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List of Acronyms
The following acronyms are used throughout this document:
	Acronym
	Definition

	7C&S
	Seven Conditions and Standards

	ACA
	Affordable Care Act, also known as Patient Protection and Affordable Care Act

	ACH
	Automated Clearing House

	AMA
	American Medical Association

	APD
	Advanced Planning Document

	AVRS
	Auto Voice Response System

	BA
	Business Architecture

	BCCTP
	Breast and Cervical Cancer Treatment Program

	BCM
	Business Capabilities Matrix

	BP
	Business Process as defined by the Medicaid Information Technology Architecture (MITA)

	BRM
	Business Relationship Management

	CAQH
	Council for Affordable Quality Healthcare

	CFR
	Code of Federal Regulations

	CHFS
	Cabinet for Health and Family Services

	CM
	Care Management

	CMS
	Centers for Medicaid & Medicare Services

	COB
	Coordination of Benefits

	COTS
	Commercial off-the-shelf

	DCBS
	Department of Community Based Services

	DFWAIP
	Department of Fraud, Waste, Abuse Identification and Prevention

	DMS
	Division for Medicaid Services

	EA
	Enterprise Architecture

	EDI
	Electronic Data Interchange

	EFT
	Electronic Funds Transfer

	eMARS
	Electronic Management and Administrative Reporting System

	EPSDT
	Early and Periodic Screening, Diagnosis, and Treatment

	FA
	Fiscal Agent

	FFP
	Federal Financial Participation

	FFS
	Fee-for-service

	FPL
	Federal Poverty Level

	FTP
	File Transfer Protocol

	FMAP
	Federal Medical Assistance Percentage

	GOPM
	Governor’s Office for Policy and Management

	HBE
	Health Benefit Exchange

	HIE
	Health Information Exchange

	HIPAA
	Health Information Portability and Accountability Act of 1996

	HIX
	Health Insurance Exchange

	HL7
	Health Level 7

	IA
	Information Architecture

	ICD-10
	International Classification of Diseases and Related Health Problems, Tenth Revision

	ICN
	Internal Control Number

	ID
	Identification

	KAMES
	Kentucky Automated Management and Eligibility System

	KenPAC
	Kentucky Patient Access and Care

	KHIE
	Kentucky Health Information Exchange

	KPI
	Key Performance Indicators

	KY
	Kentucky

	MCO
	Managed Care Organization

	MITA
	Medicaid Information Technology Architecture

	MMIS
	Medicaid Management Information System

	NCCI
	National Correct Coding Initiative

	NCPDP
	National Council for Prescription Drug Program

	NPI
	National Provider Identifier

	NPPES
	National Plan and Provider Enumeration System

	OATS
	Office of Administrative and Technology Services

	OM
	Operations Management

	PA
	Prior Authorization

	PCCM
	Primary Care Case Manager

	PDF
	Portable Document Format

	PE
	Presumptive Eligibility

	PG
	Program Management

	PI
	Program Integrity

	POS
	Point of sale/service

	PR
	Provider Management

	PSA
	Public Service Announcement

	RA
	Remittance Advice

	RAC
	Recovery Audit Contractor

	RFP
	Request for Proposal

	SLA
	Service Level Agreements

	SMDL
	State Medicaid Director Letter

	SNAP
	Supplemental Nutrition Assistance Program

	SOA
	Service Oriented Architecture

	SSA
	Social Security Administration

	SS-A
	State Self-Assessment as defined by the Medicaid Information Technology Architecture (MITA)

	SUR
	Surveillance and Utilization Review

	TA
	Technology Architecture

	TANF
	Temporary Assistance to Needy Families

	TPL
	Third Party Liability
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[bookmark: _Toc340157028]Executive Summary
[bookmark: _Toc340157029]Overview
Cognosante is under contract to the Kentucky Cabinet for Health and Family Services (CHFS) to provide consulting services for the Kentucky Medicaid Management Information System (MMIS) Procurement. As part of that work effort, Cognosante is contracted to complete the Medicaid Information Technology Architecture (MITA) State Self-Assessment (SS-A). Cognosante submits this updated To Be Assessment deliverable in accordance with Takeover and Replacement Project Amendment 1.
The amendment required an examination of the previously produced MITA SS-A document and a determination regarding the impact of the recent Kentucky enhancements to the As Is maturity levels and a review of the impacts that the Affordable Care Act (ACA) and CMS Enhanced Funding Requirements, Seven Conditions and Standards (7C&S) will have on the To Be MITA maturity level goals. This document will present the results of the examination of the To Be assessment of future goals, objectives, opportunities, and challenges. Additional documents will include a Gap Analysis and a Transition Plan. The Transition Plan will highlight a plan to transition from the current MMIS architecture to future business and technology needs and services. 
Section 2 provides a description of the MITA assessment process employed by Cognosante and presents Kentucky Medicaid’s goals and objectives as they relate to MITA. 
Section 3 discusses the two major external drivers of change, the ACA and the 7C&S. The section provides the details of the review of the ACA and 7C&S with individual MITA business process capabilities. ACA and the 7C&S required a re-evaluation of the technical requirements needed to support the Kentucky Medicaid program.
Section 4 contains the assessment results. This section provides details on the current levels of maturity of each Kentucky CHFS business process as compared to the MITA maturity levels along with Kentucky’s To Be goals. 
The original As Is assessment by Kentucky was completed in 2008. The To Be assessment was completed in 2010. Both assessments were performed using the v2.0 Business Capability Matrix (BCM) and reflected a maturity determination based on v2.0 capability information. The current To Be assessment was conducted using the v2.01 BCM and maturity determinations are based on v2.01 capability information. As a result of this version gap, the changes to capability statements required some As Is maturity levels to be revised to reflect the latest MITA maturity levels.
In this 2012 assessment, Cognosante reviewed the previous assessment. Since that time, the Centers for Medicaid & Medicare Services (CMS) approved revisions to the MITA BCM. These updates included changes and additions to the capability statements driving MITA maturity level determinations. As a result, the BCM component of the MITA Framework moved from v2.0 to v2.01.
The intent of the SS-A update is to identify MITA capabilities that will need to be improved in order to meet CMS requirements and the future needs of the Kentucky Medicaid. These requirements will be reviewed for possible inclusion into the MMIS Procurement Project RFP. 
The Office of Administrative and Technology Services (OATS) will be leading the effort on the SS-A update to MITA v3.0.
[bookmark: _Toc340157030]Summary of Findings
Figure 1 below provides a summary of the Kentucky Medicaid Enterprise To Be maturity levels for all eight business areas. Each of these business areas is discussed fully in Section 5, Results of the MITA Business Process Assessment, and includes detailed discussion of the factors affecting assignment of MITA Maturity Levels.

[bookmark: _Ref329265883][bookmark: _Toc329335506]Figure 1: Medicaid Enterprise To Be MITA Maturity Levels

The update of the existing MITA SS-A focused on: 
Changes to the Medicaid Enterprise since the last assessment
The shift towards increased use of Managed Care Organizations (MCOs)
The impacts to the MITA business processes from the ACA
The impacts to the MITA business processes from the 7C&S
The first part of the review focused on the changes to the Medicaid Enterprise since the initial assessments. These changes were incorporated into the detailed business process documents. Several of the notable changes were:
Elimination of the Kentucky Patient Access and Care (KenPAC) program
Limited Implementation of the Kentucky Health Information Exchange (KHIE)
Improvements to the web portal functionality
The shift to Managed Care only slightly affects the MITA capabilities. While the Contractor Management processes may be used more frequently, the change does not result in MITA capability changes. The Program Management area business processes will be utilized to oversee the effectiveness of the care provided by the MCOs.
The ACA is primarily driving policy changes and program expansion. Examples of ACA requirements impacting the Medicaid Enterprise are:
Program policy changes such as expanded benefits (e.g., tobacco cessation, obesity education and outreach)
Expanded enrollment increasing eligibility to 133% of the Federal Poverty Level (FPL)
Integration and interoperability with the Health Insurance Exchange (HIX), referred to as the Health Benefit Exchange (HBE) in Kentucky, including the shared use of eligibility determination modules
Compliance with the National Correct Coding Initiative (NCCI), which Kentucky has already implemented tools to ensure compliance
The 7C&S has the largest impact on the MITA capabilities. The 7C&S address many of the architectural requirements (interfaces and open architecture) and business results (timelines, efficiency, and cost-effectiveness) areas detailed in the MITA capabilities. The following list represents a high level view of the items in the 7C&S that directly impact MITA capabilities:
Architecture requirements such as modularity, use of a separate rules engine, open interfaces, and interoperability
Business results requirements to ensure efficient and effective operations
Service Level Agreement (SLA) and Key Performance Indicator (KPI) requirements to tightly monitor contractors (both administrative and health services)
Required use of industry standards (Health Insurance Portability and Accountability Act (HIPAA) and MITA standards)
[bookmark: _Toc246226727][bookmark: _Toc340157031][bookmark: _Toc242426298]MITA State Self Assessment process 
[bookmark: _Toc246226728][bookmark: _Toc340157032]Description of the MITA SS-A Process
MITA is intended to provide States with an information architecture that they can use as a framework for improving Medicaid and exchanging data throughout the enterprise, including and among beneficiaries, vendors and services providers, state and federal Medicaid agencies, and other agencies and programs which are supported by federal matching funds. While Medicaid agencies rely substantially on technology to perform their work, MITA envisions changes that will enable the Medicaid business processes to drive the technological changes over the next decade. MITA also envisions that many of these business processes might be similar among the various Medicaid agencies, and that some economies of scale might be gained if these processes can be modeled and shared among states. The goal of MITA is to:
“Establish a national framework of enabling technologies and processes that support improved program administration for the Medicaid enterprise and for stakeholders dedicated to improving health care outcomes and administrative procedures for Medicaid beneficiaries.”
CMS established the MITA framework, which elaborated on the MITA vision. That framework adapted the best practices in the industry to meet the unique requirements of Medicaid. The framework detailed that MITA would include a Business Architecture (BA), an Information Architecture (IA), and a Technical Architecture (TA) that would work in concert to define and improve the administration of Medicaid Enterprises. 
The Business Architecture would include all of the business processes defined by the Medicaid agency and establish a maturity level for each of them. The Information Architecture would define the data and standards necessary to conduct these business operations. Finally, the Technical Architecture would establish fundamental concepts of technology, such as interoperability, modularity, and flexibility, without naming specific technology platforms or systems. The Technical Architecture is still in early stages of development, but the Information Architecture (IA) has almost no structure in the Framework 2.01. This assessment only covers the Business Architecture.
The development of the IA is currently taking place at Health Level Seven (HL7), where all of the business processes are being modeled. All of the concepts in the framework allow individual Medicaid agencies the options and flexibility to pursue their own Enterprise Architecture (EA), while still adhering to the basic principles that move the entity forward on the continuum to more mature capabilities that better meet the established goals and objectives.
Fundamental to implementation of the MITA concept is the requirement for each State to conduct a SS-A. Within this SS-A, each State is to carefully and honestly look at its current business processes to establish which ones pertain to its Medicaid operations and what maturity level that business process is—the As Is state. The MITA maturity levels are specific to each business process, but can be summarized in the following table:
[bookmark: _Toc209227429][bookmark: _Toc209227494][bookmark: _Toc209343727][bookmark: _Toc242448362][bookmark: _Toc245878747][bookmark: _Toc246226842][bookmark: _Toc329335516]Table 1: MITA Maturity Levels
	Definition of State Medicaid Levels of Maturity

	Level 1
	Level 2
	Level 3
	Level 4
	Level 5

	Agency focuses on meeting compliance thresholds for State and Federal regulations, primarily targeting accurate enrollment of program eligibles and timely and accurate payment of claims for appropriate services.
	Agency focuses on cost management and improving quality of and access to care within structures designed to manage costs (e.g., managed care, catastrophic care management, and disease management). Focus on managing costs leads to program innovations.
	Agency focuses on adopting national standards, collaborating with other agencies in developing reusable business processes, and promoting one-stop-shop solutions for providers and consumers. Agency encourages intrastate data exchange.
	Agency benefits from widespread and secure access to clinical data and focuses on improvement of healthcare outcomes, empowering beneficiaries and provider stakeholders, measuring objectives quantitatively, and ensuring overall program improvement.
	Agency focuses on fine tuning and optimizing program management, planning and evaluation since it has benefited from national (and international) interoperability and previously noted improvements that maximize automation of routine operations.



