Generate notification of denial to appropriate parties, End Process
11. Activate approved modifications 
12. Generate alert to all sections about new codes/fees
13. Generate web portal notice of code/fees approval
14. Generate alert to appropriate party that notification is ready to be sent out via proper business process

	Shared Data
	1. Drug Formulary Table
2. CMS drug rebate file
3. Standard Code sets

	Predecessor
	1. Federal and State law changes
2. Need for new or revised services
3. Maintain State Plan

	Successor
	1. Manage Applicant and Member Communication
2. Manage Provider Communication 
3. Maintain State Plan

	Constraints
	State and Federal laws and regulations 

	Failures
	None

	Performance Measures
	None 


	  


[bookmark: _Toc228596738]Designate Approved Services/Drug Formulary “To-Be” Business Capability Matrix 
	Business Capability Descriptions
	Level 2

	The State of Louisiana needs more centralized and automated processes, which includes the implementation of a system that loads national and periodical code tables automatically.  In addition, the system should be table driven with all codes being able to be easily edited via a code table and edit screen.  

	Timeliness of Process
	Level 2

	The time of this process will be greatly reduced with a code table edit screen allowing for edits to be made by the program area staff rather than having to have FI programming staff make hard code logic changes to the system.  

	Data Access and Accuracy
	Level 2

	Automative loads of annual and periodical files will improve the access to current data as well as it accuracy.

	Effort to Perform; Efficiency
	Level 2

	The generation of auto alerts when codes are loaded and changed, will help keep workers informed of status and will improve the efficiency with which the codes are maintained.

	Cost Effective
	Level 2

	The overall cost of programs will be improved with codes staying up to date and accurate and COTS claim editing producing a cost savings.  

	Accuracy of Process Results
	Level 2

	The accuracy of the codes will be improved by the codes loaded automatically, updated, and edited in a more efficient manner.

	Utility of Value to Stakeholders
	Level 3

	Reducing the time and improving the accuracy of code changes will increase the value to both the State and providers by improving claims payment accuracy.  Comparability with Medicare and other insurance should mean less billing problems for providers.





[bookmark: _Toc228596739]Develop and Maintain Benefit Package
The Develop and Maintain Benefit Package business process handles the development and maintenance of the benefit packages that the State of Louisiana has or wishes to develop.  This will generate alerts to keep all sections informed of the development of new packages and the maintenances of old packages.  This should help cut down conflicts in packages and duplication of work.  The system will also generate alerts to the stakeholder about meetings and have electronic collaboration to reduce the time it takes to perform this process.  Once the draft is ready, the system will inform Executive staff with an alert to allow them to execute an electronic signature and approve the changes.  With the completion of all other processes to modify rates and the State Plan, the system will send an alert and produce a document to be sent to CMS for approval.  After CMS approval is obtained, the package can go into production and notifications sent to interested parties.
[bookmark: _Toc228596740]Develop and Maintain Benefit Package “To-Be” Process Model
	Item
	Details

	Description
	The Develop & Maintain Benefit Package business process begins with receipt of coverage requirements and recommendations through new or revised Federal / State statutes and/or regulations or mandates from external parties, such as quality review organizations or changes resulting from court decisions.  Benefit package requirements are mandated through regulations or other legal channels and must be implemented.  Implementation of benefit package is optional and these requests must be approved, denied, or modified.
Benefit package requirements and approved recommendations are reviewed for impacts to state plan, waivers, budget, federal financial participation, applicability to current benefit packages, and overall feasibility of implementation including:
· Determination of scope and coverage
· Determination of program eligibility criteria such as resource limitations, age, gender, duration, etc.
· Identification of impacted members and trading partners

	Trigger Event
	1. Court decisions
2. Budget neutrality
3. Recipient Appeals
4. Required implementation date of State and Federal Regulations
5. Legislation and DHH initiatives

	Result
	Implementation of new or modified benefits

	Business Process Steps
	1. Receipt of coverage requirements and/or recommendations identifying new or modified benefits log into system.  System will track throughout process.
2. Generates alert to all sections of purposed package
3. Generate alert to stakeholders of meeting on package
4. Conduct meeting with stakeholders
5. Analyze provider and fiscal/budget neutrality impact
6. Compare Analysis of request for feasibility and impact to implementation compared to the current benefit package
7. Determine if a benefit package adjustment is needed
a. If Yes, go to Step 8
b. If No, End Process
8. Prepare for draft for executive review
9. Conduct Electronic Collaboration with executive staff
10. Finalize draft 
11. Generate alert to Executive final draft is ready for approval
12. Execute electronic signature by Executive denoting approval
a. If Yes, go to Step13
b. If No, End Process
13. Perform Manage Rate Setting
14. Determine and enter coverage requirements including scope of coverage, eligibility criteria, rate, and effective date.  In addition, other items will be entered including need for Rate modifications, State Plan modification and if CMS approval is required.
15. Generate alert to Executive coverage requirements ready for approval
16. Execute electronic signature by executive denoting approval
a. If Yes, go to Step 17
b. If No, End Process
17. Determination by system that rule development/changes required 
a. If Yes, go to Step 18
b. If No, go to Step 19
18. Perform Develop and Maintain Program Policy business process
19. Determination by system that State Plan modification required
a. If Yes, go to Step 20
b. If No, go to Step 21
20. Perform Maintain State Plan Business Process
21. Determination by system that CMS approval is required
a. If Yes, go to step 22
b. If No, go to Step 25
22. Generate document for CMS
23. Generate alert to staff that CSM approval is required
24. Submit document to CMS
a. If Yes, go to step 25
b. If No, go back to Step 9
25. Generate alert to all sections of new package
26. Generate alert to appropriate staff to update manuals
27. Generate web portal notice of new package approval
28. Generate alert to appropriate party that notification is ready to be sent out via proper business process

	Shared Data
	1. Other states benefit packages
2. External Research data on benefit packages

	Predecessor
	Federal, State and local laws and regulation changes

	Successor
	1. Perform Population and Member Outreach
2. Perform Provider Outreach
3. Manage Provider Communication
4. Develop & Manage Performance Measures 
5. Report and Monitor Performance/Business Activity

	Constraints
	State and Federal laws and regulations 

	Failures
	None

	Performance Measures
	None 






[bookmark: _Toc228596741]Develop and Maintain Benefit Package “To-Be” Business Capability Matrix 
	Business Capability Descriptions
	Level 2

	The benefit package selections are still limited for traditional Medicaid programs.  However, Louisiana has several Waiver programs that permit more flexibility.  This business process supports these functions by allowing a centralized and electronic process to assist in the development and maintenance of packages.

	Timeliness of Process
	Level 2

	By providing alerts for notification of new packages, electronic collaboration of packages, and electronic signatures for approval of packages, the time required to produce or maintain a package have been greatly improved.

	Data Access and Accuracy
	Level 2

	With a more centralized and electronic process, the packages information will be accessible in a more efficient and user-friendly manner.

	Effort to Perform; Efficiency
	Level 2

	Efficiency of package development will be increased with more input for other parties through electronic collaboration and alerts notification.

	Cost Effective
	N/A

	Cost effectiveness will be increased due to reduced errors through electronic process.

	Accuracy of Process Results
	Level 2

	With alerts to let other sections know about the development of a new package, overlap and conflict will be reduced improving overall accuracy.

	Utility of Value to Stakeholders
	Level 2

	Time reduction, improved efficiency, and accuracy in the package development will give added value to the State and providers by improving payment of claims and development of benefit packages.





[bookmark: _Toc228596742]Manage Rate Setting
The Manage Rate Setting business process handles the establishing and modification of rates.  This process will allow authorized users to enter rates into the system with an audit trail.  The system will be a web based system and will assist in the development of rates by producing reports on rate history.  Alerts will be sent out to all sections to alert them to the possibility of a new rate.  Once the rate has been entered into the rate table edit screen and approved, an additional alert will go out to all sections letting them know the rate was approved and is in production.  Notices will also go out to other interested groups such as providers. 
[bookmark: _Toc228596743]Manage Rate Setting “To-Be” Process Model
	Item
	Details

	Description
	The Manage Rate Setting business process is responsible for developing or modifying rates for any services or products covered by the Medicaid program.

	Trigger Event
	1. Receipt of rates
2. Scheduled date for new/adjusted rate or receipt of new/changed rates or request for new/adjusted rate resulting from approved Legislative initiatives or other interested parties
3. New/revised provider products, program, and audits
4. Federal and State mandated 
5. Change in appropriations
6. Manage Benefit 

	Result
	New Rate or change to rate, with effective date and date span

	Business Process Steps
	1. Enter request into system for rate analysis and calculation
2. Generate report of request items with history of rate information in system
3. Review report and develop Rate Methodology 
4. Perform fiscal and budget impact analysis
5. Enter findings and requirements into system
6. Generate alert to sections of possible rate change
7. Determinations by system if budgetary approval is required
a. If Yes, go to Step 8
b. If No, go to Step 5
8. Generate document for budgetary authorization
9. Generate alert to budgetary authority for authorization
10. Execute electronic signature by budgetary authority giving approval for rate change 
a. If Yes, go to Step 11
b. If No, End Process
11. Determination by system that a authorization for rate change (internal to Medicaid) required 
a. If Yes, go to Step 12
b. If No, go to Step 14
12. Generate alert to appropriate party for authorization
13. Execute electronic signature by appropriate party for authorization approval
a. If Yes, go to Step 14
b. If No, End Process
14. Determination by system State Plan modification required
a. If Yes, go to Step 15
b. If No, go to Step 16
15. Perform Maintain State Plan
16. Enter new rate or change rate into system with an effective date via rate edit window
17. Determination by system that LIFT is required 
a. If Yes, go to Step 18
b. If No, go to Step 22
18. Generate LIFT 
19. Generate alert to appropriate party that LIFT was created
20. Monitor LIFT progress on line
21. Generate alert to appropriate party that LIFT is complete
22. Generate alert to all sections rate has changed 
23. Generate alert to appropriate staff to update manuals
24. Generate web portal notice of rate approval
25. Generate alert to appropriate party that notification is ready to be sent out via proper business process

	Shared Data
	1. External cost reports (e.g., providers)
2. Audit results
3. Drug Formulary File
4. Federal and State comparison information (include indexes)
5. New code sets
6. Medicare fee schedule

	Predecessor
	1. Approved budget
2. Approved State Plan
3. Buy-in from Stakeholders
4. Mass adjustments
5. Enrollment of certain provider types
6. Federal and State Laws and Statutes

	Successor
	1. Provider Outreach
2. Edit Claims Encounter
3. Pricing Claims Encounter
4. Audit Encounter
5. Mass adjustments

	Constraints
	1. Budget Process completed
2. State and Federal Regulations and Policy
3. State Plan Process completed

	Failures
	1. Loss of buy in from stakeholders
2. Change in appropriation

	Performance Measures
	State and Federal mandated timelines






[bookmark: _Toc228596744]Manage Rate Setting “To-Be” Business Capability Matrix 
	Business Capability Descriptions
	Level 2

	This process will be enhanced by the use of table driven edits.  By having table driven edits, both edits and effective dates will be easily viewed in the history window of the system.  These table edits should also cut down on overlays of rates in the system and help maintain a clean history.  

	Timeliness of Process
	Level 2

	By having an edit table window for edit entry and modification, the time required to maintain edits will be reduced.

	Data Access and Accuracy
	Level 2

	The edit table window will allow those authorized users to view the current edits as well as history.

	Effort to Perform; Efficiency
	Level 2

	Having the program area enter and be responsible for edit changes is much more efficient than having to fill out a form and have the FI staff make the changes in the program code.

	Cost Effective
	N/A

	Electronic maintenance of edits will reduce payments made in error.

	Accuracy of Process Results
	Level 2

	With the program area staff entering the rates, there will be fewer chances of errors due to misunderstanding of the rate form.

	Utility of Value to Stakeholders
	Level 2

	Improvement in the time and accuracy involved in changing rates will provide value to the State and providers by improving the accuracy of claims payment.





[bookmark: _Toc228596745]Develop Agency Goals and Initiatives
The Develop Agency Goals and Initiatives business process is used to set the goals and initiatives of the agency and sections.  The system will generate alerts when it is time to set goals and/or alert to reviewing.  Once the alert comes, the system will generate an alert to Executive staff for a meeting.  After a clear understanding is developed in the meeting of the agencies, a draft will be entered using standard templates.  The use of electronic collaboration will ensure all items are addressed before generating an alert for approval using electronic signatures.  After all approvals, the system will generate an alert to let all sections know the goals and objectives.
[bookmark: _Toc228596746]Develop Agency Goals and Initiatives “To-Be” Process Model
	Item
	Details

	Description
	The Develop Agency Goals and Initiatives business process annually assesses current mission statement, goals, and objectives to determine if changes are necessary within the framework of the 5-year strategic plan.  Changes to goals and objectives could be warranted under a new administration, or in response to changes in demographics, or in response to natural disasters such as Katrina.  If approved, formal report changes are done once a year.