Once the As Is state is determined, the SS-A requires the State to consider where it would like to be over the next period of time. That time period is determined by the State, but can be the near future, or a more distant goal of 5 to 10 years in the future. This is the To Be maturity level for each business process. Between the As Is and the To Be are issues that must be addressed before the State can progress to the higher maturity. Those issues represent the Gaps. As a State defines it To Be maturity level, it may also elaborate on functionality it would need to accomplish that maturity. That may represent both business process and technical requirements to achieve that goal. This process is best illustrated by a fictitious example that is not related to Kentucky or any other specific State: 
The State of Atlantis currently uses a paper application for its Enroll Provider business process. This is considered the As Is state of the BP. That application is reviewed manually by an individual, and provider information is validated via phone calls. This process is MITA maturity Level 1 as it is primarily manual. Atlantis has determined that in two years it would like to receive all of its provider applications via a web portal and automate the enrollment with enrollment rules. This is considered the To Be state of the BP. This moves the process to MITA maturity Level 2 as it incorporates more electronic processes and automates the approval process for a large percentage of providers. Additionally, within five years, Atlantis would like to move to a national data bank for provider enrollment to be able to see that providers from other States are enrolled and therefore eligible to participate in Atlantis Medicaid. This process would move to a MITA Level 3 because it incorporates standards for enrollment and shares data across State lines within a standardized data bank.
As Atlantis plans its progression for two years and then five years, some issues remain. It must first develop a web portal and must then encourage providers to use it for enrollment. It must rewrite State rules to allow a provider application without a paper signature page. Validation of State licensure must be conducted through an interface to the Board of Licensure, and validation of the social security/tax identifier must pass through an interface from the Social Security Administration (SSA). The National Provider Identifier (NPI) must be validated by a query to the National Plan and Provider Enumeration System (NPPES). Once these validations have occurred, the system must apply business rules, written by Atlantis, to grant approval to the provider. Before a provider can be enrolled through a National Standardized Enrollment System, that system must be developed, tested, and vetted through a number of States. These issues represent the Gap portion of the MITA SS-A. Some gaps will involve new technology (web portal development and interface creation), while others will involve changes to business processes (rewriting State rules, writing the rules for application acceptance, providing provider outreach, etc.). 
The MITA SS-A consists of: 
· An assessment of the As Is business processes
· An assessment of the To Be business processes
· The Gaps identified to achieving the desired To Be objectives
· A Transition Plan to outlining the path to satisfying the gaps
The Transition Plan outlining the path forward is developed with the Commonwealth and remains a living document. Each business process will have its own current state, issues list, and requirements for the future that must be addressed, prioritized and planned. The MITA framework provides the instructions, but the Commonwealth of Kentucky must design its own roadmap. Throughout the course of the journey, different issues will become more important and will jump the priority list, new Federal and State laws will demand more immediate attention, and technology itself will continue to evolve. The goal of MITA is to establish a baseline from which to plan, revise the plan, and move forward. Prior to any advanced planning document (APD) development, the State is strongly advised to complete its MITA SS-A. This baseline will provide valuable information to the State, which enables the development of a more comprehensive APD. The following figure represents how the MITA SS-A fits into the State’s overall plan for MMIS improvement. It is referred to as the Line of Sight because it references how each phase of the process moves forward to the next phase.
 (
Gather Information on As Is, To Be, Other Requirements 
Analyze Data Collected 
Write SS-A Report on As Is
 
Assessment and To Be Decisions (for each BP)
Assess Gap: As Is and To Be (for Each Business Process)
Write Gap Analysis Report (by Business Area)
Use SS-A and Gap Analysis in Future Transition Plan Report
Use in IAPD Update(s)
Use in RFP
)
[bookmark: _Toc245276124][bookmark: _Toc245878748][bookmark: _Toc246226833][bookmark: _Toc329335507]Figure 2: Line of Sight Diagram
[bookmark: _Toc246226729][bookmark: _Toc340157033]Cognosante Methodology
A MITA SS-A hinges on determining the executive vision for the future, establishing the interested stakeholders, capturing the current level of business processes within the enterprise, and envisioning the capabilities of an MMIS as it is enhanced over time. While MITA establishes a framework, that framework only serves to initiate the discussion. Cognosante reviewed the existing goals for the future. The current goals are represented in Section 2.3 below. The established goals were mapped against the MITA goals and objectives, and formed the basis for all discussions with CHFS program staff.
Because the schedule for this engagement was aggressive, Cognosante used the original Kentucky MITA Framework 2.0 material as a foundation with its eight business areas and 79 business processes, as the baseline. The original material was reviewed and placed in a standardized templates based on MITA Framework 2.01. A review of recent changes to the MMIS, legislation such as the ACA, and CMS requirements was conducted and any updates and new findings were added to the templates. The detailed templates were used as the basis for the final deliverables. These completed templates will be delivered in a soft copy because of the length and the need to be able to search the documents electronically. This process assured that all MITA business areas and processes would be addressed.
[bookmark: _Ref243992244][bookmark: _Toc246226731][bookmark: _Toc340157034]Executive Goals and Objectives
[bookmark: _Toc187234421][bookmark: _Toc327965773][bookmark: _Toc340157035]Kentucky Medicaid Mission
Owing to the unbridled spirit of its workforce, the mission of Kentucky Medicaid is to provide innovative opportunities to its members that will promote healthy lifestyles, personal accountability, and responsible program governance for a healthier Kentucky.
[bookmark: _Toc187234422][bookmark: _Toc327965774][bookmark: _Toc340157036]Kentucky Medicaid Vision
Kentucky envisions serving as a national model for achieving excellence in Medicaid by increasing the quality of benefit services, transforming care management, updating relevant technology, providing support for an outstanding workforce, and preventing, detecting, and reducing fraud, waste, and abuse.
[bookmark: _Toc187234423][bookmark: _Toc327965775][bookmark: _Toc340157037]Kentucky Medicaid Values
Respect – for all persons with whom we come in contact
Integrity – in all of our transactions and dealings with one another and the public
Competency – in each task we perform
Collaboration – in making decisions that impact others
Accountability – for our decisions and actions
Excellence – in all that we endeavor to achieve
Commitment – to one another, our members and our providers
[bookmark: _Toc187234424][bookmark: _Toc327965776][bookmark: _Toc340157038]Kentucky Medicaid Guiding Principles
1. Do the right thing, the right way, the first time.
1. All decisions must pass the three way test:
Is it legal?
Is it ethical?
Is it moral? 
1. Quality service is the most effective service.
[bookmark: _Toc187234425][bookmark: _Toc327965777][bookmark: _Toc340157039]Kentucky Goals and Objectives
The Kentucky Medicaid mission seeks to accomplish the following five goals:
1. Integrate care delivery systems and providers for enhanced access and service to Medicaid members.
3. Redesign the behavioral health care delivery system.
3. Increase emphasis on primary care.
1. Develop mechanisms to utilize available resources to most appropriately meet the needs of members.
4. Tailor services to meet the individual needs by developing varying benefit packages designed to address the different populations covered by the Medicaid program and to establish meaningful benefits based on best practices.
4. Ensure that Medicaid is the payer of last resort by establishing an "opt out" option for those Medicaid members who have access to private insurance coverage and to create a financial incentive for them to choose that option.
4. Utilize lessons learned and best practices through proven, traditional insurance and business models and integrate into the Medicaid program.
1. Encourage Medicaid members to be personally responsible for their own healthcare.
5. Design Disease and Care Management programs to improve the health of individuals with specific chronic conditions.
5. Initiate a health literacy program to make the Medicaid eligible more informed about health, healthcare and services.
1. Redesign the Medicaid program infrastructure to utilize and maximize appropriate business practices.
6. Enhancement of cost conscious activities performed by the MMIS.
6. Explore grant opportunities with various foundations for program planning, education and research.
1. Provide thorough, thoughtful educational materials and resources to members and providers to assist and enrich their participation in the Medicaid program.
7. Develop a model of best practices that will support providers and help empower members to live healthier lives.

[bookmark: _Toc340157040][bookmark: _Toc242426303][bookmark: _Toc246226732]External Drivers of Change
While the Commonwealth of Kentucky operates and manages its own Medicaid program, CMS and federal legislation play a major role in determining program policies and direction. These external drivers require additional system capabilities, funding, and Commonwealth resources. 
[bookmark: _Toc340157041]Patient Protection and Affordable Care Act (ACA)
The ACA contains many broad provisions that change the way health care is delivered and the way health insurance is purchased. Several of these provisions impact the Medicaid program such as expanded eligibility, provider enrollment, and the establishment of the HBE that will interface with the Medicaid Enterprise when making an eligibility determination. 
The MITA Business Processes listed below will be impacted in some manner by the implementation of ACA.
CM03 – Manage Medicaid Population Health
[bookmark: _Toc329335517]Table 2: ACA Impacts on Manage Medicaid Population Health
	ACA Section
	Requirement

	4004
	Education and outreach campaign regarding preventive benefits and obesity related care.

	4108
	Provides incentive for states for prevention of chronic diseases and healthier lifestyles.



ME01 – Determine Eligibility
[bookmark: _Toc329335518]Table 3: ACA Impacts on Eligibility Determination
	ACA Section
	Requirement

	2001
	Section 2001 of the ACA creates a new eligibility category entitled “newly eligible” for individuals with incomes below 133% of FPL.

	2001
	States must create and maintain benchmark plans.


The HBE will be taking in applications and determining Medicaid eligibility based on income requirements. The HBE may also be sharing the eligibility determination services used by Medicaid and other state agencies. 


ME02 – Enroll Member
New members will be added based on expanded eligibility requirements as determined through the HBE eligibility determination and enrollment processes. The necessary interfaces will need to be developed to support those processes. 
ME08 – Perform Population and Member Outreach
[bookmark: _Toc329335519]Table 4: ACA Impacts on Eligibility Determination
	ACA Section
	Requirement

	4004
	Education and outreach campaign regarding preventive benefits and obesity-related care.



OM07 – Audit Claim/Encounter
[bookmark: _Toc329335520]Table 5: ACA Impacts on Audit Claim/Encounter
	ACA Section
	Requirement

	6507
	Requires compliance with National Correct Coding Initiative (NCCI).



OM16 – Prepare Health Insurance Premium Payment
OM21 – Prepare Member Premium Invoice
In these processes, the Commonwealth is covering the member’s share of the premium for medical coverage. The premium billing, collections, and reconciliation processes for member premiums may be handled through the HBE process/system/vendor depending on the Commonwealth’s solution. The Division for Medicaid Services (DMS) could realize some gains in efficiency by eliminating a manual Medicaid process and incorporating it into the HBE. 
OM20 – Calculate Spend Down Amount
The Spend Down process typically covers clients with incomes slightly higher than Medicaid eligibility limits. In these cases, the HBE will offer increasing health care subsidies for health insurance coverage leading up to full Medicaid coverage. The participants would likely qualify for coverage which may eliminate the need for the Spend Down process. 
OM26 – Manage Recovery
[bookmark: _Toc329335521]Table 6: ACA Impacts on Manage Recovery Process
	ACA Section
	Requirement

	6411
	The ACA requires the contracting of a Recovery Audit Contractor (RAC).

	6506
	This provision extends the period of time for recovery to one year from the time of discovery. 



PG02 – Develop and Maintain Benefit Package
[bookmark: _Toc329335522]Table 7: ACA Impacts on Benefit Packages
	ACA Section
	Requirement

	2001
	States must create and maintain benchmark plans as well as the “newly eligible” benefit category. 

	2001
	Beginning in 2014, benchmark and benchmark-equivalent plans must begin providing at least essential health benefits, as described in Section 1302(b).
(See State Medicaid Director Letter (SMDL) #10-013.)