	Trigger Event
	1. Receipt of notice that a review of current goals and objectives is warranted
2. Budget Cuts
3. Department objectives and initiatives 
4. State and federal initiatives 
5. Quarterly reports
6. Annual reports

	Result
	New statement of official goals and initiatives 

	Business Process Steps
	1. Receive notice that a review of current goals and initiatives is warranted.
2. Generate alerts to Executive staff of meeting
3. Conduct meeting with Executive Staff for directives
4. Draft goals and initiatives into system using the template
5. Conduct electronic collaboration with Medicaid Sections and other Stakeholders
6. Finalize goals and initiatives draft
7. Conduct Electronic collaboration with Executive Staff
8. Finalize goals and initiatives
9. Generate alert to Executives for review and approval
10. Obtain Executive approval of goals and initiatives
a. If Yes, go to Step 11
b. If No, End Process
11. Determine if final State Planning Board approval required
a. If Yes, go to Step 12
b. If No, go to Step 13
12. Obtain electronic approval  by State Planning Board
a. If Yes, go to Step 13
b. If No, go back to Step 7
13. Generate alerts to all sections that goals and initiatives have been approved

	Shared Data
	1. Louisiana Performance Accountability System (LaPAS)
2. State Performance Indicators
3. Internal Management Reports 
4. National Trends
5. State demographics
6. Other states goals and initiatives

	Predecessor
	1. Previous 5 year Strategic Plan
2. Performance Indicators Target
3. New changes to existing initiatives
4. A request to research

	Successor
	1. New Services and Programs 
2. Publish new statement of goals and initiatives

	Constraints
	1. State and Federal Laws and Regulations
2. State or Federal funding
3. Stakeholder buy-in

	Failures
	Loss of buy in from stakeholders

	Performance Measures
	Quarterly & annual review of accomplishing goals and initiatives





[bookmark: _Toc228596747]Develop Agency Goals and Initiatives “To-Be” Business Capability Matrix 
	Business Capability Descriptions
	Level 2

	The Develop Agency Goals and Initiatives business process will be centralized and streamlined with the use of the web based system, alerts, electronic collaboration, and electronic signatures. 

	Timeliness of Process
	Level 2

	The use of electronic collaboration and electronic signatures will help reduce the time involved in this process.

	Data Access and Accuracy
	Level 2

	The alerts will keep everyone informed about the goals.

	Effort to Perform; Efficiency
	N/A

	

	Cost Effective
	N/A

	

	Accuracy of Process Results
	N/A

	

	Utility of Value to Stakeholders
	N/A

	



[bookmark: _Toc228596748]
Develop and Maintain Program Policy
The Develop and Maintain Program Policy business process handles creating and modifying rules and policy.  The system will be a web based system and enhanced with the best of breed Decision Support System (DSS).  With the use of templates, the user will be able to quickly enter and modify changes to the policy and rules.  As with the other business processes in this business area, electronic collaboration and electronic signatures will be used to reduce time, improve accuracy, and efficiency.  An audit trail will be maintained on all activities and reports generated, whether triggered by events and/or demand requests.
[bookmark: _Toc228596749]Develop and Maintain Program Policy “To-Be” Process Model
	Item
	Details

	Description
	The Develop and Maintain Program Administrative Policy Business Process responds to requests or needs for change in the agency’s programs, benefits, or rules based on federal or state statutes and regulations, governing board or commission directives, internal and external quality findings, federal or state audits, agency decisions, and stakeholders interest pressure.

	Trigger Event
	1. Scheduled date for review of policy. 
2. Scheduled date to implement new policy or change
3. External Entities 
4. New procedure codes that need policy
5. Maintain Benefit Package
6. Mandates from the State, Federal, and local departments
7. Updates from external files

	Result
	1. New or changed policy 
2. New or changed business rules
3. Change benefits 

	Business Process Steps
	1. Receive request to initiate or modify policy and/or rules logged into system.  System will track progress of policy and rule throughout process
a. If Policy – Go to Step 2
b. If Rule - Go to Step 19
2. Generate alert to all sections of proposed policy
3. Generate request to providers to provide information for policy analysis
4. Determine if State Plan needs changes
a. If Yes, go to Step 5
b. If No, go to Step 6
5. Go to Maintain State Plan business process
6. Review and assess impact of policy on budget, stakeholders, and other benefits.
7. Section staff develops individual/specific program policy
8. Generate alert for review and comment by Sections
9. Conduct electronic collaboration within department and outside the department for comments
10. Finalize draft policy
11. Generate alert to obtain Section chief’s or designee’s electronic approval of final draft
12. Obtain electronic approval by Section chief’s designee
a. If Yes, go to Step 13
b. If No, End Process
13. Generate alert to Executive Management for electronic signature to approve draft
14. Obtain electronic approval/signature from Executive Management
a. If Yes, go to Step 15
b. If No, End Process
15. Determine need to send to CMS for approval 
a. If Yes, go to Step 16
b. If No, go to Step 17
16. Generated document and Submit to CMS for review and approval
a. If Yes, go to Step 17
b. If No, End Process
17. Enter effective date and date span of plan into system
18. Determine if Rule is required
a. If Yes, go to Step 19
b. If No go to Step 47
19. Generate alert to Sections about proposed rule
20. Complete online Rule template 
21. Generate alert to Sections for review and comment of proposed rule
22. Conduct electronic collaboration of rule draft
23. Generate Draft Notice of Intent
24. Conduct Online Collaboration
25. Finalize Notice of Intent
26. Generate alert that Notice of Intent is ready for Approval
27. Obtain Electronic Approval/Signature
a. If Yes, Go to Step 28
b. If No, Go to Step 24
28. Determine if Emergency process should be used
a. If Yes, go to Step 29
b. If No, go to Step 33
29. Generate notification to publish ASAP in Register and/or newspapers
30. Generate notification to legislative fiscal office (LFO) of new rule
31. Generate alert to Secretary for electronic signature approval of emergency rule 
32. Obtain electronic approval/signature by Secretary for approval of rule
a. If Yes, go to Step 47
b. If No, go back to step 22
33. Generate alert to LFO for approval of rule
34. Execute electronic signature by legislative fiscal office (LFO) for approval of rule
a. If Yes, go to Step 35
b. If No, End Process
35. Generate alert to Secretary for electronic signature approval of rule 
36. Obtain electronic approval/signature by Secretary for approval of rule
a. If Yes, go to Step 37
b. If No, End Process
37. Generate notification to publish Notice of Intent to legislature, Publish Notice of Intent Register and Newspapers
38. Conduct Public Hearings on Notice of Intent and take written comments
39. Prepare response to comments in writing
40. Incorporate appropriate comments 
41. Generate alert to Secretary for electronic approval/signature approval of final rule 
42. Obtain electronic approval/signature by Secretary for approval of final rule
a. If Yes, go to Step 43
b. If No, End Process
43. Generate alert to Governor & Legislature for electronic approval/signature approval of final rule 
44. Obtain electronic approval/signature by Governor & Legislature for approval of final rule (have 30 days to call meeting and change)
a. If Yes, go to Step 45
b. If No, End Process
45. Submit to CMS for approval 
a. If Yes, go to Step 46
b. If No, End Process
46. Develop Implementation Plan for Rule
47. Generate electronic notification to interested parties
48. Generate alert to staff to update manuals
49. Generate alert to all sections of policy and or rule approval, effective date and date span 

	Shared Data
	1. Current Program Policy
2. Federal Regulations
3. National Measures 
4. Standards
5. Other states policies

	Predecessor
	1. Change in Federal and/or State Initiatives and/or regulations
2. Case law
3. Federal interpretation of policies
4. Public practices
5. Process improvement
6. Scheduled date for review of policy
7. Scheduled date to implement new policy or change
8. Code Sets

	Successor
	1. Maintain State Plan
2. Manage Applicant and Member Communications
3. Manage Provider Communications
4. Manage Contractor Communications
5. Manage Budget

	Constraints
	Federal State laws and regulations

	Failures
	1. Anticipated policy violates federal/state law, regulations, policy
2. Department chose not to implement

	Performance Measures
	None




 
[bookmark: _Toc228596750]Develop and Maintain Program Policy “To-Be” Business Capability Matrix 
	Business Capability Descriptions
	Level 2

	This process deals with the development and maintenance of the policy and rules.  With the advent of electronic collaboration, alerts, and electronic approval/signatures, this process is enhanced.  Adding a more robust DSS will further enhance it by increasing the research ability of the system as well as making it more user-friendly.

	Timeliness of Process
	Level 2

	By cutting down on the development time of policy and rules with electronic collaboration, electronic signature, and alerts, this process timeliness has improved.

	Data Access and Accuracy
	Level 2

	With the rules and policy being stored in the DSS, access will be granted to an authorized user.

	Effort to Perform; Efficiency
	Level 2

	System generated notices, alerts, and electronic signatures will reduce the time spent performing this process. 

	Cost Effective
	Level 2

	Accuracy of the rules and policy will produce accurate claims, reducing overpayments.

	Accuracy of Process Results
	Level 2

	Accuracy of the rules and policy will improve with the electronic collaborations.

	Utility of Value to Stakeholders
	Level 2

	The improved accuracy of claims payment will be of value to both the State and providers.



[bookmark: _Toc228596751]
Maintain State Plan
The Maintain State Plan business process simply maintains the State’s Plan for Medicaid.  The new system will include a Best of Breed Decision Support System (DSS) to help do analysis for the State Plan development.  The new system will also include templates to assist in the formation for State Plans as well as the other features of alert and electronic collaborations.  All of these features assist in reducing the time required to perform this process.  Once the State Plan is approved, it will be posted on the web and accessible for viewing.  A history of all State Plan changes will be accessible for viewing on the web.
[bookmark: _Toc228596752]Maintain State Plan “To-Be” Process Model
	Item
	Details

	Description
	The Maintain State Plan business process responds to the scheduled and unscheduled prompts to update and revise the State Plan.  This information keeps the Department of Health and Hospitals updated with current Medicaid coverage information.

	Trigger Event
	1. Receive request from rulemaking activity
2. State legislative activity
3. Federal directives and recommendations
4. Agency initiatives 

	Result
	Approved State Plan Amendment

	Business Process Steps
	1. Lookup current State Plan and agency Rules in System. 
2. Assess fiscal  impact of provisions based on Program Office data
3. Enter State Plan into template pages to be submitted to the Centers for Medicare and Medicaid Services (CMS)
4. Generate alert to all sections of proposed change to State Plan
5. Conduct Electronic Collaboration with departments and state stakeholders
6. Finalize State Plan Amendment
7. Submit State Plan amendment to CMS for approval
a. If Yes, go to Step 11
b. If No, Go to Step 8
8. Coordinate efforts with the CMS state representative to secure approval of the State Plan Amendment by negotiating with CMS and agency program staff
9. Consult with agency management and program staff when Request for Additional Information (RAI) is received from CMS.
10. Send the written response to Request for Additional Information (RAI) to CMS, go back to Step 7
11. Disseminate and Publish State Plan
12. Generate alert to all sections that State Plan has been updated and approved
13. Generate notices to Stakeholders of Plan Amendment and Approval

	Shared Data
	1. CMS approval or denial communication
2. Other States information

	Predecessor
	1. Federal, State law changes
2. Passage of State Initiatives

	Successor
	1. Approved matched funding from the Feds  
2. Provider Communication & Outreach
3. Member Communication
4. Develop and Maintain Program Policy

	Constraints
	State & Federal Laws, regulations and initiatives

	Failures
	None

	Performance Measures
	None



[bookmark: _Toc228596753]Maintain State Plan “To-Be” Business Capability Matrix 
	Business Capability Descriptions
	Level 2

	Centralization and automation are two keys to this process.  By storing State Plan history on line, the users will be able to access in a central location.  By automating the process, you reduce the effort, once into this system, making it more efficient.  This is also true by introducing a more user-friendly Decision Support System (DSS).

	Timeliness of Process
	Level 2

	The utilizations of alerts and electronic collaboration help improve the timeliness of the State Plan business process.  

	Data Access and Accuracy
	Level 2

	The availability of the State Plan and its history on line will greatly improve future developments.

	Effort to Perform; Efficiency
	Level 2

	Electronic collaboration will improve the efficiency when the State Plan is reviewed.

	Cost Effective
	N/A

	

	Accuracy of Process Results
	Level 2

	With the State Plan history and enhanced DSS, the accuracy of future developments will be enhanced.

	Utility of Value to Stakeholders
	N/A

	






[bookmark: _Toc228596754]Formulate Budget
The Formulate Budget business process handles the budget for the State’s Medicaid program.  The requested changes to this business process are for research so they will not show up in the BPM or Flow, with the exception of the user- friendly budget forms.  

[bookmark: _Toc228596755]Formulate Budget “To-Be” Process Model
	Item
	Details

	Description
	The Formulate Budget business process examines the current budget, revenue stream trends, and expenditures; assesses external factors affecting the program; assesses agency initiatives and plans; models different budget scenarios, and produces a new budget annually.