	2401
	Increased eligibility (150% FPL) for personal care attendant services for disabled beneficiaries.

	2502
	State Medicaid programs must cover barbiturates, benzodiazepines, and tobacco cessation products.
Elimination of exclusion of coverage of certain drugs.

	4107
	Requires that tobacco cessation programs for pregnant women be covered by Medicaid.



PG17 – Monitor Performance and Business Activity
[bookmark: _Toc329335523]Table 8: ACA Impacts on Monitoring Performance and Business Activity
	ACA Section
	Requirement

	2001
	States must report to CMS on Medicaid enrollees, disaggregated by children, parents, non-pregnant childless adults, disabled individuals, elderly individuals, or other categories required by the Secretary. 



PI01 – Identify Candidate Case
[bookmark: _Toc329335524]Table 9: ACA Impacts on Case Identification
	ACA Section
	Requirement

	6411
	The ACA requires the contracting of a Recovery Audit Contractor (RAC).



PI02 – Manage Case
[bookmark: _Toc329335525]Table 10: ACA Impacts on Managing Cases
	ACA Section
	Requirement

	6411
	The ACA requires the contracting of a Recovery Audit Contractor (RAC).



PM01 – Enroll Provider
[bookmark: _Toc329335526]Table 11: ACA Impacts on Provider Enrollment
	ACA Section
	Requirement

	6401
	The ACA requires additional screening of providers. The additional screening requirements will check for potential fraud, waste and abuse. The requirement includes fingerprinting, criminal background checks, and random site visits. 

	6402
	This provision requires the NPI for provider enrollment in the Medicaid program.

	6403
	The National Practitioner Database must be used in the enrolling of providers. States must convert from the Health Integrity and Protection Database to the National Practitioner Database.



[bookmark: _Toc340157042]Impact of the Seven Conditions and Standards on MITA Maturity Goals
[bookmark: _Toc340157043]Overview
DMS completed a MITA SS-A v2.01 in 2008, as part of the planning process required by CMS. In April 2011, CMS released the Enhanced Funding Requirements: Seven Conditions and Standards (7C&S), listed below: 
Modularity Standard – Requires the use of a modular, flexible approach to systems development including the use of open interfaces and exposed application programming interfaces; the separation of business rules from core programming; and the availability of business rules in both human and machine readable formats.
MITA Condition – Requires states to align to and advance increasingly in MITA maturity for business, architecture, and data.
Industry Standards Condition – States must ensure alignment with, and incorporation of, industry standards, such as Health Insurance Portability and Accountability Act (HIPAA) security, privacy, and transaction standards.
Leverage Condition – State solutions should provide sharing, leverage, and reuse of Medicaid technologies and systems within and among states.
Business Results Condition – Systems should support accurate and timely processing of claims (including claims of eligibility), adjudications, and effective communications with providers, beneficiaries, and the public.
Reporting Condition – Solutions should produce transaction data, reports, and performance information that would contribute to program evaluation, continuous improvement in business operations, and transparency and accountability.
Interoperability Condition – Systems must ensure seamless coordination and integration with the Kentucky HBE and allow interoperability among other state agencies and community organizations providing outreach and enrollment assistance services. 
It is DMS’ intent to procure a new system in order to meet the 7C&S and qualify for the enhanced funding of the program.
An analysis was done to compare the details of the 7C&S to the MITA capabilities to determine which MITA capabilities will be impacted. The result of the analysis will be to elevate the MITA To Be goals to align with the objectives contained in the Seven Conditions and Standards.
The recent release of the 7C&S requires new design and development efforts, including total MMIS replacements, to address compliance with these standards and conditions in order to received enhanced federal funding for Medicaid technology investments. DMS understands that achieving full compliance with these standards will take time, and will not be a simple task. 
[bookmark: _Toc340157044]Summary of 7C&S Impacts
A high-level summary of the 7C&S assessment results is listed in Table 12. These are the components of the 7C&S that had multiple impacts of MITA business process capability To Be levels. 
[bookmark: _Ref329266308][bookmark: _Toc329335527]Table 12: 7C&S Impact Summary
	Condition/Standard
	Key elements impacting the MITA capabilities

	Modularity Standard
	Use of a separate rules engine
Use of exposed services and Service Oriented Architecture (SOA)

	MITA Condition
	There were no direct impacts to the MITA business capabilities identified. 

	Industry Standards Condition
	Use of HIPAA transaction standards
Conformance with CMS issued industry standards

	Leverage Condition
	Reuse of Medicaid technologies

	Business Results Condition
	Elimination of manual tasks to provide effective and efficient business processes
Increasing the degree of automation
Including performance standards in contracts

	Reporting Condition
	Allowing access to data for program evaluation

	Interoperability Condition
	Seamless coordination and interoperability with other systems
Use of open interfaces





Table 14: 7C&S Impact Assessment below provides a high-level picture of the areas impacted. Table 13: 7C&S Impact Legend provides a key to the table. 
[bookmark: _Ref329266399][bookmark: _Toc329335528]Table 13: 7C&S Impact Legend
	Key
	Description

	High
	The majority of the business processes (>66%) had direct impacts from the 7C&S requirements. 

	Moderate
	A significant number (33-66%) of the processes had direct impacts from the 7C&S requirements.

	Minimal
	Less than 33% of the processes had direct impacts from the 7C&S requirements.

	None
	None of the processes had direct impacts from the 7C&S requirements.






[bookmark: _Ref329266373][bookmark: _Ref329266378][bookmark: _Toc329335529]Table 14: 7C&S Impact Assessment
	Business Area
	Modularity Standard
	MITA Condition
	Industry Standards Condition
	Leverage Condition
	Business Results Condition
	Reporting Condition
	Interoperability Condition

	Business Relationship Management
	Moderate
	None
	High
	Minimal
	Minimal
	None
	Minimal

	Care Management
	Moderate
	None
	Moderate
	None
	High
	Minimal
	Minimal

	Contractor Management
	Minimal
	None
	Moderate
	Minimal
	High
	Moderate
	None

	Member Management
	High
	None
	Minimal
	None
	High
	Moderate
	Moderate

	Operations Management
	High
	None
	Minimal
	None
	High
	High
	High

	Program Integrity Management
	Moderate
	None
	None
	None
	High
	None
	None

	Program Management
	Moderate
	None
	Moderate
	None
	High
	Moderate
	Moderate

	Provider Management
	Moderate
	None
	Minimal
	None
	High
	Moderate
	Minimal
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[bookmark: _Toc340157045]Impacts on Business Relationship Management Processes
The interaction of the Seven Conditions on the Business Relationship Management process is primarily in the Industry Standards Condition and Modularity Standard areas. The emphasis in this area is towards adopting MITA and HIPAA standards as well as standard interfaces and reusable services. 
The primary conditions and standards that impact MITA To Be capabilities for the Business Relationship Management Business Area include the following:
Use of a separate Rules Engine to automate business rules
Adoption of HIPAA standard transactions
Adoption of MITA data standards and interfaces
Use of SOA services to create reusable services
Use of automation to improve processing time and efficiency

	[image: unbridled.gif]
	Kentucky MMIS Procurement 2012
MITA SS-A To Be Summary Report





	[image: fox-sys-red-good-[Converted]
	Version 2.0
Page 17



[bookmark: _Toc329335530]Table 15: Business Relationship Management Detailed Results
	
	Business Process
	Kentucky MITA Capability Gap
	Condition/Standard
	Action to Meet MITA To Be and 7C&S

	BR01
	Establish Business Relationship
	Lack of data accuracy and completeness, lack of process integration, and manual processing negatively impacts the accuracy of the process.
	Modularity Standard
	Implement a separate Rules Engine to automate processes

	BR01
	Establish Business Relationship
	Internal data standards have been implemented and HIPAA standards for transactions are in use.
	Industry Standard Condition
	Adopt MITA data standards and interfaces

	BR01
	Establish Business Relationship
	The process conforms to regulations and facilitates cost management and ongoing quality improvement.
	Leverage Condition
	Use of SOA services will create reusable services.

The process is enhanced over Level 2 and also supports improved program management, meets MITA definitions, and supports the shift to shared business services.

	BR01
	Establish Business Relationship
	The process is a mixture of automation and manual intervention because of the need to interface between many different stakeholders and data sources (internal and external to the enterprise).
	Interoperability Condition
	Use MITA standards to make system interoperable with other systems.

The process is primarily automated with the use of MITA standards and steps are internally interoperable.

	BR02
	Manage Business Relationship
	The business process is supported by proprietary Electronic Data Interchange (EDI) and non- standardized data and format from multiple sources.
	Industry Standard Condition
	Internal data standards have been implemented and HIPAA standards for transactions are in use.

	BR02
	Manage Business Relationship
	Manual communication and processing are not timely. 
	Industry Standard Condition
	Some use of electronic interchange, automation of some steps, and internal (and HIPAA) data standards have increased coordination and consistency, thus improving end-to-end time frames for communication and processing.

	BR03
	Terminate Business Relationship
	The process requires up to 30 days.
	Business Results Condition
	Improve process time to average 10 days or less

	BR03
	Terminate Business Relationship
	Manual operation results in subjective selection of data to be used. 
	Business Results Condition
	Implement standards

	BR03
	Terminate Business Relationship
	The process relies primarily on manual activities.
	Business Results Condition
	Implement automation to improve efficiency

	BR04
	Manage Business Relationship Communication
	The business process is supported by proprietary EDI and non-standardized data and format from multiple sources.
	Industry Standard Condition
	Adopt HIPAA standards for transactions

	BR04
	Manage Business Relationship Communication
	There is lack of data accuracy and completeness.
	Industry Standard Condition
	Use of HIPAA data exchange standards, and increased use of automation reduces inaccuracies

	BR04
	Manage Business Relationship Communication
	There is lack of data accuracy and completeness.
	Modularity Standard
	Internal standardization of data, use of HIPAA data exchange standards, and increased use of automation reduces inaccuracies
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[bookmark: _Toc340157046]Impacts on Care Management Processes
The interaction of the Seven Conditions on the Care Management process is primarily in the Business Results area. Medicaid Enterprise emphasis is beginning to turn “outward” in that more programs to deal with the health of the general population, and efforts at disease prevention and education are becoming more important. The processes to achieve this result are still in their early stages. The development and increased maturity of the processes must be addressed in order to increase effectiveness. Closely following this condition are those of Industry Standards and Modularity (especially in the area of a Rules Engine). As other States develop effective programs, it will be imperative that the Commonwealth follow successful examples. This means a method of changing processing rules, and being able to implement these changes and programs as quickly as possible. 
The primary conditions and standards that impact MITA To Be capabilities for the Care Management Business Area include the following:
Use of a separate Rules Engine to automate business processes
Design interoperable systems to improve data access and efficiency
Automate processes to improve efficiency
Coordinate standards of care with other Commonwealth agencies
Strategies to improve health of identified groups must be published
Expansion and adherence to HIE standards and practices will improve this process
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[bookmark: _Toc329335531]Table 16: Care Management Detailed Results
	
	Business Process
	Kentucky MITA Capability Gap
	Condition/Standard
	Action to Meet MITA To Be and 7C&S

	CM01
	Establish Case
	The process is a mixture of automation and manual intervention because of the need to interface between many different stakeholders and data sources (internal and external to the enterprise).
	Modularity Standard
	Separate rules engine could be used to enhance the process.

The process is primarily automated with the use of MITA standards and steps are internally interoperable.

	CM01
	Establish Case
	Process uses manual method to establish groups, and is ill-defined
	Business Results Condition
	Automate tasks to improve efficiency and effectiveness

	CM02
	Manage Case
	Manual processes identify services or actions to be performed and points for intervention. Opportunities for improvements exist at many points in the process. 
	Business Results Condition
	Automate processes to improve efficiency.

	CM03
	Manage Medicaid Population Health
	The business process consists primarily of manual, paper based steps. Manual compilation of data is required.
	Business Results Condition
	Automate tasks to improve efficiency and effectiveness

	CM03
	Manage Medicaid Population Health
	Using census, vital statistics and other data sources, information should be distributed to targeted groups
	Interoperability Condition
	Proposed systems need to support interoperability with HIE, public health agencies, and other human service programs.

	CM04
	Manage Registry
	Process promotes connection with health care organizations and other States with respect to managing the exchange of information
	Industry Standard Condition
	Expansion and adherence to HIE standards and practices will improve this process

	CM04
	Manage Registry
	Current registry is growing and expanding connectivity
	Business Results Condition
	Expand KHIE access to include all health care providers

	CM04
	Manage Registry
	Process includes management of laboratory information, claim information from Medicaid, hospitals and health care practitioners
	Interoperability Condition
	Exchange of information between involved parties is critical to the process 
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[bookmark: _Toc340157047]Impacts on Contractor Management Processes
Contractor Management is a labor-intensive activity. The processes are very specialized and manual. The Business Results condition is key in this area. Efficiencies must be found in the portions of the process that are common to the process across occurrences (such as the evaluation of RFP responses, publishing of results of the award process, etc.). Also impacting these management process are Industry Standards and Reporting. The Commonwealth is seeking to be aware of activity in other States and across agencies with results of Contractor Management activities. And the proper reporting of contractor activities is critical to maintain Federal reporting standards and regulations.
The primary conditions and standards that impact MITA To Be capabilities for the Contractor Management Business Area include the following:
Improving the efficiency of the process by utilizing more automation
Producing reliable and accurate results
Improving electronic communications
Publishing the results and making them available for inquiry
Increase centralized tracking and automation
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[bookmark: _Toc329335532]Table 17: Contractor Management Detailed Results
	
	Business Process
	Kentucky MITA Capability Gap
	Condition/Standard
	Action to Meet MITA To Be and 7C&S

	CO01
	Produce Administrative or Health Services RFP
	Contract data are centralized and maintained electronically. There is coordination between agencies. Requirements tracking and maintenance are centralized. 
	Industry Standard Condition
	Centralized contract data should utilize automation where possible. MITA standards need to be integrated into the RFP process. Improve coordination between agencies to eliminate duplication of contracted services.

	CO01
	Produce Administrative or Health Services RFP
	Completed RFPs are available for response by potential vendors 
	Reporting Condition
	Publish completed RFPs in various formats

	CO01
	Produce Administrative or Health Services RFP
	Manual means are primarily used to create RFPs
	Leverage Condition
	Complete RFPs utilizing current MITA standards that serve as models for additional RFPs

	CO02
	Award Administrative or Health Services Contract
	The process complies with state and federal regulations however; manual processes adversely affect cost effectiveness. 
	Business Results Condition
	Utilize defined data and content standards; centralization reduces process costs and allows staff to shift some attention to cost management and ongoing quality improvement. 

	CO02
	Award Administrative or Health Services Contract
	Proposal information is received and verified in various methods
	Reporting Condition
	Results of the proposal process should be published and available for inquiry

	CO03
	Manage Administrative or Health Services Contract
	Monitoring tools are used to track adherence to contract requirements
	Modularity Standard
	Use of a separate rules engine would facilitate contract monitoring (especially administrative)

	CO05
	Manage Contractor Information
	Updates to the contractor master file are made from many different fax and paper sources. Staff members rely upon manual and subjective validation methods. 
	Business Results Condition
	Process should use requests that are standardized and automated which increases the efficiency and accuracy

	CO06
	Manage Contractor Communication
	Process is primarily manual using electronic forms of communication
	Business Results Condition
	Inquiries should be received and processed by centralized contract monitoring group

	CO06
	Manage Contractor Communication
	Information regarding potential changes and contract activities is distributed
	Reporting Condition
	Communications targeting prospective vendors must be made available

	CO07
	Perform Contractor Outreach
	Staff manually verifies that the information is accurate.
	Reporting Condition
	Electronic communications should have built-in verifications of accuracy.

	CO07
	Perform Contractor Outreach
	Information for the outreach is manually accessed. This adds to the time requirements for this process.
	Business Results Condition
	Some information for the process should be accessible electronically. This reduces the time requirements for launching the outreach.

	CO08
	Support Contractor Grievance and Appeal
	Process is paper-based (and includes documents required to be paper), and may take an extended period of time to complete
	Business Results Condition
	Incorporate automation tools such as document imaging and Workflow.

	CO08
	Support Contractor Grievance and Appeal
	State agencies are standardizing and centralizing some of the administration of this process
	Industry Standard Condition
	Increasing the consistency between states will improve the process

	CO09
	Inquire Contractor Information
	Inquiries are received and processed as required by Open Record law requirements
	Business Results Condition
	Implement automated processes to improve efficiencies
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[bookmark: _Toc340157048]Impacts on Member Management Processes
Member Management is one of the primary areas of focus in the Medicaid Enterprise system. Many of the activities within the management process are mature and predictable, making them excellent candidates for automation. With this in mind, Modularity (with a flexible, easily user-modified Rules Engine) will allow improvements to the Business Results condition. Much of the basic decision-making (particularly in early processes within the Member Management process flow) can be accomplished before manual processes are involved. As the Medicaid Enterprise systems evolve, the interaction between Care Management (with the emphasis on educating and increasing the health of the general population) and Member Management will become more critical. Interoperability between these systems and programs will become even more important to the success of the efforts.
The primary conditions and standards that impact MITA To Be capabilities for the Member Management Business Area include the following:
Use of a separate Rules Engine to automate business processes
Improve business results by reducing manual processes
Adopting national standard interfaces and data
Developing open interfaces with both eligibility sources and eligibility users
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[bookmark: _Toc329335533]Table 18: Member Management Detailed Results
	
	Business Process
	Kentucky MITA Capability Gap
	Condition/Standard
	Action to Meet MITA To Be and 7C&S

	ME01
	Determine Eligibility
	Decisions on programs and levels of eligibility are initially determined by hard-coded system rules
	Modularity Standard
	Implement a separate rules engine to eliminate hard-coding of rules

	ME01
	Determine Eligibility
	Process is a combination of automated and manual processes; manual steps are not efficient
	Business Results Condition
	Implement a system that makes rules-based decisions to determine the program for which an individual may qualify; completion of the process is a collaborative activity 

	ME01
	Determine Eligibility
	Process requires the interaction of systems for various stakeholders.
Workers in remote offices use KAMES to process initial application data
	Interoperability Condition
	Develop web tools so that applicants may complete and submit electronic applications from any location that has internet access; create a uniform application process for multiple programs, including Medicaid.

	ME02
	Enroll Member
	Decisions on programs and levels of eligibility are initially determined by system rules
	Modularity Standard
	Implement a separate rules engine would enhance process

	ME02
	Enroll Member
	The system makes rules-based decisions to determine the program for which an individual qualifies; completion of the process is a collaborative activity 
	Business Results Condition
	Process is a combination of automated and manual processes; manual steps are not efficient, Rules Engine would automate some of the process. 

	ME02
	Enroll Member
	Process requires the interaction of systems for various stakeholders.
Workers in remote offices use KAMES to process application data.
	Interoperability Condition
	Ensure that open interfaces are established and maintained. 

	ME03
	Disenroll Member
	Decisions on programs and levels of eligibility are initially determined by system rules
	Modularity Standard
	Separate business rules from core programming.

	ME03
	Disenroll Member
	The process is primarily manual. Disenrollment information is manually entered and automatically updates to the eligibility/ enrollment data store. 
	Business Results Condition
	Automate the process where possible with some data still manually entered. Automate the application of business rules to increase overall efficiency. 

	ME03
	Disenroll Member
	Process requires the interaction of systems for various stakeholders.
Workers in remote offices use KAMES to process application data.
	Interoperability Condition
	Automate the disenrollment of members based on State business rules or Federal regulations. Members should also be automatically disenrolled from Waiver and Managed Care programs if program rules require it.

	ME04
	Inquire Member Eligibility
	Requests are received in various formats, primarily electronic transactions
	Modularity Standard
	Implement standard SOA based services to make the process modular and standardized across the enterprise.

	ME04
	Inquire Member Eligibility
	Process is a combination of several inquiry technologies and systems. Automated inquiries currently use HIPAA transactions and AVRS functionality.
	Interoperability Condition
	Convert the process to exposed services using open interfaces

	ME05
	Manage Applicant and Member Communication
	Requests are received in various formats, primarily electronic transactions
	Modularity Standard
	Implement electronic communication methods to merge inquiries into a single stream and maintain electronic copies of communications. 

	ME05
	Manage Applicant and Member Communication
	Most inquiries are researched manually, leading to inconsistent results and efficiency
	Business Results Condition
	Implement automated tools for workflow management to streamline response process.

	ME06
	Manage Member Grievance and Appeal
	This is an all-manual process. Grievances and appeals are filed via fax and USPS. Confidential documents are transferred by certified mail.
	Business Results Condition
	Documents should be scanned and the case file automated and shared among case workers.

	ME06
	Manage Member Grievance and Appeal
	No standards beyond general requirements for establishing a case.
	Industry Standard Condition
	Establish local documentation standards and work towards MITA standards

	ME07
	Manage Member Information
	A member’s data store record will include all eligibility and enrollment spans, and support flexible administration of benefits from multiple programs so that a member may receive a customized set of services
	Reporting Condition
	Enable the data store to be used to provide information and statistics for a variety of member-related activities

	ME07
	Manage Member Information
	This process is associated with many other processes which utilize Member Information
	Modularity Standard
	Develop open interfaces and expose standard services

	ME08
	Perform Population and Member Outreach
	Process is labor-intensive; high costs reduce frequency of outreach.
	Business Results Condition
	Use automation to improve results in targeting populations needing outreach and education.
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[bookmark: _Toc340157049]Impacts on Operations Management Processes
The Operations Management processes of the Medicaid Enterprise (both automated and manual activities) are the heart of the enterprise. These processed pay claims and generate capitation payments. The success of the processes relies on efficient and effective operations. With that in mind, evaluation and improvement of the Business Results derived from these activities is the most critical. Even slight improvements are magnified due to the high volume of transactions processed, and individuals served. Closely tied to this condition is the Modularity of the system. The ability to replace under-performing modules (such as a Rules Engine or Provider Enrollment function) will allow the continual improvement of the enterprise. Other conditions that are and will become even more critical are Reporting and Interoperability. The statistics concerning processing, plus information dealing with the member population must be used to identify areas where improvements are required. And as other non-State agencies (including Federal programs such as a Health Insurance Exchange mandate, and a Health Information effort) will make the ability to communicate and share information across agencies extremely important.
The primary conditions and standards that impact MITA To Be capabilities for the Operations Management Business Area include the following:
Implement the use of a Rules Engine to separate the processing rules from the core system
Implement exposed services to better facilitate the data flow between systems (e.g., prior authorizations, TPL, Coordination of Benefits (COB), Treatment plans, and premium payments)
Integrate with other systems for seamless interaction with HIE and HBE functions
Utilization of workflow tools to automate processes and improve business results
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[bookmark: _Toc329335534]Table 19: Operations Management Detailed Results
	
	Business Process
	Kentucky MITA Capability Gap
	Condition/Standard
	Action to Meet MITA To Be and 7C&S

	OM02
	Authorize Service
	Manual processes are used by the Commonwealth for authorization for FFS claims needing preapproval or post approval
	Business Results Condition
	Implement automation to be more effective and efficient

	OM02
	Authorize Service
	The Authorize Service request may take many days.
Accessing the data required to make the decision may take days. 
	Modularity Standard
	Implement a separate Rules Engine to automate processes

	OM02
	Authorize Service
	Authorization of service is communicated to other health care agencies and participants
	Interoperability Condition
	Improve the exchange of data by automating the approval/denial notifications.