	Trigger Event
	1. Call letter – Time to do budget
2. New Program or Service – A “BA-7” 

	Result
	New budget appropriation (funds) received to administer the Medicaid Program.

	Business Process Steps
	1. Review existing budget to establish a new base.
2. Using User-friendly forms develop budget-planning document, which include new initiatives to be requested for Medical Vendor Administration and Medical Vendor Payments.  
3. Call for RFI Meeting
4. Request information from the various sections in BHSF regarding cost and revenue trends, demographics, utilization, and outcomes for the new initiatives
5. Check with MMIS/ perform data analysis
6. Consult with internal and external stakeholders
7. Calculate out for the next 3 years
8. Compile Results
9. Generate alert that forms are ready online
10. Put results in a database
11. Audit and analyze documents for contents, estimates, calculations, justifications, projections and finances.
12. Compile all of the information.
13. Convene executive management to finalize budget request document and review.
14. Execute Electronic signature by executive for approval.
a. If Yes, go to Step 15
b. If No, End Process
15. Submit budget request to DHH-Office of Planning and Budget who then forwards to the Division of Administration-Office of Planning and Budget (OPB).	
16. OPB reviews the budget request and may request additional or corrected information
a. If Yes, additional information is needed, steps 4, 5, and 8 are repeated
b. If No, go to Step17
17. OPB analyst’s presents the recommended Executive Budget to the Commissioner of Administration.
18. DHH completes BAD packs in response to the Commissioners preliminary executive budget.  
19. The Secretary of DHH meets with the Commissioner to appeal the preliminary Executive Budget.  The DHH Secretary presents the BAD packs, which are items that were not funded, but are essential to the Medicaid program.  

	Shared Data
	DOA-OPB

	Predecessor
	1. Prior year's appropriation with budgetary revisions
2. Louisiana Economy

	Successor
	1. Program and administrative budgets are submitted to ensure continuation of the provision and reimbursement of current services / activities
2. New Services Initiative
3. Pragmatic changes, deletions and additions to services
4. Contractor Management 
5. Provider Management
6. Publishing new Budget

	Constraints
	1. State and Federal laws and regulations
2. Stakeholder buy-in

	Failures
	Governor’s line-item Veto

	Performance Measures
	State law requires that the budget must be implemented by a specific date






[bookmark: _Toc228596756]Formulate Budget “To-Be” Business Capability Matrix 
	Business Capability Descriptions
	Level 1

	 Due to the questions about the new State financial system, this process will remain a level 1 at this time .

	Timeliness of Process
	Level 1

	Meets State and Federal standards.

	Data Access and Accuracy
	Level 1

	Meets State and Federal standards.

	Effort to Perform; Efficiency
	Level 1

	Meets State and Federal standards.

	Cost Effective
	N/A

	

	Accuracy of Process Results
	Level 1

	Meets State and Federal standards.

	Utility of Value to Stakeholders
	N/A

	





[bookmark: _Toc228596757]Manage FFP 
The Manage Federal Financial Participation business process oversees the preparation of the APD and other documents for matching federal funds.  The use of templates and electronic collaborations will help the state improve this process.  However, other innovations of the “To-Be” process might be limited by the unknown factors about the States new financial system.  All reports however, will be stored in an online repository.
[bookmark: _Toc228596758]Manage FFP “To-Be” Process Model
	Item
	Details

	Description
	The Manage Federal Financial Participation business process oversees reporting and monitoring of Advanced Planning Documents and other program documents and funds necessary to secure and maintain federal financial participation.  The Federal government allows funding for the design, development, maintenance, and operation of a federally certified MMIS.
Note:  This is not a stand-alone process.  Part of this process is contracted out through Cost-Allocation to DHH-Financial Management.
(Requested changes are for research and will not show up on the BPM or Flow)

	Trigger Event
	1. Substantial change to the approved MMIS contract
2. Federal and State mandated projects 
3. Participating School Board submits its claim for reimbursement

	Result
	1. State receives maximum Federal Financial Participation available for all eligible clients, systems, and administration of the MMIS.
2. Send reporting information e.g. CMS 64 & CMS 37 report etc. via on-line CSM forms
3. Claims are desk reviewed by Audit Contractor and submitted to DHH for payment

	Business Process Steps
	1. Determine Type of Federal participation Normal or Special
a. If Yes, go to Step 2
b. If No, go to Step 13
Normal
2. Develop internal Projected Expenditure Matrix for an APD and the statement of work from the contractor
3. Revise statement of work with contractor
4. Consult with CMS and develop APD using template
5. Conduct electronic collaboration including the DHH Contractor Committee Board
6. Execute electronic signature by DHH Contractor Committee Board for approval
a. If Yes, go to Step 7
b. If No, go to Step 5
7. Send to CMS and PST for approval
a. If Yes, go to Step 8
b. If No, go to Step 4
8. Perform Contractor Business Processes
9. Perform Develop Performance Measures 
10. If receive within a Budget year send Budget Adjustment form (BA-7) to DOA-OPB for approval
a. If Yes, go to Step 11
b. If No, End Process
11. DHH-BHSF Financial Management monitors expenditures
12. Perform Manage State Funds

Special
13. Participating School Boards submit time study, utilizing a random moment sample (RMS) method, allowable Medicaid administrative activities, claim, and attachments on the MAC invoice to DHH 6 months after the end of each calendar quarter.
14. DHH date stamps, logs the claim upon receipt from school board, and verifies the accuracy and completeness of the submitted claim including certification by the Business Manager, Comptroller or Chief Financial Officer of the participating school district and its acceptance signed and dated in permanent ink at the bottom of the DHH invoice.
15. DHH submits Claims to the Audit Contractor for audit and desk review, and Contractor determines that the participants are allocated in the correct Cost Pool of the claims, to accurately determine reimbursable rate.
16. Claims are calculated.
17. Contractor returns to DHH Rate and Audit for payment preparation via correspondence to DHH financial management. 
18. Participating School Boards are paid for reimbursable claims.

	Shared Data
	ISIS

	Predecessor
	1. Former approved FI contract
2. Former approved APD documents.  
3. Cost Allocation Agreements
4. Louisiana Economic Status

	Successor
	None

	Constraints
	State and Federal laws and regulations

	Failures
	None

	Performance Measures
	Federal Requirements





 



[bookmark: _Toc228596759]Manage FFP “To-Be” Business Capability Matrix 
	Business Capability Descriptions
	Level 2

	  Electronic collaboration and electronic signature will allow this process to move to a level 2.  However, more electronic interchanges needs to be investigated when the questions about the States new financial system are resolved.

	Timeliness of Process
	Level 2

	 The templates, electronic collaboration, and electronic signatures will help reduce the amount of time for this process.

	Data Access and Accuracy
	Level 2

	The storage of reports on-line will make them accessible to authorized users.

	Effort to Perform; Efficiency
	Level 2

	 The templates, electronic collaboration, and electronic signatures will help reduce the effort of this process.

	Cost Effective
	N/A

	

	Accuracy of Process Results
	Level 2

	The uses of the DSS as the one source of data will help improve accuracy.

	Utility of Value to Stakeholders
	N/A

	



[bookmark: _Toc228596760]
Manage F-MAP 
The Manage F-MAP business process handles the Federal Medical Assistance Percentage (F-MAP).  No enhancements were indentified individually for this process, but following the States main vision, there will be one change to the process.  The enhanced Decision Support System (DSS) will be able to produce a report on demand for the review of the F-Map calculation.  The DSS will also be available for other information that might be required during the process.
[bookmark: _Toc228596761]Manage F-MAP “To-Be” Process Model
	Item
	Details

	Description
	The Manage F-MAP business process periodically assesses current Federal Medical Assistance Percentage (F-MAP) for benefits and administrative services to determine compliance with federal regulations and state objectives.

	Trigger Event
	1. Receipt of Annual Grant Award
2. Official Notice

	Result
	Draw Down funds

	Business Process Steps
	1. Generate F-Map Report based on calculations
2. Review report and make recommendations
3. Agree on the Federal Allowances or agree to disagree
4. Apply F-MAP to total expenditures
5. Draw down funds quarterly
6. Check for error
a. If Yes, Go to Step 7
b. If No, End Process
7. Engage communications process with CMS to correct errors.

	Shared Data
	1. ISIS HR Reports
2. ISIS Financial Reports

	Predecessor
	1. Grant Award
2. Louisiana Economy

	Successor
	1. Medicaid Appropriation for next budget year
2. Federal draw of matching funds

	Constraints
	Must have updated cost allocation plan

	Failures
	None

	Performance Measures
	None






[bookmark: _Toc228596762]Manage F-MAP “To-Be” Business Capability Matrix 
	Business Capability Descriptions
	Level 2

	The State of Louisiana meets all State and Federal regulations and with improvements in timeliness, access, and accuracy, this process should be a level 2.

	Timeliness of Process
	Level 2

	Allowing the DSS to do some of the work by producing an F-Map report will shorten the time required for this process.
	

	Data Access and Accuracy
	Level 2

	Saving the F-Map data in the DSS will make it easily accessible to authorized users.

	Effort to Perform; Efficiency
	Level 2

	A great deal of the effort for this process is still manual, but automation has been introduced when possible.

	Cost Effective
	N/A

	

	Accuracy of Process Results
	Level 2

	Accurate data from the DSS will help to make the F-MAP findings accurate.

	Utility of Value to Stakeholders
	Level 2

	Accurate data on the F-Map will add value to the State by delaying the quarterly drawdowns.


[bookmark: _Toc228596763]
Manage State Funds
The Manage State Funds business process oversees the Medicaid State Funds.  The only individual request for this business process in the “To-Be” JAD was for an interface to be developed between the new system and the States new financial system.  However, this is not a simple request, since the States new financial system is still in the early stages of development, and there is a question as to how much interaction will be allowed.  With that in mind, this business process “To-Be” was constructed with only the States main vision.  Some automation was introduced along with alerts and the storing of the final reports into an online report repository.
[bookmark: _Toc228596764]Manage State Funds “To-Be” Process Model
	Item
	Details

	Description
	The Manage State Funds business process oversees Medicaid state funds, ensures accuracy in reporting of funding sources, and monitors state funds through ongoing tracking and reporting of expenditures.  There are no changes requested at this time.
Note:  This is not a stand-alone process.  Part of this process is contracted out through Cost-Allocation to DHH-Financial Management.
 (No changes other than requesting interface to new system)

	Trigger Event
	1. Request from legislature and/or new budget approved
2. Established time frame for generating quarterly reports

	Result
	State is able to fund all programs without budget shortfalls

	Business Process Steps
	1. Send notification to DHH-Financial Management to establish state and federal budget / reporting categories (if necessary)
2. Determine reporting requirements e.g. CMS 64 & 37 report.
3. Generate reports
4. Generate alert to appropriate staff report is ready for review
5. Review report and determine accuracy
a. If Yes, go to Step 7
b. If No, go to Step 6
6. Request and/or make corrections, go to Step 2
7. Generate alert to appropriate staff that the reports have been released to the online repository 

	Shared Data
	1. Accounting Tables
2. ISIS HR and Financial Management Applications
3. Statement of Expenditures
4. Medicaid Management Reports

	Predecessor
	1. Approved Appropriation
2. Louisiana economic environment
3. Provider billing pattern

	Successor
	Program additions, deletions or changes

	Constraints
	State and Federal laws and regulations

	Failures
	None

	Performance Measures
	None






[bookmark: _Toc228596765]Manage State Funds “To-Be” Business Capability Matrix 
	Business Capability Descriptions
	Level 2

	Per MITA, the State Fund process must increase its use of electronic interchange and automated processes.  Both of these items have been increased, and therefore, the level 2 achieved.

	Timeliness of Process
	Level 2

	Automated alerts and reports will help improve the timeliness of the Manage State Fund process.

	Data Access and Accuracy
	Level 2

	The data access will be improved by loading the final reports into an online report repository. 

	Effort to Perform; Efficiency
	Level 2

	Automation of this report process will reduce the effort required to perform this business process.

	Cost Effective
	N/A

	

	Accuracy of Process Results
	Level 2

	Validation of the report before releasing it to the online repository will ensure accurate information is being distributed.

	Utility of Value to Stakeholders
	N/A

	



  

[bookmark: _Toc228596766]Manage 1099’s  
The Manage 1099 business process performs all the 1099 functions.  The process has been automated somewhat allowing the work to focus on the task.  Initially, the introduction of automatic reports will cut down on time.  The introduction of electronic notification of the 1099s and automatic transmittal of the 1099 file to the IRS will also improve this process.
[bookmark: _Toc228596767]Manage 1099’s “To-Be” Process Model
	Item
	Details

	Description
	The Manage 1099s business process describes the process by which 1099s are handled including preparation, maintenance, and corrections.  The process is impacted by any payment or adjustment in payment made to a single social security number or tax ID number.  The Provider Enrollment Unit is responsible for assuring that there are no errors and/or mismatches reported to the Internal Revenue Service.
The Manage 1099s process, which is handled by the Provider Enrollment Unit, may also receive requests for additional copies of a specific 1099 or receive notification of an error or needed correction.  The process provides additional requested copies to be sent via mail to the requestor.  Error notifications and requests for corrections are researched for validity and result in the generation of a corrected 1099 or a brief explanation of findings.

	Trigger Event
	1. End of Calendar year – Scheduled 
2. Request from a provider.  (Various reasons including, but not limited to, provider disputing amount and requests a corrected 1099).
3. Provider and/or IRS have updated forms
4. IRS Request

	Result
	Updated and/or corrected 1099 forms sent to providers and IRS

	Business Process Steps
	1. Determine the Type of 1099 by schedule or by type of request
a. If Preparation/Maintenance, go to Step 2
b. If Additional Request, go to Step 9
c. If Correction, go to Step 12
Preparation/Maintenance
2. Generate Report based on schedule
3. Review report and perform maintenance
4. Update cumulative totals applying all payments and recoupment’s including those resulting from cost settlements and manual checks.
5. Generate 1099 exception report
6. Review exception report and determine if OK
a. If Yes, go to Step 7
b. If No, go to Step 3
7. Generate 1099 prior to January 31
8. Transmit 1099 data to Internal Revenue Service (IRS), End Process
Additional Request
9. Enter request for additional 1099
10. Verify identity of requesting entity
a. If Yes, go to step 11
b. If No, End Process
11. Generate requested 1099, End Process
Correction 
12. Enter request based on notification of error from provider
13. Verify identity of provider
14. Generate report
15. Review report and determine if there is truly an error. 
a. If Yes, go to Step 17
b. If No, go to Step 16
16. Generate Notification to Provider of finding, End Process 
17. PE must determine why and/or how the error occurred.  If determined the discrepancy was a worker error; i.e. documentation in record but information was entered incorrectly 
a. If Yes, go to Step 20
b. If No, go to Step 18  
18. Contact provider by phone or mail for additional information
19. Resolve when requested documentation is received, go to Step 19
20. Resolved by staff using information in case record
21. Enter Correction for  Error
22. Generate and send corrected 1099
23. Transmit corrected 1099 data to Internal Revenue Service (IRS)

	Shared Data
	Internal Revenue Service

	Predecessor
	1. A years worth of claims, payments and adjustments
2. Manage Provider Communication
3. Error on the 1099

	Successor
	None

	Constraints
	1. Provider must report accurate and updated information
2. State and Federal laws and regulations

	Failures
	Provider fails to follow through with information

	Performance Measures
	Number of mismatches received from Internal Revenue Service.












[bookmark: _Toc228596768]Manage 1099’s “To-Be” Business Capability Matrix 
	Business Capability Descriptions
	Level 2

	By increasing the automation and electronic processes, this business process becomes a level 2.


	Timeliness of Process
	Level 2

	Automated reports, electronic 1099’s and transmission reduces the time for this process.

	Data Access and Accuracy
	Level 2

	The new DSS will allow all authorized users to view 1099s.

	Effort to Perform; Efficiency
	Level 2

	The effort of this process has been reduced by implementation of automated reports.

	Cost Effective
	N/A

	

	Accuracy of Process Results
	Level 2

	Automated reports and verification will improve the accuracy of this process.

	Utility of Value to Stakeholders
	N/A

	








[bookmark: _Toc228596769]
 Perform Accounting Functions
The Perform Accounting Functions business process handles budget requests and purchases.  In the “To-Be” JAD, the only individual request for this business process was to develop a new purchasing system that would keep up with supply quantities, reordering when low, and an interface with ISIS purchasing system.  However, since the purchasing system is in ISIS, there were no enhancements to be made to the “As-Is” BPM or Flow.  
[bookmark: _Toc228596770]Perform Accounting Functions “To-Be” Process Model
	Item
	Details

	Description
	The Perform Accounting functions business process describes the process by which accounting tables are accessed to increase/decrease budgets; purchase and receive items.
Note:  Accounting functions for Revenues and Expenditures are contracted out through Cost Allocation to DHH-Financial Management.

	Trigger Event
	1. New and /or adjusted appropriated funds/budget
2. Items to be purchased and/or received                                                                                                                                                 

	Result
	1. Increased/Decreased budget in Integrated Statewide Information Systems (ISIS) 
2. Items Purchased and Received

	Business Process Steps
	1. Determine the type of Accounting Function
a. If Appropriated Budget, go to Step 2
b. If Purchase Orders (Tracked by individual managers), go to Step 6
2. Agency receives the new budget and/or adjusted budget. 
3. Enter an Appropriation Unit change into ISIS (AP)                                                                                                                    
4. Enter a Revenue Budget line change into ISIS (RB)
5. Enter an Expense Budget line change into ISIS (EB), End Process
6. Enter Purchase Order or Requisition into ISIS AGPS (purchasing system) 
7. Section Chief approval applied in ISIS AGPS
a. If Yes, go to Step 8
b. If No, End Process
8. Submit for IT approval if IT purchases
a. If Yes, go to Step 9
b. If No, End Process
9. DHH Procurement Director approval applied in ISIS AGPS
a. If Yes, go to Step 10
b. If No, End Process
10. Ensure policy and regulations are inclusive of actions
11. Item Purchased
12. When received, entered into system
13. Pay invoice by accounting

	Shared Data
	1. Approved BA-7s
2. ISIS Accounting tables
3. ISIS Purchasing screens
4. ISIS Accounts receivable screens

	Predecessor
	Formulated Budget

	Successor
	None

	Constraints
	State and Federal laws and regulations

	Failures
	1. Disapproved BA-7 and/or Budget
2. Budget cuts

	Performance Measures
	None



[bookmark: _Toc228596771]Perform Accounting Functions “To-Be” Business Capability Matrix 
	Business Capability Descriptions
	Level 2

	The Louisiana accounting function meets all state and federal requirements.  The ISIS system is an electronic system, which is outside of Medicaid, but helps the agency achieve a level 2 setting.

	Timeliness of Process
	Level 2

	The system functions within the parameters of a level 2.

	Data Access and Accuracy
	Level 2

	The system tracks all transactions.

	Effort to Perform; Efficiency
	Level 2

	The system functions within the parameters of a level 2.

	Cost Effective
	N/A

	

	Accuracy of Process Results
	Level 2

	The system functions within the parameters of a level 2.

	Utility of Value to Stakeholders
	N/A

	



[bookmark: _Toc228596772]
Develop and Manage Performance Measures and Reports
The Develop and Manage Performance Measures and Reports business process handles the research and development of performance indicators.  With the utilizations of alerts, electronic collaboration, and electronic signatures, this process has been streamlined.  Other helpful features to this process will be the utilization of automated reports produced out of an enhanced Decision Support System. 

[bookmark: _Toc228596773]Develop and Manage Performance Measures and Reports “To-Be” Process Model
	Item
	Details

	Description
	The Develop and Manage Performance Measures and Reporting business process involves researching and developing more effective ways to measure the achievement of the stated mission, objectives, and goals.  

	Trigger Event
	Specific date for developing and/or external forces requiring performance measures reporting.  

	Result
	1. Approved Operational Plan
2. Performance Standards Rewards or Penalties
3. Performance progress reporting
4. Measurable basis for how well policies, plans, programs and people are performing

	Business Process Steps
	1. Enter request for new performance indicator or for a change to current objectives and performance indicators.
2. Generate Alert to various sections requesting information regarding changes to current objectives and performance indicators  
3. Enter requested information into system, each section
4. Generate report of requested information and other parameters
5. Review report and request, create draft - Make sure that the requests address the agency and program missions and goals, performance objectives are properly written, and that performance indicators are properly measured.  
6. Conduct electronic collaboration of operational plan draft, objectives & indicators
7. Generate alert to appropriate party ( Supervisor or Section Chief) requesting electronic signature approval
8. Execute electronic signature by appropriate party for approval
a. If Yes, go to Step 9
b. If No, go to Step 6
9. Generate alert to Executive requesting electronic signature approval
10. Execute electronic signature by Executive for approval
a. If Yes, go to Step 11
b. If No, End Process
11. Enter new and/or change objectives and performance indicators
12. Generate alert to DHH-Office of Planning and Budget & Division of Administration-Office of Planning and Budget (OPB) for electronic signature approval of the operational plan.
13. Execute electronic signature by DHH PB & OPB for approval 
a. If Yes, go to Step 14  
b. If No, go to Step 6
14. Enter information in LaPAS every quarter.  

	Shared Data
	1. Receipt of Operational Plan information and LaPAS reporting information from the different sections in BHSF. 
2. Contractor data
3. Data from other registry
4. Other states information/performance measures

	Predecessor
	1. The prior year's appropriation which includes the operational plan
2. State and Federal Regulations or initiatives
3. Corrective Actions (CA) Plan
4. Louisiana Economy

	Successor
	1. Maintenance of effort continued
2. New services initiative
3. Change in performance measures

	Constraints
	1. Federal and State laws and regulations
2. Stakeholder buy-in

	Failures
	1. Data availability
2. Lack of funds

	Performance Measures
	State and Federal deadlines




[bookmark: _Toc228596774]Develop and Manage Performance Measures and Reports “To-Be” Business Capability Matrix 
	Business Capability Descriptions
	Level 2

	This business process has achieved the level two ranking by utilization or electronic exchanges of data within the agency including alerts, electronic signatures, and electronic collaboration.

	Timeliness of Process
	Level 2

	The electronic collaboration and electronic signatures will reduce the amount of time involved in the process.

	Data Access and Accuracy
	Level 2

	With an enhanced DSS, all authorized users will be able to access the data required for this business process.

	Effort to Perform; Efficiency
	Level 2

	Electronic collaboration will reduce the effort that has gone into this business process.

	Cost Effective
	N/A

	

	Accuracy of Process Results
	Level 2

	By producing all reports out of the same data source (the DSS), the accuracy will be improved.

	Utility of Value to Stakeholders
	N/A

	





[bookmark: _Toc228596775]Monitor Performance and Business Activity
The Monitor Performance and Business Activity business process provides the oversight to the Medicaid programs.  By utilizing the States vision, this process has been almost fully automated.  The system will produce the reports based on a schedule or on demand.  The worker will be able to review the report and enter findings, at which point the system will transmit the information into the LaPas system for legislative review and approval with an audit trail and status of what step the business process is in.
[bookmark: _Toc228596776]Monitor Performance and Business Activity “To-Be” Process Model
	Item
	Details

	Description
	The Monitor Performance and Business Activity business process measures and provides insight on how well Medicaid is performing today and where to gain the greatest results in the future.  Business Activity Monitor tracks defined performance indicators (PIs), reporting on process performance, and providing variances that fall outside of designated thresholds. 
(Request was for a new LIFT system that will provide valuable information but doesn’t alter the BPM or work flow)

	Trigger Event
	1. Routine Due Date
2. Budget Process
3. Need for Measurement  

	Result
	1. Improved Performance and Quality
2. Corrective Action
3. Monitoring
4. Change in Operations/Policies

	Business Process Steps
	1. Generate report based on schedule or on demand.  Start tracking
2. Generate alert to appropriate staff the report ready for review
3. Review reports and enter findings
4. Transmit findings to LaPAS system
5. Generate alert to OPB that findings ready for electronic signature approval
6. Execute electronic signature approval
a. If Yes, go to Step 7
b. If No, go to Step 1
7. Generate alert to staff findings are approved

	Shared Data
	1. Contractual Data
2. National Measures
3. Data from External Registries

	Predecessor
	1. Approval of the operational plan or budget
2. Federal or State Initiatives
3. Establishment/revision of a performance measure

	Successor
	Performance Standards Rewards or Penalties 

	Constraints
	1. Federal and State Regulations and Policies
2. Buy-in from Stakeholders

	Failures
	None

	Performance Measures
	Meeting State and Federal deadlines


 





[bookmark: _Toc228596777]Monitor Performance and Business Activity “To-Be” Business Capability Matrix 
	Business Capability Descriptions
	Level 2

	This process is almost fully automated.  Automated reports, alerts, file transitions and electronic signatures for approval move this process up to a level 2 and very close to a level 3.

	Timeliness of Process
	Level 2

	Automated reports and not having to enter things more than one time will reduce the time required to perform this process.

	Data Access and Accuracy
	Level 2

	Data will be in DSS so authorized personnel should be able to view the data.

	Effort to Perform; Efficiency
	Level 2

	The effort has been reduced with the use of automated reports and electronic alerts.

	Cost Effective
	N/A

	

	Accuracy of Process Results
	Level 2

	Since all data is coming from one source, the reports will have improved accuracy.