	OM03
	Authorize Treatment Plan
	Authorize Treatment Plan requests are manually validated against state specific business rules.
	Modularity Standard
	Implement a separate Rules Engine to automate processes

	OM03
	Authorize Treatment Plan
	Manual processes are used by the Commonwealth for authorization of treatment plans needing preapproval or post approval (for audit purposes)
	Business Results Condition
	Improve automation in the treatment plan approval process

	OM03
	Authorize Treatment Plan
	Authorization of the treatment plan is communicated to the appropriate health care agency and participants
	Interoperability Condition
	Support interoperability with other systems in the exchange of treatment plan data 

	OM04
	Apply Claim Attachment
	Manual processes are used by the Commonwealth in order to associate an attachment with a prior claim
	Business Results Condition
	Improve automation in the attachment process to improve efficiency

	OM04
	Apply Claim Attachment
	Manual matches and reviews result in inconsistency and errors.
	Modularity Standard
	Implement a separate Rules Engine to automate processes to evaluate attachment

	OM04
	Apply Claim Attachment
	Adoption of standards and protocols based upon legislation
	Industry Standard Condition
	Implement industry standards for attachments 

	OM05
	Apply Mass Adjustment
	Manual processes are used by the Commonwealth in order to communicate with the FA and process the mass adjustments
	Business Results Condition
	Develop more efficient and effective processes

	OM05
	Apply Mass Adjustment
	Agency staff manually produce reports to identify the claims affected by the adjustment.
	Interoperability Condition
	Claims affected by the mass adjustment should be identified through an automated application

	OM06
	Edit Claim/Encounter
	Automation of business rules 
	Modularity Standard
	Separate Rules Engine would remove business rules from core programming

	OM06
	Edit Claim/Encounter
	E2E process works in conjunction with MCOs to process/edit claims and encounters
	Interoperability Condition
	The result of processing and edits must be communicated to all participants in the health care cycle

	OM07
	Audit Claim/Encounter
	Business rules are part of core system
	Modularity Standard
	Separate Rules Engine would remove business rules from core programming

	OM07
	Audit Claim/Encounter
	System verifies that services requiring authorization have approval, clinical appropriateness, and payment integrity
	Interoperability Condition
	The result of the audit must be communicated to all participants in the health care cycle, along with returned claims/encounters if appropriate

	OM11
	Prepare COB
	Information is exchanged with TPL vendor, Health Management Systems (HMS), in order to coordinate third party recoveries
	Interoperability Condition
	Implement standard services for data interactions with TPL vendor

	OM12
	Prepare EOB
	A random sample of services is created for evaluation
	Modularity Standard
	Rules and processing should be separate

	OM13
	Prepare Home and Community Based Services Payment
	Data is collected by both manual and automated processes
	Business Results Condition
	Process needs to be more efficient and well-defined

	OM15
	Prepare Capitation Premium Payment
	Payments are calculated based upon standard rates and provider contracts
	Modularity Standard
	Rules for calculations should utilize separate rules engine 

	OM16
	Prepare Health Insurance Premium Payment
	Payments are identified and calculated
	Business Results Condition
	Process needs increased automation to be more effective and efficient 

	OM17
	Prepare Medicare Premium Payment
	Payments are identified and calculated
	Modularity Standard
	Rules engine should be separate

	OM17
	Prepare Medicare Premium Payment
	Data is exchanged with SSA and CMS
	Interoperability Condition
	Communication with public health agencies should be seamless using standard interfaces

	OM18
	Inquire Payment Status
	System processes transactions and creates a response
	Modularity Standard
	Rules engine should be separate

	OM19
	Manage Payment Information
	System manages all operational aspects of the data store
	Modularity Standard
	Rules engine should be separate

	OM19
	Manage Payment Information
	Provides data to other business processes
	Reporting Condition
	Accurate data should be maintained and exposed to authorized processes within the organization

	OM20
	Calculate Spend Down Amount
	System manages spend down rules
	Modularity Standard
	Rules engine should be separate

	OM21
	Prepare Member Premium Invoice
	Premium amounts are calculated based upon a variety of factors
	Modularity Standard
	Implement a separate rules engine

	OM21
	Prepare Member Premium Invoice
	Calculation process is manual and relies of data external to MMIS
	Business Results Condition
	Automate the calculation process, possibly integrate with the HBE

	OM21
	Prepare Member Premium Invoice
	Invoices are created manually
	Reporting Condition
	Make invoice information available to other systems

	OM22
	Manage Drug Rebate
	System calculates amounts for rebate for each manufacturer using internal rules
	Modularity Standard
	Separate the business rules from the hard-coded system

	OM23
	Manage Estate Recovery
	Process uses non-standard data and communication avenues
	Business Results Condition
	Standardize the data and communication avenues to make the process more efficient

	OM24
	Manage Recoupment
	Process uses non-standard data and communication avenues
	Industry Standard Condition
	Implement the use of standard data and communication avenues

	OM26
	Manage Recovery
	Process uses non-standard data and communication avenues
	Industry Standard Condition
	Use standardized data for data exchange and reduce administrative burden
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[bookmark: _Toc340157050]Impacts on Program Integrity Management Processes
Program Integrity processes are highly specialized and manual. Information is gained from the Medicaid Enterprise system for analysis. This requirement makes Reporting a visible and important condition. The Business Results of the process are vital to the success of the entire Medicaid program. Modularity (such as a Rules Engine, various analysis tools) will increase the effectiveness of the processes.
The primary conditions and standards that impact MITA To Be capabilities for the Program Integrity Management Business Area include the following:
Use of automated tools to identify cases
Use of open interfaces for better access to data between systems
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[bookmark: _Toc329335535]Table 20: Program Integrity Management Detailed Results
	
	Business Process
	Kentucky MITA Capability Gap
	Condition/Standard
	Action to Meet MITA To Be and 7C&S

	PI01
	Identify Candidate Case
	Cases to be evaluated are identified
	Modularity Standard
	Work with Department of Fraud, Waste, Abuse Identification and Prevention (DFWAIP) to implement system upgrades to improve automation between systems

	PI01
	Identify Candidate Case
	Process uses manual method to identify, and system resources for investigation
	Business Results Condition
	Modify process to allow electronic referrals only (eliminate hard copy) 

	PI02
	Manage Case
	Process begins with a referral
	Business Results Condition
	Implement automation to improve consistency in reporting and tracking



	[image: unbridled.gif]
	Kentucky MMIS Procurement 2012
MITA SS-A To Be Summary Report





	[image: fox-sys-red-good-[Converted]
	Version 2.0
Page 40



[bookmark: _Toc340157051]Impacts on Program Management Processes
The processes in this group are highly supportive of the Operations Management and Member Management processes. Information and criteria used, plus the monitoring of the primary processes themselves are addressed by Program Integrity. With this broad application, several conditions are very important. Interoperability will allow interaction and information exchange with external agencies (which will allow statistics from other sources to be processed). Reporting is critical in order to insure the basic integrity of the processing and financial activity. Standards across the States will influence the application of Industry Standards in the enterprise. And as seen in many of the conditions, Modularity and attention to the improvement of Business Results will be critical.
The primary conditions and standards that impact MITA To Be capabilities for the Program Management Business Area include the following:
Improve data gathering and data access for better reporting
Utilization of MITA standard data and interfaces to improve efficiency and comply with industry standards
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[bookmark: _Toc329335536]Table 21: Program Management Detailed Results
	
	Business Process
	Kentucky MITA Capability Gap
	Condition/Standard
	Action to Meet MITA To Be and 7C&S

	PG01
	Designate Approved Service/Drug Formulary 
	Process seeks and uses input from various sources
	Business Results Condition
	Automate input gathering activities to promote greater efficiency and effective data sharing

	PG01
	Designate Approved Service/Drug Formulary 
	Process involves utilization and implementation of current service codes and schemes
	Industry Standard Condition
	Use MITA standards and interfaces to increase efficiency and consistency

	PG02
	Develop and maintain benefit package
	Process utilizes input from Federal and State agencies, and interacts with multiple external agencies
	Business Results Condition
	Automate review of electronic sources (in order to alert Commonwealth personnel of changes)

	PG02
	Develop and maintain benefit package
	Process involves utilization and implementation of current service codes and schemes
	Industry Standard Condition
	Use MITA standards and interfaces to increase efficiency and consistency

	PG02
	Develop and maintain benefit package
	Performance and utilization of benefit plans is evaluated
	Reporting Condition
	Automate and schedule the comparison of benefit plan performance and utilization

	PG03
	Manage Rate Setting
	Process is initiated by regularly scheduled rate modifications and ad-hoc requests
	Business Results Condition
	Automate the gathering of information (within the Medicaid Enterprise system) and rate calculation

	PG03
	Manage Rate Setting
	Modified rates must be available for each program covered by Medicaid
	Interoperability Condition
	Use MITA standards and interfaces to increase efficiency and consistency; publish rates online (with appropriate security) for evaluation by related agencies and entities

	PG04
	Develop Agency Goals and Initiatives
	Process is initiated by regularly scheduled reviews and ad-hoc needs
	Business Results Condition
	Automate research steps (whenever possible) so that execution coincides with scheduled reviews

	PG05
	Develop and maintain program policy
	Process utilizes input from Federal and State agencies, and interacts with multiple external agencies
	Business Results Condition
	Adhere to current MITA standards and interfaces to increase efficient data sharing and communication

	PG05
	Develop and maintain program policy
	Changes in policy must be communicated to MCOs
	Industry Standard Condition
	Implement a formal monitoring process to ensure adherence to policy changes

	PG06
	Maintain State Plan
	Process utilizes input from State agencies and feedback from CMS
	Business Results Condition
	Modify interfaces to utilize open architecture (SOA, Enterprise Service Bus, MITA standard interface formats)

	PG07
	Formulate Budget
	Process utilizes input from State agencies (Cabinet, DMS and the Governor’s Office for Policy and Management GOPM), along with PricewaterhouseCoopers (PwC))
	Business Results Condition
	Modify interfaces to utilize open architecture (SOA, Enterprise Service Bus, MITA standard interface formats)

	PG08
	Manage Federal Financial Participation (FFP) for MMIS
	Process utilizes input from various State sources and other states
	Business Results Condition
	Modify interfaces to utilize open architecture (SOA, Enterprise Service Bus, MITA standard interface formats); automate process to review external sources in order to alert Commonwealth personnel of a need to evaluate

	PG08
	Manage FFP for MMIS
	File formats from other states are utilized for reporting
	Industry Standard Condition
	Use MITA standards and interfaces to promote consistency

	PG09
	Manage F-MAP
	Process utilizes input from various State sources and other states
	Business Results Condition
	Modify interfaces to utilize open architecture (SOA, Enterprise Service Bus, MITA standard interface formats)

	PG10
	Manage State Funds
	Process involves daily review of information from various systems
	Business Results Condition
	Automate review of electronic data sources (use rules engine)

	PG10
	Manage State Funds
	Flow of funds (incoming and outgoing) is subject to audit and intense scrutiny
	Reporting Condition
	Automate summary and calculation of financial data within the DSS to coincide with reporting schedules

	PG11
	Manage 1099s
	Incoming requests and a predefined 1099 schedule initiate activity
	Modularity Standard
	Use a rules engine to track requests and perform calculations and creation of 1099s when scheduled

	PG11
	Manage 1099s
	Various groups work together to create 1099s for different groups
	Business Results Condition
	Utilize a workflow management system to track progress of groups and individuals involved

	PG11
	Manage 1099s
	Copies of 1099s (and results of requests for corrections) must be distributed in a timely manner
	Interoperability Condition
	Modify interfaces to utilize open architecture (SOA, Enterprise Service Bus, MITA standard interface formats)

	PG12
	Generate Financial and Program Analysis/Report
	Process involves the receipt of a request for information or response to a schedule
	Modularity Standard
	Automate summary and calculation of financial data within the DSS to coincide with reporting schedules; use rules engine to change parameters when necessary