	Utility of Value to Stakeholders
	N/A

	



[bookmark: _Toc228596778]
Generate Financial and Program Analysis Report
The Generate Financial and Program Analysis Report processes the various financial and program analysis reports.  This process has been automated for the most part.  The workers will be allowed to focus on their report and their finds.  Once again, the use of electronic alerts, electronic signatures, and automated reports will help create a more user-friendly process.  The use of the new DSS as the one source of data will improve accuracy and reliability.
[bookmark: _Toc228596779]Generate Financial and Program Analysis Report “To-Be” Process Model
	Item
	Details

	Description
	The Generate Financial & Program Analysis/Report business process is essential for Medicaid agencies to be able to generate various financial and program analysis reports to assist with budgetary controls.  Additionally, these reports are to ensure that the benefits and programs established meet the needs of the member population and are performing according to the intent of the legislative laws or federal reporting requirements.
(Due to the “TO-BE” requests there were very few changes to BPM and Flow)

	Trigger Event
	1. Request that financial and/or reporting information be produced
2. Pre-determined time-table for scheduled report generation

	Result
	New or revised report is established

	Business Process Steps
	1. Generate report based on schedule or on demand.  
2. Generate alert to appropriate staff that report is ready for review
3. Review reports and validate
a. If Yes, go to Step 4
b. If No, go to Step 1
4. Generate alert to appropriate staff for electronic signature approval
5. Execute electronic signature approval
a. If Yes, go to Step 6
b. If No, go to Step 1
6. Generate alert to appropriate staff report is approved and in on-line repository

	Shared Data
	1. Contract Management
2. Federal and State Comparison Data

	Predecessor
	1. New program established
2. New or revised program performance measurements

	Successor
	1. Budget Process
2. Development or modification of programs, services, and policies

	Constraints
	The generation of financial and program analysis reports must adhere to federal and state specific laws, regulations, and requirements.  

	Failures
	Inability to obtain data for the report

	Performance Measures
	Meeting State and Federal deadlines





[bookmark: _Toc228596780]Generate Financial and Program Analysis Report “To-Be” Business Capability Matrix 
	Business Capability Descriptions
	Level 2

	This process is almost fully automated.  Automated reports, alerts, file transitions and electronic signatures for approval move this process up to a level 2 and very close to a level 3.

	Timeliness of Process
	Level 2

	Automated reports and not having to enter data more than one time will reduce the time required to perform this process.

	Data Access and Accuracy
	Level 2

	Data will be in DSS so authorized personnel should be able to view the data.

	Effort to Perform; Efficiency
	Level 2

	The effort has been reduced with the use of automated reports and electronic alerts.

	Cost Effective
	N/A

	

	Accuracy of Process Results
	Level 2

	Since all data is coming from one source, the reports will have improved accuracy.

	Utility of Value to Stakeholders
	N/A

	






[bookmark: _Toc228596781]
Maintain Benefits-Reference Information
The Maintain Benefits- Reference Information business process handles the reference information for the system.  This process utilizes all the same things as the Develop and Maintain Benefit Packages, electronic signature, electronic alerts, and automated reports.  It also uses all the behind the scenes items like auto loads of national codes and the enhanced DSS.
[bookmark: _Toc228596782] Maintain Benefits-Reference Information “To-Be” Process Model
	Item
	Details

	Description
	The Maintain Benefits/Reference Information process is triggered by any addition or adjustment that is referenced or used during the Edit Claim/Encounter, Audit Claim/Encounter, or Price Claim/Encounter.  It can also be triggered by the addition of a new program or the change to an existing program due to the passage of new state or federal legislation, or budgetary changes.  The process includes adding new codes such as HCPCS, CPT, CDT and/or Revenue codes, adding rates associated with those codes, updating/adjusting existing rates, updating/adding member benefits from the Manage Prospective & Current Member Communication, updating/adding provider information from the Manage Provider Information, adding/updating drug formulary information, and updating/adding benefit packages under which the services are available.  This process also includes adding/deleting of insurance carrier code information.

	Trigger Event
	1. Release of national code sets
2. Receipt of Medicare Rates/Policy
3. Requests from providers or Medicaid analysts 
4. Legislation authorized increase in rates
5. Scheduled rate changes

	Result
	Appropriate Payment of claims 

	Business Process Ste
	1. Generate report of analysis of codes or rates.  Report based on schedule or on demand command.
2. Generate alert to appropriate staff that report is ready for review
3. Review report and create draft
4. Generate alert to sections of proposed new benefit
5. Conduct electronic collaboration with appropriate parties 
6. Finalize Benefits
7. Generate alert to appropriate party requesting electronic signature approval
8. Execute electronic approval
a. If Yes, go to Step 11
b. If No, go to Step 9
9. Determine if recalculation is required
a. If Yes, go to Step 10
b. If No, End Process
10.  Recalculate and go to Step 3 
11. Enter all criteria for updates - codes, rates, associated edits and programs 
12. Perform Develop & Maintain Program Policy if needed
13. Perform Member benefits Modification if needed
14. Perform provider information modification if needed
15. Perform Service/Drug formulary information modification if needed
16. Generate alert to sections about new benefits

	Shared Data
	1. National Code Sets (data)
2. Medicare Rates and Data
3. Reports from Providers
4. Comparison Data 
5. Consumer Price Index
6. Fair Market Value Index
7. Drug Formulary Update
8. Insurance Carrier information

	Predecessor
	1. Program Changes
2. Medicaid Changes
3. Insurance Carrier unknown to database

	Successor
	1. Edit Claim/Encounter,
2. Audit Claim/Encounter or
3. Price Claim Encounter
4. Provider Outreach Process (e.g. update manuals)
5. Manage Member Information Process or COB process

	Constraints
	1. Publishing and receipt of required data sets
2. Buy-in from stakeholders
3. Federal and State Regulations and Standards

	Failures
	Loss of stakeholder buy-in

	Performance Measures
	1. Stakeholders paid correctly
2. Recipient MEDS updates have a contracted turn-around limit






[bookmark: _Toc228596783]Maintain Benefits-Reference Information “To-Be” Business Capability Matrix 
	Business Capability Descriptions
	Level 2

	The Maintain Benefits-Reference Information processes has been improved with the introduction of electronic signatures, electronic alters, and electronic collaboration.  The addition of a new best of breed Decision Support System (DSS) will also improve the standing of this business process.

	Timeliness of Process
	Level 2

	The time required for this process was reduced with the introduction of electronic collaboration and electronic signature approval.

	Data Access and Accuracy
	Level 2

	The data for this process will be generated out of the new DSS, which will be accessible, by any authorized user.

	Effort to Perform; Efficiency
	Level 2

	The effort to perform this process has been reduced with automated reports and electronic collaboration.

	Cost Effective
	N/A

	

	Accuracy of Process Results
	Level 2

	The data will come from one source, the new DSS, which will improve the accuracy of the analysis performed for this business process.

	Utility of Value to Stakeholders
	N/A

	





[bookmark: _Toc228596784]Manage Program Information
The Manage Program Information process is responsible for the Decision Support System (DSS) loads.  The new DSS will contain all claims data files as well as all fields related to the other areas, along with other data deemed worth of storage in the DSS.  Once the tables are loaded, at a minimum weekly but possibly daily, the system will generate an alert to all users to let them know of the load.  The new DSS will be a fully integrated tool of DHH and will require training to be conducted by the contractor.  
[bookmark: _Toc228596785] Manage Program Information “To-Be” Process Model
	Item
	Details

	Description


	The Manage Program Information business process is responsible for managing all the operational aspects of the Program Information Repository, which is the source of comprehensive program information that is used by all Business Areas and authorized external users for analysis, reporting, and decision support capabilities required by the enterprise for administration, policy development, and management functions.
The Program Information Repository receives requests to add or delete data in program records.  The Repository validates data upload requests, applies instructions, and tracks activity.
The Program Information Repository provides access to payment records to other Business Area applications and users. 
The inputs to the program information repository are claims information, provider information, member information, and provider payouts.  The claims information should be appended after each payment cycle and the other data refreshed.

	Trigger Event
	1. Scheduled run of claims processing load
2. Scheduled run of other needed information
3. LIFTS

	Result
	A data warehouse with paid claims, denied claims, adjustment claims, provider information, member information and provider pay-out information

	Business Process Steps
	1. Extract and massage data of claims, member, and provider on schedule basis or on demand for special LIFTS
2. Generates Extract report
3. Inserts or refreshes data on tables. 
(a-d are informational only)
a. Appends claims data to data warehouse tables after every payment cycle
b. Refreshes Member (eligibility) and provider data in the corresponding data warehouse files weekly or daily
c. Appends provider pay-out data to data warehouse tables after every payment cycle
d. Add other data that is designated for DSS storage
4. Verify data load using queries and extract report
a. If Yes, go to Step 6
b. If No, go to Step 5 
5. Find error and correct, go to Step 1
6. Release the use of the DSS to the users
7. Generate alert to all users DSS is updated

	Shared Data
	PA information

	Predecessor
	1. Manage Member
2. Provider
3. Contractor
4. Business Relationship
5. Operations
6. Program
7. Program Integrity and Care Management information
8. MMIS claims processing runs

	Successor
	1. All business processes requiring access to program information
2. Reporting - Monthly, Quarterly, State Fiscal Year, Federal Fiscal Year, Calendar Year, Semi-Annual and weekly e.g. MARS and requested reports

	Constraints
	1. Repository unavailable for users
2. Security to access
3. Updating of information

	Failures
	Inability or failure to load initial records or update data in existing records in the Program Information Repository
Hardware and system failure

	Performance Measures
	None





[bookmark: _Toc228596786] Manage Program Information “To-Be” Business Capability Matrix 
	Business Capability Descriptions
	Level 3

	The DSS will be a state of the art, Best of Breed system with the latest innovations.  Access will be granted to all authorized users. 

	Timeliness of Process
	Level 3

	This process will be performed more often than before in order to improve the quality of the DSS.

	Data Access and Accuracy
	Level 3

	The data will be a feed out of the MMIS; it will be the primary location of all data.

	Effort to Perform; Efficiency
	Level 3

	The process will be mostly automated by the system.

	Cost Effective
	Level 3

	

	Accuracy of Process Results
	Level 3

	Having one source of data for all functions will improve the overall accuracy of all processes.

	Utility of Value to Stakeholders
	Level 3

	





0. [bookmark: _Toc220808150][bookmark: _Toc220816604][bookmark: _Toc228596787]Program Integrity Management Overview
This Program Integrity Management business area deals with the identification and management of Program Integrity cases.  The current system is highly time consuming, labor intensive, and has weak collaboration/coordination functionality.  Looking towards the future and wanting to improve the oversight of the Medicaid system, the Program Integrity system should implore best-of-industry practices.  These practices should greatly reduce the time and labor that is now required to perform the Program Integrity business process.  The collaboration and coordination functions will be improved with the new case/document tracking system that the participants of the Program Integrity joint application development (JAD) envisioned.
7. [bookmark: _Toc220808151][bookmark: _Toc220816605][bookmark: _Toc228596788]Business Process Improvements Identified During JADs  

	LA MITA Vision
	Global Improvements from “To Be” JAD Sessions

	Go Green:  Paperless Business Processes
	· Electronic signatures & approval
· Attachment of documents
· Electronic case record for program integrity
· Ability to create case

	User Friendly
	· Circulate documents for comment electronically.
· Generate alerts to notify users of need to review/approve records or documents
· Electronic alerts that cases are ready for processing
· Auto email request
· Template for letters and notices,

	Web-Technology
	· Tracking system accessible thought Web Portal

	Transparency
	

	Enhance and Support Current and Future Systems
	· Case tracking system 
· Audit trail of all activities
· Automated queries from rules and algorithms
· Enhanced JSURS using the best-of-industry practices and design

	Access to Data
	· Reporting should be produced automatically or by trigger
· On-line history of business relationship including all communication

	Improved Oversight / Reporting
	· Monitoring should encompass all business components
· A record of when and who did the monitoring

	Metrics
	

	Other
	· Incorporate DUR Med claims Data.
· Online mouse over on screen help 
· Thinking case modes with data mining
· DHH PI wants pre approval of the FI PI staff, those persons doing data mining and investigating.  DHH would also like the FI to have different staff doing the data mining and investigating since it is hard to find someone that can do both.
· Ability to send data electronically to different areas in the organization
· Ability to access “PARIS” data and adding




7. [bookmark: _Toc220808152][bookmark: _Toc220816606][bookmark: _Toc228596789] Identify Candidate Case
The Identify Candidate Case business process identifies the groups or individuals that the State needs to investigate to help ensure the integrity of the Medicaid program.  By having a JSURS system that sits on a more robust Decision Support System (DSS), the agency will be able to identify candidates easier and more efficiently.  With the addition of a centralized complaint system, the agency will be able to allocate resources in a more efficient manner and eliminate duplication of effort.  Once a request is entered or generated into the system, the system will create a request file and start tracking the request throughout the process.  Using predefined rules and algorithms, the system will be able to generate online reports and make recommendations on the target population.  The staff will then be able the review the results and recommendations and make a determination regarding the disposition of the request.
[bookmark: _Toc220816607][bookmark: _Toc228596790]Identify Candidate Case “To-Be” Process Model
	Item
	Details

	Description
	The Identify Candidate Case business process uses Louisiana specific and Federal criteria and rules to identify target populations and/or practices.  The system should be a web-based application that is accessible by authorized outside entities.  Candidate cases may be identified for:
· Payment Error Rate Measurement Eligibility Audits for CMS
· Drug utilization review
· Recipient
· Provider