	PG12
	Generate Financial and Program Analysis/Report
	Preparers utilize various automated processes and perform manual steps
	Business Results Condition
	Automate summary and calculation of financial data within the DSS to coincide with reporting schedules

	PG12
	Generate Financial and Program Analysis/Report
	Data is shared with other agencies and commercial sources
	Interoperability Condition
	Modify interfaces to utilize open architecture (SOA, Enterprise Service Bus, MITA standard interface formats)

	PG12
	Generate Financial and Program Analysis/Report
	Reports are generated to comply with Federal requirements, along with those necessary for audit 
	Reporting Condition
	Automate the creation of scheduled reports; use MITA standards and interfaces

	PG13
	Maintain Benefits/Reference Information
	Data is input from other sources using an automated process
	Modularity Standard
	Edit incoming data using a rules engine

	PG13
	Maintain Benefits/Reference Information
	Data is entered into the system in a manual process
	Business Results Condition
	Increase automation of data gathering by utilization of interfaces built on open architecture (SOA)

	PG14
	Manage Program Information
	Data is shared with other state agencies and outside agencies based upon defined security
	Modularity Standard
	Schedule distribution of predetermined information by using rules engine and DSS data

	PG14
	Manage Program Information
	Standards are maintained and utilized in order to communicate with other agencies in an automated fashion
	Interoperability Condition
	Modify interfaces to utilize open architecture (SOA, Enterprise Service Bus, MITA standard interface formats)

	PG15
	Perform Accounting Functions
	There exists a high degree of automation in the performance of this function
	Modularity Standard
	Implement a user-controlled, separate rules engine allowing efficient and cost-effective application of required changes

	PG15
	Perform Accounting Functions
	Standards are maintained and utilized in order to communicate with other agencies in an automated fashion
	Industry Standard Condition
	Utilize MITA standards and interfaces; automate review of electronic sources to alert the Commonwealth of changes to existing standards

	PG15
	Perform Accounting Functions
	Process must be kept consistent with Governmental and Accounting Standards Board and Generally Accepted Accounting Principles
	Reporting Condition
	Modify interfaces to utilize open architecture (SOA, Enterprise Service Bus, MITA standard interface formats)

	PG15
	Perform Accounting Functions
	This process is a collaborative effort between Finance, Health and Family Services and DMS
	Interoperability Condition
	Modify interfaces to utilize open architecture (SOA, Enterprise Service Bus, MITA standard interface formats)

	PG16
	Develop and Manage Performance Measures and Reporting
	Current process uses manual and automated processes
	Modularity Standard
	Automate processes if performed on a scheduled basis

	PG16
	Develop and Manage Performance Measures and Reporting
	Process is performed in a primarily automated fashion, and produces Federal, state and standardized industry measures to reflect performance
	Business Results Condition
	Utilize MITA standards and interfaces; automate review of electronic sources to alert the Commonwealth of changes to existing standards

	PG16
	Develop and Manage Performance Measures and Reporting
	Measures are available in the data warehouse and to other systems
	Interoperability Condition
	Modify interfaces to utilize open architecture (SOA, Enterprise Service Bus, MITA standard interface formats); automate notification (and distribution, where appropriate) of reports

	PG17
	Monitor Performance and Business Activity
	Effectiveness of the MMIS or vendor is measured against key operational values
	Modularity Standard
	Utilize MITA standards and interfaces; automate review of electronic sources to alert the Commonwealth of changes to existing standards

	PG17
	Monitor Performance and Business Activity
	Process is performed in with a mix of automated and manual procedures
	Business Results Condition
	Automate calculations when monitoring report is scheduled

	PG17
	Monitor Performance and Business Activity
	Information to perform this process resides primarily in the data warehouse
	Reporting Condition
	Modify interfaces to utilize open architecture (SOA, Enterprise Service Bus, MITA standard interface formats); automate calculation of data within DSS and notification (and distribution, where appropriate) of reports

	PG18
	Draw and Report FFP
	State prepares report by pulling information from MMIS and applying rules based upon the State Plan
	Business Results Condition
	Automate calculation of data within MMIS and notification (and distribution, where appropriate) of reports when activity is scheduled

	PG19
	Manage FFP for Services
	Process is very basic and uses most of the allotted time
	Business Results Condition
	Utilize a workflow management system to track progress of groups and individuals involved

	PG19
	Manage FFP for Services
	Reports must conform with Federal requirements and timing
	Industry Standard Condition
	Automate review of electronic sources to alert the Commonwealth of changes to existing standards and requirements
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[bookmark: _Toc340157052]Impacts on Provider Management Processes
The Provider community is vital to the Medicaid system. As with the Commonwealth, this criticality is even more obvious with the Managed Care model. With this in mind, several conditions will affect the success of the processes related to Providers. As always, improvements in Business Results will pay dividends (due to the high volume of activity between the Providers and Medicaid). This is also a logical area for Modularity to be enhanced (in addition of applying rules from a Rules Engine). The high amount of data sharing between the providers and the Medicaid Enterprise makes Interoperability critical.
The primary conditions and standards that impact MITA To Be capabilities for the Provider Management Business Area include the following:
Develop interfaces using national standards for data transfers
Implement automated tools to validate provider data
Use automated tools to track processing and improve efficiency and accuracy
Utilize a Rules Engine to validate provider data
Develop exposed services for provider inquiry, enrollment, and managing of information.
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[bookmark: _Toc329335537]Table 22: Provider Management Detailed Results
	
	Business Process
	Kentucky MITA Capability Gap
	Condition/Standard
	Action to Meet MITA To Be and 7C&S

	PM01
	Enroll Provider
	Automated processes within this business process include the handling of application, application changes, and verification of data
	Modularity Standard
	Implement separate rules engine to verify/validate submitted information and subsequent provider communications

	PM01
	Enroll Provider
	Provider enrollment is monitored by outside organizations
	Industry Standard Condition
	Implement MITA standards and interfaces to improve efficiency and consistency

	PM01
	Enroll Provider
	MCOs perform a major portion of the enrollment process; finalization of enrollment is done by State
	Business Results Condition
	Implement a formal monitoring process to ensure adherence to MITA standards and interfaces 

	PM01
	Enroll Provider
	Competition of the enrollment process involves communication with credentialers, the provider, MCOs, and other State agencies
	Interoperability Condition
	Modify interfaces with MCOs and other related agencies to utilize open architecture (SOA, Enterprise Service Bus, MITA standard interface formats)

	PM02
	Disenroll Provider
	Both voluntary and involuntary disenrollments are processed
	Modularity Standard
	Implement separate rules engine to verify/validate submitted information and associated provider communications

	PM02
	Disenroll Provider
	Provider disenrollment is monitored by outside organizations
	Industry Standard Condition
	Implement MITA standards and interfaces to improve efficiency and consistency

	PM02
	Disenroll Provider
	Disenrollments may be caused by a variety of reasons, including loss of license, retirement, or desire to no longer participate
	Business Results Condition
	KYHealth Choices and DFWAIP may be involved in the process of disenrollment; Implement a formal monitoring process to ensure adherence to MITA standards and interfaces

	PM02
	Disenroll Provider
	Results of disenrollment activities are communicated to MCOs, providers, and other related agencies
	Interoperability Condition
	Modify interfaces with MCOs and other related agencies to utilize open architecture (SOA, Enterprise Service Bus, MITA standard interface formats)

	PM03
	Inquire Provider Information
	Information requests are received from a variety of sources; most are responded to by phone, FAX or USPS
	Business Results Condition
	Use more online request processing (with verification/validation performed against a user-controlled rules engine) and electronic/automated methods to distributing the information

	PM04
	Manage Provider Communication
	Information requests are received from a variety of sources
	Business Results Condition
	Implement automation to improve consistency in reporting and tracking

	PM04
	Manage Provider Communication
	Completed communications, after research and creation, are distributed
	Reporting Condition
	Expand Decision Support database to store completed communications in order to allow inquiry and reuse easily

	PM05
	Manage Provider Grievance and Appeal
	Transitions are received in various manners, including inbound transactions; steps are primarily manual 
	Business Results Condition
	Implement automation to improve consistency in reporting and tracking

	PM05
	Manage Provider Grievance and Appeal
	Completed decisions, after research and due process is completed, are communicated and stored
	Reporting Condition
	Coordinate with other agencies performing reporting of results of this process to adhere to MITA standards

	PM05
	Manage Provider Grievance and Appeal
	The transaction received by Receive Inbound Transaction process is logged and tracked
	Modularity Standard
	Expand tracking capabilities (and automated reminders from the tracking function) thru the use of a rules engine

	PM06
	Manage Provider information
	Process is responsible for managing all aspects of the provider registry for both current and prospective providers; uses several manual paper-based processes
	Business Results Condition
	Use more online application processing (with verification/validation performed against a user-controlled rules engine)

	PM06
	Manage Provider information
	The Registry includes contractual terms, such as the services the provider is contracted to provide, related performance measures, and the reimbursement rates for those services; information is communicated and received from various sources including MCOs
	Reporting Condition
	Use of MITA standards and interfaces will increase efficiency and consistency

	PM06
	Manage Provider information
	This process is associated with many other processes which utilize Provider Information; requirements and regulations may change based upon Federal mandate, State legislation, etc.
	Modularity Standard
	Implement a user-controlled, separate rules engine allowing efficient and cost-effective application of required changes

	PM07
	Perform Provider Outreach
	Outreach process is initiated for both current providers and potential providers thru manual methods and processes
	Business Results Condition
	Implement automation in the identification of Providers to improve efficiency
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[bookmark: _Toc340157053]To Be Maturity Changes
As a result of the reassessment, several of the Business Processes have increases in their MITA maturity level goals. While many of the individual capabilities have To Be goal improvements, in order for a process to increase in the maturity level, all of the processes must meet the new To Be level goal. The following MITA Business Processes have an increase in the To Be MITA maturity level as a result of the 2012 reassessment.
[bookmark: _Toc329335538]Table 23: 2012 To Be Goal Revisions
	Process
	Description
	Original
To Be
	Revised
To Be

	CM01
	Establish Case
	1
	2

	CM03
	Manage Medicaid Population Health
	1
	2

	CO01
	Produce Administrative or Health Services RFP
	2
	3

	ME02
	Enroll Member
	1
	2

	ME06
	Manage Member Grievance and Appeal
	1
	2

	ME08
	Perform Population and Member Outreach
	1
	2

	OM02
	Authorize Service
	1
	2

	OM03
	Authorize Treatment Plan
	1
	2

	OM04
	Apply Attachment
	1
	2

	OM21
	Prepare Member Premium Invoice
	1
	2

	OM23
	Manage Estate Recovery
	1
	2

	OM26
	Manage Recovery
	1
	2

	PG01
	Designate Approved Services and Drug Formulary
	1
	2

	PG05
	Develop and Maintain Program Policy
	1
	2

	PG06
	Maintain State Plan
	1
	2

	PG07
	Formulate Budget
	1
	2

	PG08
	Manage FFP for MMIS
	1
	2

	PG09
	Manage F-MAP
	1
	2

	PG10
	Manage State Funds
	1
	2

	PG13
	Maintain Benefits and Reference Information
	1
	2

	PG17
	Monitor Performance and Business Activity
	1
	2

	PG18
	Draw and Report FFP
	1
	2

	PG19
	Manage FFP for Services
	1
	2

	PM01
	Enroll Provider
	1
	2

	PM02
	Disenroll Provider
	1
	2

	PM03
	Inquire Provider Information 
	1
	2

	PM04
	Manage Provider Communication
	1
	2

	PM05
	Manage Provider Grievance and Appeal
	1
	2

	PM07
	Perform Provider Outreach
	1
	2



[bookmark: _Toc340157054]Results of the MITA Business Process Assessment
[bookmark: _Toc246226733][bookmark: _Toc340157055]Overview
The MITA Framework 2.01 consists of 8 business areas and 79 business processes. Each of those areas is presented below with its related business processes. Each business process is assessed according to its As Is state, current presenting issues, its desired To Be state, objectives required to achieve that state, and other objectives that contribute to the process.
[bookmark: _Toc340157056][bookmark: _Toc246226734]Business Relationship Management
[bookmark: _Toc340157057]Overview of Business Relationship Management
The Business Relationship Management (BR) business area encompasses those relationships that do not require contracts and may or may not require an exchange of data. Some of these relationships may be formalized by Memoranda of Understanding (MOUs), while others are more informal in nature. Electronic exchange of data is not always required, but there may be an exchange of information. These relationships will be more critical as Electronic Health Records (EHRs) become more prevalent and covered entities develop policies regarding how related clinical data may be exchanged.
[image: Business Relationship.jpg]
[bookmark: _Toc329335508]Figure 3: Business Relationship Management

This business area owns the standards for interoperability between the agency and its partners. It contains business processes that have a common purpose (i.e., establish the interagency service agreement, identify the types of information to be exchanged, identify security and privacy requirements, define communication protocol, and oversee the transfer of information).
[bookmark: _Toc340157058]Business Relationship To Be Summary
The primary factors that will need to be addressed before reaching the To Be level for the Business Relationship Management Business Area include the following:
Automate parts of the process by incorporating steps into an automated workflow tool
Develop internal standards and adopt HIPAA data standards
Implement standards for electronic interchanges
Increase coordination, consistency, and communication through automation and electronic data exchange
Store and track data in a centralized location


[bookmark: _Toc340157059]Business Relationship Management Process To Be Summaries
The table below contains the To Be description from the detailed MITA Business Process documents. The To Be summary is found in Section M of each Business Process document.
[bookmark: _Toc329335539]Table 24: Business Relationship Management Process To Be Summaries
	BR01 – Establish Business Relationship

	In the future, agreements are stored in electronic formats. The agreement specifies how data may be used and defines the controls and conditions that are required. The agreement also defines HIPAA requirements for data if applicable. MITA standards and other national standards are named in the SLAs (Service Level Agreements) with trading partners. Modifications to requirements may be discussed via phone or email; typically the agreements can be completed within 10 working days. HIPAA privacy and security guidelines are met. The fact that repeatable processes and documents are used result in lower costs. Contractual agreements meet state policy and legal requirements but standards for accuracy have not been dealt with in the agreements. Satisfaction of the stakeholder with this process is at a level 2.
2012 Update
1. Use of electronic document storage
2. Automated data exchanges to validate data
3. Create reusable services that are interoperable with other systems
4. Use of workflow to automate process
5. Use of a Rules Engine to automate rules

	BR02 – Manage Business Relationship

	The business process is a mix of manual and automated steps. Manual compilation of data is a requirement in some cases. The process is a mixture of automation and manual intervention because of the need to interface between many different stakeholders and data sources (internal and external to the enterprise).
Automation of business rules and process centralization, use of electronic interchange, standardization of data, and automated steps increases coordination, improves consistency, and simplifies data access over Level 1. Internal data standards and HIPAA standards for transactions are required. Electronic interchange and automated processes, increased coordination and improved timeliness, consistency, and access improves the satisfaction about the process.
As a result of the use of standards and automation the stakeholder satisfaction is higher than found at level 1.

	BR03 – Terminate Business Relationship

	In the future, the terminate business relationship process uses some automation in order to gather, record, communicate and distribute information to stakeholders. Medicaid has a methodology for terminating business relationships. In most cases, it will require less than 10 days to terminate a business relationship. DMS has increased the amount of automation available in the process. This will caused greater efficiency and cost effectiveness. The accuracy of this process will improve greatly and better decisions will be made. The satisfaction most stakeholders have with this process will improve.

	BR04 – Manage Business Relationship Communication

	In the future, we will use increased email, internal and external web portals, SharePoint and decrease USPS for communicating with business partners and stakeholders. Medicaid has a standard process for communicating that will grow more robust. Most communication can occur through electronic media but some communications require USPS. The process is very timely. The information communicated is accurate and accessible. The cost of communication has gone down with increasing electronic components. Stakeholders’ satisfaction with communication is at a level 2.




[bookmark: _Toc340157060]Care Management
[bookmark: _Toc340157061]Overview of Care Management
The Care Management (CM) business area illustrates the growing importance of care management as the Medicaid program evolves. Care Management collects information about the needs of the individual member, plan of treatment, targeted outcomes, and the individual’s health status. It also contains business processes that have a common purpose (i.e., identify clients with special needs, assess needs, develop treatment plan, monitor and manage the plan, and report outcomes). This business area includes processes that support individual care management and population management. Population management targets groups of individuals with similar characteristics and needs and promotes health education and awareness.
[image: Care.jpg]
[bookmark: _Toc329335509]Figure 4: Care Management
Care Management includes Disease Management; Catastrophic Case Management; Early and Periodic Screening, Diagnosis, and Treatment (EPSDT); Population Management; Patient Self-Directed Care Management; Immunization and other registries; Waiver Program Case Management; and programs yet to come. With individual patient and case manager access to clinical data and treatment history, Care Management continues to evolve and increase in importance in the Medicaid Enterprise.
Members with special needs are the initial focus of Care Management. As the Medicaid Enterprise evolves, all beneficiaries could have access to care management, including self-directed decision-making.
[bookmark: _Toc340157062]Care Management To Be Summary
The primary factors that will need to be addressed before reaching the To Be level for the Care Management Business Area include the following:
Develop procedures and standards to ensure quality improvement and cost management 
Automate the process of case tracking
Increase accuracy and consistency of data through use of HIPAA standards
Increase cost effectiveness and efficiency through automation
Integrate the process within the Medicaid Enterprise
Implement internal standardization of data
[bookmark: _Toc340157063]Care Management Process To Be Summaries
The table below contains the To Be description from the detailed MITA Business Process documents. The To Be summary is found in Section M of each Business Process document.
[bookmark: _Toc329335540]Table 25: Care Management Process To Be Summaries
	CM01 – Establish Case

	In the future, the Establish Case business process will be integrated into the Medicaid Enterprise and composed primarily of automated steps and the decreased use of manual processes.
The process will utilize state data standards and HIPAA standards for transactions. The data interchange between multiple sources will be a mix of manual and electronic processes. The improved data exchanges will simplify access to data.
The coordination among stakeholders will improve so that it is quicker to establish a case. The improved coordination and access to information will make it less labor intensive than it was in the past. Due to better practices, there will be fewer accuracy issues and improved access to data. The centralization and standardization of the process will improve the overall cost effectiveness of this process. 
The increased use of automation will improve efficiency, accuracy, and stakeholder satisfaction. The process will improve to a level of 2.

	CM02 – Manage Case

	In the future, the Manage Case business process will be composed with more automated steps and less manual steps. Information is composed of both manual and automated reporting processes. Manual and automated actions are used to monitor compliance. The standards used in this business process comply with state and federal regulations. An automated system is used to document care plans and track cases. Authorized users are permitted to access individual information as well as aggregate data. DMS coordinates with other state agencies and providers to provide coordinated care for selected member profile groups such as diabetics. Timeliness of the end to end process will improve based on the additional automation. The accuracy of the information will improve based on new automation. The information used in this process is more accessible and takes less time to assemble. The cost efficiency and effectiveness of this business process will improve. There is a higher degree of satisfaction with the business process due to the reduction in manual steps.

	CM03 – Manage Medicaid Population Health

	In the future, the business process will use a mix of manual and automated business steps. Information gathered will come from automated reports and manually compiled information. The department will use national data standards. With the KHIE information available more data should be available for analysis and should be a resource for managing the Medicaid population’s health. With increasing assets online the process should become timely and accuracy of the data should improve. The accessibility of the data should improve but depending on the type of data there still may be issues. This process operates within the confines of the state budget. It is possible for cost ratio to benefits to be very promising. The process is becoming more efficient but still fails to meet a level 2 criterion. There are few dedicated resources devoted to this business function so the stakeholder satisfaction with this process is low but somewhat improved.
The use in interoperability will allow DMS to have more efficient and effective data exchanges with KHIE, public health, and other human services programs.

	CM04 – Manage Registry

	The Kentucky Health Information Exchange (KHIE) will continue to expand and provide access to an increasingly larger population of health care providers. The KHIE will use automated processes to exchange health information using MITA and industry standard formats and integrated into the workflow.
As the KHIE expands and the user base becomes more familiar with the process, stakeholder satisfaction will be higher than level 1.





[bookmark: _Toc340157064]Contractor Management
[bookmark: _Toc340157065]Overview of Contractor Management
The Contractor Management (CO) business area accommodates states that have managed care contracts or a variety of outsourced contracts. Some states may, for example, group Provider and Contractor in one business area. The Contractor Management business area has a common focus (i.e., manage outsourced contracts), owns and uses a specific set of data (i.e., information about the contractor or the contract), and uses business processes that have a common purpose (i.e., solicitation, procurement, award, monitoring, management, and closeout of a variety of contract types).
[image: Contractor.jpg]
[bookmark: _Toc329335510]Figure 5: Contractor Management
Creating a separate business area for Contractor Management allows the MITA BPM to highlight this part of the Medicaid Enterprise, which is becoming increasingly important to state Medicaid agencies. Indeed, it is the primary focus in some states that have comprehensive managed care or multiple-contractor operations. In the Contractor Management business area, the many types of healthcare service delivery contracts (i.e., managed care, at-risk mental health or dental care, primary care physician) and the many types of administrative services (i.e., fiscal agent, enrollment broker, Surveillance and Utilization Review (SUR) staff, and third-party recovery) are treated as single business processes because the business process activities are the same, even though the input and output data and the business rules may differ.
[bookmark: _Toc340157066]Contractor Management To Be Summary
The primary factors that will need to be addressed before reaching the To Be level for the Contractor Management Business Area include the following:
Implement centralized electronic storage of contract data
Increase standardization to simplify data access
Coordinate with other agencies to eliminate duplication
Standardize data and formats using MITA standards
Standardize contract content and format
Improve stakeholder satisfaction by improving communication, automation, and consistency of the process
[bookmark: _Toc340157067]Contractor Management Process To Be Summaries
The table below contains the To Be description from the detailed MITA Business Process documents. The To Be summary is found in Section M of each Business Process document.
[bookmark: _Toc329335541]Table 26: Contractor Management Process To Be Summaries
	CO01 – Produce Administrative or Health Services RFP

	In the future, the contract data are centralized and stored in an electronic format and are automated. There is high degree of coordination among agencies and no duplication of services. MITA standards are integrated into this whole business process. Requirements are tracked and maintained in a centralized manner. Communications with the potential respondents is automated but some face to face meeting is still part of the process. Data and formats are all based on MITA interface standards. The new version of the business process supports outcome oriented program management. The end to end process usually takes less than 3 months to complete. The use of MITA standards helps produce a higher level of accuracy. Accessing information to research and compile the average RFP usually takes less than one month. The construction of new RFPs now utilizes the new concept of shared business services in both the construction of the document and in the requirements. MITA standards have substantially improved the business process and the stakeholders’ satisfaction with the whole process.

	CO02 – Award Administrative or Health Services Contract

	In the future, the Award an Administrative or Health Services Contract will increase the automation in the process. Proposals will be submitted via electronic medium. Most of the communication with respondents is done through electronic means. The business process conforms to state requirements. Some proposal data is verified via automated methods with the rest using manual means. Central storage of the proposals and related communications aid in reducing the work load. The process of awarding a contract typically takes less time now. In the future with implementation of MITA data standards, interfaces, electronic tracking and sharing of proposal documentation the process and accuracy will improve. Also, data sharing will be easier. Increased automation will increase cost effectiveness and efficiency. Respondents and staff will be better satisfied with the improvements in the process.

	CO03 – Manage Administrative or Health Services Contract

	In the future, the Manage Administrative or Health Services Contract has centralized tracking of contracts and has adopted all MITA related standards pertaining to this process. Automation of the tracking of contracts has improved the accuracy and quality of this process. Centralized electronic storage of communication and contacts has improved contract management activities. Coordination between agency programs has eliminated most duplication of services. Staff spends time on improving the approach to managing contracts. Accessing information is extremely quick and accessible. Both staff and stakeholders are very satisfied with the future business process. 