	Trigger Event
	1. Production Run/Data Mining 
2. Complaint (From the centralized complaint system)
3. Referrals 
4. Federally mandated program
5. Exclusions/sanction notices/reinstatement notices
6. New/existing guidelines and protocol
7. Schedule

	Result
	1. List of cases
2. Report to CMS 

	Business Process Steps
	1. Enter request into system or request is generated by complaint system
2. Open Request file and start tracking request – System should be a single data source
3. Apply predefined rules and algorithms to the target population data
4. Generate report of results/recommendations
5. Review results/recommendations
6. Determine & set disposition in system -  System will do the following depending on Disposition 
a. If Open, go to Step 7
b. If  Not Open, go to Step 9
c. If Monitor, go to Step10
d. If Open later, go to Step 11
e. If Resolved, go to Step 12
f. IF Referred inside, go to Step 13
g. If Referred outside, go to Step 14
7. Changes request into open case file 
8. Generate alert of new investigation to other sections, End Process 
9. Closes request file, End Process
10. Place on monitoring report, End Process
11. Place on hold report, End Process
12. Closes request - Resolved the issue through the preliminary investigation , End Process
13. Generate alert to Section that they need to review, go to Step 5
14. Generate documentation for transfer
15. Generate alert to appropriate party that documentation ready for transfer
16. Send information to outside agency
17. Close request, End Process

	Shared Data
	1. Licensing/Certification Boards - medical board, nursing board, dental board, pharmacy board, etc.  
2. Secretary of State Website  
3. Clinical Guideline
4. Federal & State Office of Inspector General
5. Louisiana  Attorney General
6. Vital Records
7. Public Assistance Records
8. Veterans Administration Records
9. Social Security Administration Records

	Predecessor
	1. Maintain schedule for case identification
2. Change of clinical criteria
3. Fraudulent act
4. New/expansion of programs 

	Successor
	1. Manage the Case business process
2. Distributed to outside entities
3. Change in policy or practices 

	Constraints
	State and Federal Rules and Regulations

	Failures
	Insufficient Data

	Performance Measures
	None


	  


[bookmark: _Toc220816610][bookmark: _Toc228596791]Identify Candidate Case “To-Be” Business Capability Matrix 
	Business Capability Descriptions
	Level 3

	By embracing improved Program Integrity software and practices, the State of Louisiana will achieve functionality that will bring them into line with a level 3 Program Integrity System.  The new system will include automated rules, algorithms, and standardized queries.  

	Timeliness of Process
	Level 3

	The new system will dramatically improve the time frame that is required to identify candidate case.  The current system takes weeks and months to determine the validity of a case.  

	Data Access and Accuracy
	Level 3

	The new Program Integrity system working, with an enhanced data warehouse, will improve the accuracy of inquiries of potential candidate cases.  A web-based system will greatly improve the access to inquire data.

	Effort to Perform; Efficiency
	Level 3

	The new system will greatly reduce the intensive labor that is currently required to identify cases,

	Cost Effective
	Level 3

	Reduced time for identification will help improve recover cost, which will reduce the percentage of fraudulent expenses.

	Accuracy of Process Results
	Level 3

	Significant improvement will be found by storing and accessing all data in the data warehouse.

	Utility of Value to Stakeholders
	Level 3

	Reducing the time and improving the data quality to identified cases will bring value to the Louisiana taxpayer by improved recovery of fraudulent abuse.



7. [bookmark: _Toc220808153][bookmark: _Toc220816611][bookmark: _Toc228596792]
Manage the Case
The Manage the Case business process conducts the investigation of cases that were identified in the previous Identify Candidate Case business process.  Once a case has been identified, the assigned staff member will receive an alert from the system that a case has been assigned.  The system will then automatically generate queries based on the rules and algorithms defined in the system.  With these online queries available for viewing within the system, the staff member can determine if additional queries are required.  Once the staff member is satisfied with the results of the queries, the system will generate an email requesting information from the provider.  The provider will have the ability to submit documentation via the web portal or mail.  As the staff member conducts the investigation, case activity and evidence will be documented into the system ,which will be tracking the case though its entire life cycle.  After the investigation, the system will generate a draft report which can be viewed by multiple staff using the online collaboration process.  Approval of the reports can be captured electronically at varying levels within Medicaid.  The notice to the subject of the investigation will also be generated by the system based on templates defined in the system, including all rights and responsibilities. 
[bookmark: _Toc220816612][bookmark: _Toc228596793]Manage the Case “To-Be” Process Model
	Item
	Details

	Description
	The Manage the Case business process receives a case file from the Identify Candidate Case process/ Program Integrity system with the direction to pursue to its natural conclusion.  The system should be a web-based application that is accessible by authorized outside entities.

	Trigger Event
	1. Scheduled time to perform case management
2. Identified case 
3. System sends identified case 

	Result
	1. Record of documentation to various databases
2. Disposition of case
3. Re-referral to some/different agency
4. Education and training 
5. Referral for civil or criminal prosecution
6. Sanction 
7. Corrective action 
8. Referral to manage member process
9. Case reported to CMS
10. No Action

	Business Process Steps

	1. Assign case to staff in System
2. Generate alert to staff that they have been assigned a case
3. Generates queries based on rules and algorithms against data in DSS
4. Review queries and determine if more queries are needed
a. If Yes, go to Step 5
b. If No, go to Step 7
5. Enter criteria for additional queries and data 
6. Generate queries based on criteria, go to Step 4
7. Generate email and send request for information to providers
8. Review the case file & information once received
9. Evaluate Information and determine if sufficient
a. If Yes, go to Step 10
b. If No, go back to Step 7
10. Conduct inquiries and investigations 
11. Document evidence — Evidence documented in system case file.
12. Enter determination into system 
13. Generate draft report based on letter template and algorithms
14. Conduct Collaboration of report – The systems will send the draft report to appropriate parties for collaboration (comments and consent). 
15. Finalize report
16. Generate alert to appropriate party that final draft ready for approval
17. Execute electronic signature by appropriate party for approval of draft
a. If Yes, approved, go to Step 18
b. If No, disapproved, End Process
18. Generate draft notice, with notice of Rights and Responsibilities based on template and algorithm
19. Finalize notice
20. Send notice to subject of investigation
21. Send alert to staff informing of action

	Shared Data
	1. Medical/prescription records
2. Attorney General 
3. Office of Inspector General
4. State & US Attorney
5. Vital Records
6. Secretary of State
7. Clinical practice guidelines
8. Public Assistance record
9. Department of Labor records
10. Department of Social Services records
11. Child Support records
12. Insurance company information
13. Licensing/certification boards
14. General public
15. Internal Revenue Service records
16. Social Security Administration records
17. US Citizenship and Immigration Service (INS) records
18. Newspaper articles

	Predecessor
	Identify the case process

	Successor
	1. Member grievance and appeals process
2. Provider grievance and appeals process
3. Criminal/civil case investigation
4. Provider disenrollment
5. Member eligibility
6. Manage Member Information
7. CMS error rate information
8. Recoveries/recoupment
9. Education/training

	Constraints
	State and Federal Rules and Regulations

	Failures
	Insufficient Data

	Performance Measures
	1. Delinquent Report
2. 900 minimum per year


	  


[bookmark: _Toc220816615][bookmark: _Toc228596794]Manage the Case “To-Be” Business Capability Matrix 
	Business Capability Descriptions
	Level 3

	By embracing newer Program Integrity software and practices, the State of Louisiana will achieve functionality that will bring them into line with a level 3 Program Integrity System.  The new system will be web-based and include automated rules, algorithms, and standardized queries.  

	Timeliness of Process
	Level 3

	The new system will dramatically improve the time frame that is required to manage a case.  By incorporating algorithms and standardized queries, the State will be able to determine the dispositions of cases in a more efficient manner.  Also, the auto notification and notices will enhance the timeliness of the process.

	Data Access and Accuracy
	Level 3

	The new Program Integrity system, working with an enhanced data warehouse, will improve the accuracy of queries and data mining done on a provider’s claims history.  A web-based system will greatly improve the access to the data.

	Effort to Perform; Efficiency
	Level 3

	The new system will greatly reduce the intensive labor that is currently required to manage cases and bring it in line with current industry standards.

	Cost Effective
	Level 3

	By reducing the time required and improving the accuracy of queries, the State will improve recover cost, which will reduce the percentage of fraudulent expenses.

	Accuracy of Process Results
	Level 3

	Significant improvement will be found by storing and accessing all data in the data warehouse.

	Utility of Value to Stakeholders
	Level 3

	Improved time, accuracy, and efficiency will improve the overall quality of the Louisiana Medicaid program benefiting the providers as well as providing savings to the tax payers of Louisiana.  



[bookmark: _Toc228596795]
Care Management Overview 
The Care Management business area collects information about the needs of the individual member, plan of treatment, targeted outcomes, and the individual’s health status.  The business functions in this area mainly focus on identifying client’s needs, registering those clients into programs, and maintaining the plan of care or case.  The two areas that were identified in this group were Waivers and Disease Management.  Disease Management will focus on member education and member communication follow-up.  The results of Care Management targets groups of individuals with similar characteristics and needs, maintains their individual health needs, and promotes health education and awareness.
[bookmark: _Toc228596796]Business Process Improvements Identified During JADs   
	LA MITA Vision
	Global Improvements from “To Be” JAD Sessions

	Go Green:  Paperless Business Processes
	· Allow electronic applications, enrollment documents and electronic signatures
· Allow imaged or scanned documents to be accessible online and eliminate passing of paper between offices/staff

	User Friendly
	· Automation that allows staff to work in a more efficient and effective manner 
· Easier public access to information with appropriate safeguards
· Real-time updates & access to information across systems/agencies
· More visual support (for example, populate fields with words rather than codes)
· Provide Single Sign-On
· Support Automated Generation of Letters and Notices (allow for free-form text to be added)
· Maintain Keys to the Case/Member from panel to panel or function to function

	Web-Technology
	· Expanded web portals supporting more efficient beneficiary services
· Electronic forms of communication 
· Web based systems and/or presentations 
· Direct entry of data by clients, providers, and other stake holders (with appropriate security access)

	Transparency
	· Efficient searches across all programs
· Maintenance of data by only one system but used by all
· Eliminate redundant entry of data (no data to be entered twice)
· Support Real-Time Verification of Information maintained on other systems
· Support Real-Time Exchange of Data between Systems (including systems internal to DHH – e.g., vital records; licensing/certification information)
· Maintain One  Electronic Record (e.g., Case File) that can be viewed and/or updated by persons with appropriate security

	Enhance and Support Current and Future Systems
	· Support One-Stop enrollment centers/“Neighborhood Place”
· Support CCN – all Medicaid reform efforts
· Collection and storage of encounter data 
· Provide the ability to support COTS applications

	Access to Data
	· Improve searches and shorten time to research and retrieve accurate data
· Support Role-based Authentication and Access to Functions/Panels
· Maintain Automated History of Letters and Notices Generated including Text

	Improved Oversight / Reporting
	· Maintain Audit Trail of changes made, person making the change, and when changes made
· Maintain History of Data (No enforced timeline for deletion of history)

	Metrics
	· Support Generation of Ad Hoc Reports by Users
· Support Timed Generation of Standard Reports by System (support both electronic and paper formats)

	Other
	· Support both manual and automated workflows
· Provide Electronic Tracking of Required Actions and Generate Alerts/Notifications to Users
· Support Automated Processing of Records without user interaction to extent possible




[bookmark: _Toc228596797]Establish Case 
The Establish Case business process supports DHH in providing care and disease management to a variety of individuals and populations.  The establishment process would be automated to allow a worker to select criteria to generate a list of individuals in a target population or be automated to generate a target population list based on selected criteria on a periodic basis to receive disease management services.  Individual referrals would be made through an automated process from the waiver registry; and finally, individuals, their families or even their medical providers would be able to access the secure web portal to request an assessment.  Cases would be established for all program types: disease management or waiver related.
[bookmark: _Toc228596798]Establish Case “To-Be” Process Model
	  Item
	Details

	Description
	The Establish Case business process would use an automatic process to identify targeted populations for specific programs based on user selected criteria and rules, receive referrals from individuals, family and health care professionals via a secure web portal, mail, fax, phone, or in person, or from the Medicaid waiver registry via an automated alert.  For waiver members, the process would assign a case manager who would assess a client’s needs, select a program, establish a plan of care, identify and confirm providers.  Individuals in the Disease Management Program would receive informational communications based on their specific medical profile.  They would be identified by user requested parameters on a periodic basis.
Cases may be established for :
· Medicaid Waiver program case management
· Elderly/Disabled Adult Waiver
· Adult Day Health Care Waiver
· Long-Term Personal Care Services
· Program for the All-Inclusive  Care of the Elderly
· Adult Residential Care Waiver
· Disease Management
Each case type is driven by different criteria and rules, different relationships, and different data.  

	Trigger Event
	1. Receive referrals from individuals, family and various health care professionals
2. Receive alert that there is an opening in the waiver program and identifies next individual from wavier registry 
3. An automatically or manually generated list of individuals targeted for disease management communication 

	Result
	1. Individual is added to registry
2. Member enrolled in waiver program
3. Member included in disease management

	Business Process Steps
	1. Determine if individual is disease management only
a. If yes, go to Step 9
b. If no, go to step 2
2. Determine if Individual is appropriate for program
a. If yes, go to Step 3
b. If no, end process, go to Step 6
3. Determine if there is opening in waiver program
a. If yes, go to Step 4
b. If no, go to Step 7
4. Enroll member
5. Assign Case Management Provider
6. MMIS generates Alert to Case Manager
7. Add individual to registry
8. Generate notices, End process.
9. Contact individual to determine if they want disease management
a. If yes, go to Step 10
b. If no, go to end process
10. Provide disease communication services to member including information about medication related issues and toll free number
11. Notify providers about member enrollment, disease states and medication related issues

	Shared Data
	None

	Predecessor
	None

	Successor
	1. Manage registry 
2. Authorize Treatment Plan
3. Manage Case

	Constraints
	State and Federal Rules and Regulations

	Failures
	1. Non-compliance with Cost-Neutrality
2. Non-compliance with Treatment Plan

	Performance Measures
	None





[bookmark: _Toc228596799]Establish Case “To-Be” Business Capability Matrix 
	Business Capability Descriptions
	Level 2

	The Establish Case business process supports enrollment in a Medicaid waiver program for an individual.  An alert from the Manage Registry business process would indicate that there is an opening in a waiver program.  An individual would be assessed using an automated tool to determine if the member were appropriate for the program.  If the member is appropriate for the program, the member would be enrolled.  A case management provider would be assigned and an alert generated to the case management provider to now manage the case, which includes authorizing a treatment plan.  If an individual has been identified via the automated process to receive disease management services and information, they would be contacted to determine if they are interested and if they are, services would be provided.

	Timeliness of Process
	Level 2

	Automation of this process will increase the timeliness markedly.

	Data Access and Accuracy
	Level 2

	Utilization of one data repository for all MMIS data will improve access to data because the data will be integrated.  Since there would be no need to “sync” up multiple data bases, the information would be much more accurate.

	Effort to Perform; Efficiency
	Level 2

	Data would be entered only once into a central automated system, therefore reducing the effort to perform.  This would be a much more efficient process than at a Level 1.  

	Cost Effective
	Level N/A

	

	Accuracy of Process Results
	Level 2

	Automation of enrollment improves timeliness and quality of data.  Synchronization of eligibility and enrollment processes ensures data and decision consistency, thereby improving results. Automated enrollment coordination of program benefits improves the participant’s access to appropriate services and compliance with state/federal law.

	Utility of Value to Stakeholders
	Level 2

	Members experience a seamless and efficient enrollment process no matter how or where they contact the Agency; e.g., no redundant request for member data; greater ability to verify data online.  



[bookmark: _Toc228596800] Manage Case
The Manage Case business process would support the case management of an enrolled member in a waiver program or disease management.  Once the member was enrolled via the Enroll Member process, an alert would be generated to the case manager.  All information entered into the system during the enrollment process would be readily available for use by the case manager.  There would be no need to “make a case file” since an electronic record would have been created already.  This would free up the case manager from redundant data entry tasks allowing her/him to focus on the management of the care for the member.  Seamless access to the Authorize Treatment Plan and other relevant processes would be available.  Decision trees and templates would also support the case management process.  
[bookmark: _Toc228596801]Manage Case “To-Be” Process Model
	Item
	Details

	Description
	The Manage Case business process allows case managers to provide services to  individuals identified as eligible for care management services under such programs as:
1. Medicaid Waiver program Case Management
2. Home and Community-Based services
3. Disease Management

	Trigger Event
	1. Scheduled time to review case
2. Program Changes
3. Member contact with positive enrollment outcome
4. Major change in client’s situation and/or status
5. Clients situation or status is reported by the provider

	Result
	Appropriate services are authorized and provided in an efficient, cost effective manner.

	Business Process Steps
	1. Review member case management record
2. Determine if change in services/plan is needed
a. If yes go to Step 4
b. If no, go to Step 3
3. Update record with determination that no change is needed, End Process
4. Utilize template to determine what changes should be made
5. Access other business processes to update member demographics, manage registry, authorize/change/terminate treatment plan or providers
6. Generate electronic alert to Case Manager 

	Shared Data
	National Disease Protocol

	Predecessor
	Establish Case 

	Successor
	None

	Constraints
	State and Federal Rules and Regulations

	Failures
	Member failure to provide current contact information

	Performance Measures
	1. Disease Management – Program outcome measures, pre/post enrollment, related to specific disease state
2. 95% satisfaction +/- 5% based on sample of reduction in ER services 
3. Cases are updated within the timeframes specified by State policy
4. Appropriate changes are made based upon changing needs 


[bookmark: _Toc224459362][bookmark: _Toc224459363]

[bookmark: _Toc228596802]Manage Case “To-Be” Business Capability Matrix 
	Business Capability Descriptions
	Level 2

	The Manage Case business process would be automated so that the case manager could provide case management rather than entering data.  The information entered during other business process would be available immediately to the case manager to help her/him make cost-effective, medically correct decision on care for the member.  Care providers would be able to access the changes made to treatment plans or other business processes immediately so that care is not disrupted while waiting for “approvals”.  

	Timeliness of Process
	Level 2

	Case updates would be automated with date stamp and audit trail.  Updates can be immediate and authorized users would receive update information instantly.  

	Data Access and Accuracy
	Level 2

	The information entered during other business process would be available immediately to the case manager to help her/him make cost-effective, medically correct decision on care for the member.  Care providers would be able to access the changes made to treatment plans or other business processes immediately so that care is not disrupted while waiting for “approvals.”

	Effort to Perform; Efficiency
	Level 2

	The Manage Case business process would be automated so that the case manager could provide case management rather than entering data.  This would be a much more efficient process than at a Level 1.

	Cost Effective
	Level N/A

	

	Accuracy of Process Results
	Level 2

	The uses of decision trees and templates would increase the accuracy of decisions since all decisions would be made via the same method.  Overrides of a decision would be allowed by approved staff.  

	Utility of Value to Stakeholders
	Level 2

	Members would see an increase in their access to care and decrease in “paperwork”.  Staff would have immediate access to updated information and would need to do less data entry.  



[bookmark: _Toc228596803]
Manage Registry
The Manage Registry business process is a tool used by the waiver programs to provide access to services in a controlled manner.  Only a defined number of individuals may be enrolled in a waiver program at one time.  During the Establish Case processes, if there are no openings in the waiver program, the individual would be added to the registry.   Once a member is disenrolled from a waiver program, an alert would be generated that there is an opening.  The next individual on the registry (or their representative) would be contacted to assess whether the individual is appropriate for the services.  
[bookmark: _Toc228596804]Manage Registry “To-Be” Process Model
	Item
	Details

	Description
	The Manage Registry business process operates a registry, receives continuous updates, responds to inquiries, and provides access to authorized parties.  (Registry used by HCBS Waiver services)

	Trigger Event
	1. Individual added by Establish Case
2. Member closed from waiver program

	Result
	A registry of individuals waiting to receive waiver services is automatically maintained.

	Business Process Steps
	1. System adds new individuals automatically to registry from Establish Case if there are no openings
2. System closes Member  from waiver program
3. System determines if there are fewer members enrollment than the maximum allowed
a. If yes, go to step 4
b. If no, end process
4. System sends Electronic Alert that there is an individual pending for Establish Case

	Shared Data
	None

	Predecessor
	Establish Case
Manage Case

	Successor
	Manage Case

	Constraints
	State and Federal Rules and Regulations

	Failures
	None

	Performance Measures
	1. Of the number of people who request waiver services through the system entry unit process, how many are placed on the registry.  (Number added to Registry/ Number Requested)
2. Of the number of people who are offered waiver services how many respond to the offer.  (Number responding/number offered)






[bookmark: _Toc228596805]Manage Registry “To-Be” Business Capability Matrix 
	Business Capability Descriptions
	Level 2

	The Manage Registry business process provides the agency with a registry of individuals who are interested and appropriate to become enrolled in wavier services.  At the time of assessment, the waiver program is serving the maximum number of individuals allowed.  

	Timeliness of Process
	Level 2

	Since this process would be fully automated, it would be updated real time.

	Data Access and Accuracy
	Level 2

	Appropriate staff would have access to the data and, since it would be stored in only one place, there would be no issues with discrepancies between databases.  

	Effort to Perform; Efficiency
	Level 2

	Automating the process would remove the need for manually maintaining the registry; no effort on the part of program staff.

	Cost Effective
	Level N/A

	

	Accuracy of Process Results
	Level 2

	Result would be accurate since they would be generated automatically, directly from the single database.

	Utility of Value to Stakeholders
	Level 2

	Staff would know immediately when a vacancy occurred.  Services could be provided much more timely to members.  







0. [bookmark: _Toc220808155][bookmark: _Toc220816617][bookmark: _Toc228596806]Business Relationship Management Overview
The Business Relationship business area deals with the establishment and management of relationships between the State of Louisiana and its business partners.  In the envisioned Business Relationship tracking system, the functions of these business areas processes would be timely and efficient, well surpassing the existing state standards.  The system should be web-based with access to in-house and out-of-house authorized users.  Allow for attachments and track the process from beginning to end, with reports and correspondence generated automatically at the appropriate times.
8. [bookmark: _Toc220808156][bookmark: _Toc220816618][bookmark: _Toc228596807]Business Process Improvements Identified During JADs  
	LA MITA Vision
	Global Improvements from “To Be” JAD Sessions

	Go Green:  Paperless Business Processes
	· Allow electronic signatures & approval
· Allows attachment of documents to the electronic record

	User Friendly
	· Circulate documents for comment electronically.
· Generate electronic alerts for meetings and document review
· Provide document management system that allows online collaboration and tracking and entry of comments
· Generate electronic alert that documents, files are ready for processing

	Web-Technology
	· Tracking system accessible thought Web Portal


	Transparency
	

	Enhance and Support Current and Future Systems
	· Case tracking system 
· Audit trail of all activities

	Access to Data
	· Reporting should be produced automatically
· On-line history of business relationship including all communication
· 

	Improved Oversight / Reporting
	· Monitoring should encompass all business components
· A record of when and who did the monitoring


	Metrics
	

	Other
	



8. [bookmark: _Toc220808157][bookmark: _Toc220816619][bookmark: _Toc228596808]
Establish Business Relationship
The Establish Business Relationship handles the establishment of business relationships between DHH and its business partners.  The potential business partner would be able to enter a request via a web portal to enter and/or change information.  The partner will also have the ability to attach documents electronically to the record.  DHH would also have these same capabilities to enter and/or update data in the system.  At each step, the system will have the ability to generate alerts to users that action is required on their part.  Once an initial request has been entered, the systems will generate an alert to a designated user that a new request is ready for processing.  The system will also open a case and start tracking the agreement throughout all phases of its life.  This tracking will include an audit trail.  
Once the case is opened, another alert would be generated letting the Executive Office know that approval is necessary to take further action.  The Executive offices will be able to grant authorization by executing an electronic approval within the system.  The system will have electronic signature capabilities when needed.  With approval secured, the system will generate a draft of the agreement for review by various stakeholders through an electronic collaboration process.  This process will allow users to review documents, make and/or recommend changes, and provide approval/sign-off of the documents.  Once the collaboration process is completed, the program area worker would put the final touches on the document and enter the requirements for the agreement.  The system will take the end of this step as a trigger to generate an alert to Executive Management and Legal staff that the document is ready for their review and approval.  Once again, the electronic approval/signature process will be available.  Depending on the requirements, other required actions will be taken, such as creating a contract, generating a LIFT, and seeking CMS approval.  When everything has been completed, the agreement will be sent to the partner and an alert will be sent out to interested parties that the agreement is approved and ready for processing. 
[bookmark: _Toc220816620][bookmark: _Toc228596809]Establish Business Relationship “To-Be” Process Model
	Item
	Details

	Description
	The Establish Business Relationship business process encompasses activities undertaken by the State Medicaid agency to enter into business partner relationships with other stakeholders.  These include:
· Memoranda of Understanding (MOUs) with other governmental agencies
· Electronic data interchange agreements with providers, managed care organizations, and others
· CMS and other Federal agencies,
· Contracts
· BA & State Plan waiver 
· Other OAAS
The agreement to establish a business relationship is managed at the program level for the life of the agreement.  

	Trigger Event
	1. Request for exchange of information via Web Portal
2. Paper request made to Executive office
3. Federal, State, or Executive Order

	Result
	A business relationship

	Business Process Steps
	1. Generate alert to program staff that data content of agreement with other party was entered into Web Portal.  If is from trigger 2 or 3 the information would be entered by someone in DHH.
2. Generate case file and start tracking activities
3. Generate alert to Executive requesting approval to move forward on new agreement request.
4. Execute electronic signature by Executive approval or denial to move forward on the agreement 
a. If Yes, approved, go to Step 5
b. If No, disapproved, End Process
5. Generation of  draft by system based on input from step 1
6. Conduct electronic collaboration with program staff on draft agreement
7. Finalize draft agreement and denote agreement requirements: contract, CMS approval, and/or LIFT.
8. Generate alert to Executive and Legal requesting approval of finalized draft agreement
9. Execute electronic signature by Executive and Legal approving or denying agreement.
a. If Yes, approved, go to Step 10
b. If No, disapproved, go back to Step 6
10. Determination by system that a contract is required
a. If Yes, go to Step 11
b. If No, go to Step 12
11. Perform Establish contract business process
12. Determination by system that CMS approval is required
a. If Yes, go to Step 13
b. If No, go to Step 16
13. Generate documents for CMS by system
14. Generate an alert to appropriate party that the agreement document needs to be submitted to CMS.
15. Submit to CMS for approval
a. If Yes, approved by CMS, go to Step 16
b. If No, not approved by CMS, go back to Step 6
16. Determination by system that LIFT is required 
a. If Yes, LIFT required, go to Step 17
b. If No, LIFT not required, go to Step 21
17. Generate alert to appropriate party to enter LIFT into system.
18. Enter LIFT into system
19. Monitor LIFT progress on line
20. Generate alert to appropriate party that LIFT is complete
21. Send approved update to Business Relationship partner
22. Generate alert to interested parties that the agreement is approved and ready for processing

	Shared Data
	None

	Predecessor
	Receive Agreement Document
Legislative action/Federal/State

	Successor
	Send data/information to agreement

	Constraints
	Federal & State laws and regulations

	Failures
	None.

	Performance Measures
	N/A


	  



[bookmark: _Toc220816623][bookmark: _Toc228596810]Establish Business Relationship “To-Be” Business Capability Matrix 
	Business Capability Descriptions
	Level 2

	CMS planned for this BCM to be a combination of all four business processes.   
The Business Relationship area will be greatly enhanced with the web based collaborating tracking system that the State has envisioned.  This tracking system will be capable of attachments, electronic signatures, and automatic notifications, as well as provide monitoring and status of the agreements during the Business Relationship processes.

	Timeliness of Process
	Level 2

	The current process takes upwards of six months to establish a business relationship.  This time, as well as the time frame for managing, communicating and terminating, will be greatly reduced with a the new web-based collaborating tracking system.

	Data Access and Accuracy
	Level 2

	Having the information available in a web-based application will make it assessable to all parties.  With the enhancement of electronic attachments, the information in the file will be first hand and not subject to keying errors.

	Effort to Perform; Efficiency
	Level 2

	The effort and labor required to perform the Business Relationship process will be reduced by the advent of notifications, electronic signatures, and attachments.

	Cost Effective
	N/A

	

	Accuracy of Process Results
	Level 2

	Significant improvement will be found by storing and accessing all data in the data warehouse.

	Utility of Value to Stakeholders
	Level 2

	Performing the Business Relationship process in a more timely and efficient manner will provide values to both the State and their business partners.  



8. [bookmark: _Toc220808158][bookmark: _Toc220816624][bookmark: _Toc228596811]
Manage Business Relationship Communication
The Manage Business Relationship Communication business process deals with the routine communications between DHH and their business partners.  The partners will be able to request communication through the web portal.  Once the partner has entered their request, the system will generate a report on the history of the business relationship.  With the report online, the program staff can determine if formal communications are required or if it can be handled informally (for example, emails and phone conversations).  For informal communications, the process occurs mostly offline with the exception of an electronic collaboration between the partner and DHH.  If the communication is formal, the system will generate alerts to appropriate stakeholders to review any draft communication through an electronic collaboration process and provide comments and/or approval.  
[bookmark: _Toc220816625][bookmark: _Toc228596812]Manage Business Relationship Communication “To-Be” Process Model
	Item
	Details

	Description
	The Manage Business Relationship Communication business process produces routine and ad hoc communications between the business partners.

	Trigger Event
	1. Time to send communication
2. Receive request for communication

	Result
	Produce communication

	Business Process Steps
	1. Generate alert to Executive and program area that a request has been entered into web portal or that it is time to send a communication 
2. Generate report on business relationship with current data and history
3. Determine communication type and enter in system
a. If formal, go to Step 8
b. If informal, go to Step 4
4. Prepare for informal communication  
5. Conduct electronic collaboration with business relationship partner
6. Resolve issues 
7. Enter resolution into System, End Process
8. Generate draft communication
9. Conduct electronic collaboration with program staff and executive
10. Finalize draft communication 
11. Generate alert to Executive and Legal requesting approval of finalized draft communication
12. Execution of electronic signature by Executive and Legal approves agreement.
a. If Yes, go to Step 13
b. If No, go back to Step 9
13. Send approved communication to Business Relationship partner

	Shared Data
	None

	Predecessor
	Receive Request for Communication

	Successor
	Send Communication

	Constraints
	Federal & State laws and regulations

	Failures
	None

	Performance Measures
	N/A


	  



[bookmark: _Toc220816628][bookmark: _Toc228596813]Manage Business Relationship Communication “To-Be” Business Capability Matrix 
	Business Capability Descriptions
	Level 2

	CMS planned for this BCM to be a combination of all four business processes.   
The Business Relationship area will be greatly enhanced with the web-based collaborating tracking system that the State has envisioned.  This tracking system will be capable of attachments, electronic signatures, and automatic notifications, as well as provide monitoring and status of the agreements during the Business Relationship processes.  

	Timeliness of Process
	Level 2

	The current process takes upwards of six months to establish a business relationship.  This time, as well as the time frame for managing, communicating and terminating, will be greatly reduced with a the new web-based collaborating tracking system.  

	Data Access and Accuracy
	Level 2

	Having the information available in a web-based application will make it assessable to all parties.  With the enhancement of electronic attachments, the information in the file will be first hand and not subject to keying errors.

	Effort to Perform; Efficiency
	Level 2

	The effort and labor required to perform the Business Relationship process will be reduced by the advent of notifications, electronic signatures, and attachments.

	Cost Effective
	N/A

	

	Accuracy of Process Results
	Level 2

	Significant improvement will be found by storing and accessing all data in the data warehouse.

	Utility of Value to Stakeholders
	Level 2

	Performing the Business Relationship process in a more timely and efficient manner will provide values to both the State and their business partners.  



8. [bookmark: _Toc220808159][bookmark: _Toc220816629][bookmark: _Toc228596814]
Manage Business Relationship 
The Manage Business Relationship business process will work in much the same way as the establish business relationship process, with the exceptions of creating a contract or obtaining CMS approval.  If these items are required, it simply becomes another establish business relationship.  
[bookmark: _Toc220816630][bookmark: _Toc228596815]Manage Business Relationship “To-Be” Process Model
	Item
	Details

	Description
	The Manage Business Relationship business process maintains the agreement between the State Medicaid agency and the other party.  This includes routine changes to required information such as authorized signers, addresses, coverage, and data exchange standards.

	Trigger Event
	1. Request for exchange of information via Web Portal
2. Paper request made to Executive office
3. Executive order or Federal or State

	Result
	A business relationship changes & updates

	Business Process Steps
	1. Generate alert to Executive and program area that a request for an agreement update has been enter into web portal 
2. Generation of report by system on business relationship with current data and history
3. Generate draft of update agreement based on what was entered into web portal 
4. Review report and add comments
5. Conduct electronic collaboration of draft with program staff 
6. Finalize draft agreement 
7. Generate alert to Executive and Legal requesting approval of finalized draft agreement
8. Execution of electronic signature by Executive and Legal approves agreement.
a. If Yes, go to Step 9
b. If No, go back to Step 5
9. Determination by system that LIFT is required 
c. If Yes, go to Step 10
d. If No, go to Step 14
10. Generate alert to appropriate party to enter LIFT into system.
11. Enter LIFT into system
12. Monitor LIFT progress on line
13. Generate alert to appropriate party that LIFT is complete
14. Send approved update to Business Relationship partner
15. Generate alert to interested parties that the update agreement is approved and ready for processing

	Shared Data
	None

	Predecessor
	1. Receive Agreement Document
2. Legislative action/Federal/State

	Successor
	Send data/information to agreement

	Constraints
	Federal & State laws and regulations

	Failures
	None.

	Performance Measures
	N/A


	  


[bookmark: _Toc220816633][bookmark: _Toc228596816]Manage Business Relationship “To-Be” Business Capability Matrix 
	Business Capability Descriptions
	Level 2

	CMS planned for this BCM to be a combination of all four business processes.   
The Business Relationship area will be greatly enhanced with the web-based collaborating tracking system that the State has envisioned.  This tracking system will be capable of attachments, electronic signatures, and automatic notifications, as well as provide monitoring and status of the agreements during the Business Relationship processes.  

	Timeliness of Process
	Level 2

	The current process takes upwards of six months to establish a business relationship.  This time, as well as the time frame for managing, communicating and terminating, will be greatly reduced with a the new web-based collaborating tracking system.

	Data Access and Accuracy
	Level 2

	Having the information available in a web-based application will make it assessable to all parties.  With the enhancement of electronic attachments, the information in the file will be first hand and not subject to keying errors.

	Effort to Perform; Efficiency
	Level 2

	The effort and labor required to perform the Business Relationship process will be reduced by the advent of notifications, electronic signatures, and attachments.

	Cost Effective
	N/A

	

	Accuracy of Process Results
	Level 2

	Significant improvement will be found by storing and accessing all data in the data warehouse.

	Utility of Value to Stakeholders
	Level 2

	Performing the Business Relationship process in a more timely and efficient manner will provide values to both the State and their business partners.  



8. [bookmark: _Toc220808160][bookmark: _Toc220816634][bookmark: _Toc228596817]
Terminate Business Relationship 
The Terminate Business Relationship is the business process responsible for ending a relationship prematurely.  Once the request is made, an alert is generated to a user for review and online report is created.  The system then produces a draft of the termination response for review.  Once the reports are reviewed, the draft can be revised during the collaboration process.  With the finalization of the draft, the system will be triggered to generate alerts to Executive Management and Legal staff for review and approval.  Executive Management and Legal staff will then use the electronic approval/signature process to signify the approval of the termination.  The system will then send the partner the termination response and an alert to all appropriate parties.   
[bookmark: _Toc220816635][bookmark: _Toc228596818]Terminate Business Relationship “To-Be” Process Model	  
	Item
	Details

	Description
	The Terminate Business Relationship business process cancels the agreement between the State Medicaid agency and the business partner.  These are terminations of business relationships prior to the expected end of the agreement.  

	Trigger Event
	Request for Termination of Agreement

	Results
	Terminate relationship

	Business Process Steps
	1. Generate alert to program staff that a request for termination has been entered in to the web portal
2. Generation of report by system on business relationship with current data and history
3. Generate draft termination notice
4. Review report and add comments
5. Conduct electronic collaboration of draft with program staff 
6. Finalize draft termination notice
7. Generate alert to Executive and Legal requesting approval of draft termination
8. Execution of electronic signature by Executive and Legal approves agreement.
a. If Yes, go to Step 9
b. If No, go back to Step 5
9. Send approved termination response to business relationship partner
10. Generate notification to interested parties of termination

	Shared Data
	None

	Predecessor
	Receive Request for Termination
Violation / request /lack of funds

	Successor
	Send Response to Other Party
Provide notice to affected parties

	Constraints
	Federal & State laws and regulations

	Failures
	None

	Performance Measures
	N/A






[bookmark: _Toc220816638][bookmark: _Toc228596819]Terminate Business Relationship “To-Be” Business Capability Matrix 
	Business Capability Descriptions
	Level 2

	CMS planned for this BCM to be a combination of all four business processes.   
The Business Relationship area will be greatly enhanced with the web-based collaborating tracking system that the State has envisioned.  This tracking system will be capable of attachments, electronic signatures, and automatic notifications, as well as provide monitoring and status of the agreements during the Business Relationship processes.  

	Timeliness of Process
	Level 2

	The current process takes upwards of six months to establish a business relationship.  This time ,as well as the time frame for managing, communicating and terminating, will be greatly reduced with a the new web-based collaborating tracking system.

	Data Access and Accuracy
	Level 2

	Having the information available in a web-based application will make it accessible to all parties.  With the enhancement of electronic attachments, the information in the file will be first hand and not subject to keying errors.

	Effort to Perform; Efficiency
	Level 2

	The effort and labor required to perform the Business Relationship process will be reduced by the advent of notifications, electronic signatures, and attachments.

	Cost Effective
	N/A

	

	Accuracy of Process Results
	Level 2

	Significant improvement will be found by storing and accessing all data in the data warehouse.

	Utility of Value to Stakeholders
	Level 2

	Performing the Business Relationship process in a more timely and efficient manner will provide values to both the State and their business partners.  
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