	CO04 – Close-Out Administrative or Health Services Contract

	In the future, the Close-out Administrative or Health Services Contract process will be using centralized tracking and will be highly automated. This process will be coordinated with DMS and other agencies’ programs. The implementation of MITA standard as well as centralized storage of contract information and related communications will allow all feasible steps to become automated. MITA interfaces will have been implemented where feasible. The automation of close out steps allows quicker end to end processing. The accuracy and data access of this business process has improved over a level 2 assessment. Increased automation has increased cost effectiveness and efficiency. Implementation of MITA standards and re-useable services has allowed for highly effective business process. Staff is extremely satisfied with the process.

	CO05 – Manage Contractor Information

	In the future, the Manage Contractor Information process uses requests that are standardized and automated. Use of automation helps to keep the integrity of the data repository. Federal and state standards are used in this process. In the future process, all contractor and contract information is managed through the MITA standards. This has helped to improve the end to end process in terms of timeliness. Data accuracy will be approaching close to 99%. Information updates will be automatically processed via the MITA interface. With increased automation, staff can focus on working the exceptions so case resolution times will improve. Changes to the process will improve accuracy. The changes described above will also lead to higher satisfaction levels by all stakeholders.

	CO06 – Manage Contractor Communication

	The process increases the use of electronic methods such as email alerts and web portals. DMS accepts inquiries that can be responded to online or by phone. Contractor communications processes remain centralized via websites to provide contractor information. Standards will be developed for common on-line queries. A formal Communications Management Plan will be established following Project Management guidelines. Common inquiries will be able to be answered on-line. The timeliness of the process improves so that most requests can be answered in 24 hours or less. Responses will be standardized and automated responses will improve ease of access. Formal process will use some automation to ensure that all legal and contractual requirements are met. The communication process will be formalized and available to all. Stakeholder satisfaction improves over Level 1.

	CO07 – Perform Potential Contractor Outreach

	In the future, the Perform Contractor Outreach process makes use of electronic materials and media throughout the entire process. RFPs and other materials may be downloaded from the web portal. If a public announcement is legally required, the electronic documents are used for submission to the publication. MITA standards are used for all interfaces. Automated workflow is used to aid the entire business process. This has enabled the whole process to be completed much faster and with greater accuracy. The information produced by this process is much more accessible to vendors and allows more precise targeting of outreach efforts. These sophisticated methods produce much better results. The adoption of MITA standards and the improvement in all areas of this process has improved the satisfaction of all stakeholders.

	CO08 – Support Contractor Grievance and Appeal

	In the future, the Support Grievance and Appeal business process uses some electronic activities. For legal reasons paper documents may be required for some activities. The use of MITA interface standards will improve business process in terms of coordination and standardization of services. This has resulted in greater consistency in the process. Contractors are aware of the Grievance and Appeal process. Grievance and Appeals process is used throughout Medicaid and is part of a formal Management Plan. Introduction of automation to manage cases and capture case information has resulted in faster resolution. Improved processes for storing case data has resulted in better accuracy in the overall process. Contractors have easy access to Commonwealth statues and regulations and may access this electronically. Determining the status of appeal or grievance is readily available. Access to administrative information used in this process is now available electronically. The future process exceeds the state expectations for cost reduction. The future process is consistent and orderly. The process allows staff to work on improving the business steps. There is a formal review process in place. This process ensures that all legal and program requirements are met. Staff collects information about the process so refinements may be made and the process continues to evolve. Stakeholder satisfaction with this process exceeds a level 2.

	CO09 – Inquire Contractor Information

	In the future, the Inquire Contractor Information is available via web portal. Inquiries come into the agency via the web portal. MITA standards are used to define request and response data. Inquiries are determined by profiles that are available on the web portal. Profiles would include name, address, contract dates, major services, and contract information. The business process will have automated workflow to ensure accuracy of responses and proper review. Documents are stored electronically in a centralized repository. Responses are available for most inquiries immediately via the web. The accuracy of the information is much improved and answers are available 24 hours a day via the web. The new process is very efficient and cost effective. The state has improved the satisfaction of the both staff and requestors.
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[bookmark: _Toc246226735][bookmark: _Toc340157069]Overview of Member Management
The Member Management (ME) business area is a collection of business processes involved in communications between the Medicaid agency and the prospective or enrolled members and actions that the agency takes on behalf of the member. These processes share a common set of member-related data. The goal for this business area is to improve healthcare outcomes and raise the level of consumer satisfaction.
This business area is transformed in the future from agency staff performing eligibility and enrollment functions to more patient self-directed decision making. Member Management business processes consolidate many eligibility and enrollment functions into a single, generic business process.


[bookmark: _Toc245878751][bookmark: _Toc246226834][bookmark: _Toc329335511]Figure 6: Member Management 
Medicaid eligibility in Kentucky is determined by the Department of Community Based Services (DCBS) using the Kentucky Automated Management & Eligibility System (KAMES). Case workers at local offices in each of Kentucky’s 120 counties use a computer-based interactive interview using the KAMES system. KAMES is used to capture data and process eligibility determinations for various programs, including the Supplemental Nutrition Assistance Program (SNAP, formerly referred to as the Food Stamp Program), Temporary Assistance to Needy Families (TANF), Breast and Cervical Cancer Treatment Program (BCCTP), Presumptive Eligibility (PE), as well as Medicaid.

[bookmark: _Toc340157070]Member Management To Be Summary
The primary factors that will need to be addressed before reaching the To Be level for the Member Management Business Area include the following:
Allow for entry of application at any location using the Internet
Establish automated business rules for less manual intervention
Support HIPAA transactions
Develop Member Registry with integrated records of eligibility data
Automate member requests through the web portal
Electronically store grievance case files
Standardize and automate data updates
Improve timeliness of notifications
Improve access to stored data
[bookmark: _Toc340157071]Member Management Process To Be Summaries
The table below contains the To Be description from the detailed MITA Business Process documents. The To Be summary is found in Section M of each Business Process document.
[bookmark: _Toc329335542]Table 27: Member Management Process To Be Summaries
	ME01 – Determine Eligibility

	In the future, eligibility determination will be steered towards a web process allowing an individual to make application from home, kiosks, or other community locations with a means to access the appropriate site in a secure manner. Paper applications would still be used for anyone without access to a computer or for those who may have some impairment which restricts their ability to use of the internet. Additionally, use of the MITA standard interface should be used to provide for a more seamless process between agencies and increased standardization of data collection. Improvement in collaboration between agencies should provide for the means to obtain a higher percentage of verification in an automated manner. The agency will strive to maximize the number of business rules automated across programs. In addition, the agency will strive to improve the timeliness standards to a greater level than was the current level. The Commonwealth’s goal is to improve the accuracy of data and reduce the amount of effort needed to complete the enrollment process. In addition, it will strive for a greater level of stakeholder satisfaction than is currently described.

	ME02 – Enroll Member

	In the future, the agency will strive to fully automate rules for all programs. Member enrollment will be steered towards a web process allowing an individual to make application from home, or other community location with a means to access the appropriate site. Paper applications would still be for cases in which access to the internet or an automated venue is not accessible. Use of the MITA standard interface should be used to provide for a more seamless process between agencies. Improvement in collaboration between agencies should provide for the means to obtain a higher percentage of verification in an automated manner. The agency will strive to maximize the number of business rules automated across programs. In addition, the agency will strive to improve the timeliness standards to a greater level than was the current level. The Commonwealth’s goal is to improve the accuracy of data and reduce the amount of effort needed to complete the enrollment process. In addition, it will strive for a greater level of stakeholder satisfaction than is currently described.

	ME03 – Disenroll Member

	In the future, this business process will stay very close to the current business process. Disenrollment of members will be a mix of both manual and automated activities. Rules will be more automated thus ensuring that policy is more uniformly applied but because in many instances the request comes from the member, it will involve manual steps. In those cases wherein the disenrollment action is based on system known circumstances (e.g., non-compliance with a requirement which results in termination) the system will take action with no human intervention. This will result in an improvement of efficiency and cost effectiveness. DCBS staff uses the MMIS system to disenroll members. Though member dissatisfaction with the current disenrollment process is low there would be an improvement in perception of responsiveness if member disenrollment were seen as a more timely process.

	ME04 – Inquire Member Eligibility

	Automation will increase the ability to deliver timely and accurate eligibility information. Eligibility Verification Requests and Responses are communicated using HIPAA X12 270/271 and National Council for Prescription Drug Program (NCPDP) standards. Sources of eligibility begin to be integrated resulting in inquirers not having to send inquiries for multiple programs which a member is eligible. Routine inquiries for member information are automated within the agency via Auto Voice Response System (AVRS), point of service devices, Web portal, EDI. Automation greatly improves consistency of response. Level of consistency is good. Automation improves accuracy. Member eligibility/ enrollment verification is automated via AVRS, point of service devices, Web portal, EDI. Eligibility file is refreshed daily. 
The Inquire Member Eligibility functions are converted over to open interfaces and exposed services that can be shared by various systems.
Automation improves access and accuracy. Access and Accuracy is noticeably improved over Level 1. Electronic verification lowers cost to providers and State, and reduces denied claims for ineligible members and non-covered services. Ten percent of eligibility verifications result from human intervention; ninety percent are performed electronically without human intervention. Automation increases efficiency. Efficiency is rated as adequate. Results are accurate and timely. Automated processes include audit trails. Stakeholders have no delay in obtaining responses and are very satisfied.

	ME05 – Manage Applicant and Member Communication

	Member communications are conducted via paper, phone, web portal, and other emerging electronic social media formats. However, some electronic communication is available e.g., fax, scanned documents, uploads from the web portal, email. Commonwealth increases use of website to provide member information on providers and health plans, and responses to inquires that can be responded to online or by phone. Member communications will be linguistically, culturally, and competency appropriate. 
Routine requests from members are standardized and automated into a single workflow stream. Responses are consistent and timely. Improvements in member services and automation result in higher cost effectiveness than level 1. Automation improves accuracy of responses. Stakeholders have no delay in obtaining responses and information is accurate.


	ME06 – Manage Member Grievance and Appeal

	In the future, all supporting documentation will be scanned and access to the case record and all of the supporting documentation is automated. The case and the related documents may be accessed by multiple workers. DMS will establish case and documentation standards for work products across all county offices. The end-to-end process is timely and handled in a more automated fashion. Consistency is improved in the review and resolution process. The member’s willingness or lack thereof, to provide requested information may still be an issue. Efficiency and accuracy are improved. Members and staff will benefit from more automation to quicken case resolution. 

	ME07 – Manage Member Information

	In the future, the Manage Member Information business process will meet the needs of programs beyond fee-for-service (FFS) and will be validated by external measures. Updates will be automated; paper or hand-delivered files will be the exception rather than the norm. Better internal controls will improve in identification of duplicates. Notification to interested users and processes is immediate (as soon as update occurs). 
· Integration with eligibility system will utilize open interfaces based on SOA services and support day based eligibility/enrollment
· A separate rules engine is used for validation and data reconciliation is more consistent and improves integrity of data repository
· Updates are automated with date stamp and audit trail. Timelier member updates and data extractions will occur most of the time. Data updates are standardized; requested and scheduled data extraction is increasingly automated.
· Automation leads to greater productivity and cost effectiveness than at level 1
· Automated maintenance of member information ensures that timely, accurate data are available to support all processes needing member information 
· Automation improves accuracy of validation, verification, and reconciliation of database updates. Stakeholder satisfaction improves

	ME08 – Perform Population and Member Outreach

	In the future, outreach will address targeted populations based on electronically provided socio-economic and demographic information. Outreach material will be functionally, linguistically, culturally, and competency appropriate, More use of Public Service Announcements (PSAs) is envisioned. Increased use of standardized administrative data, and improved data manipulation for decision support will improve the accuracy of population targeting. The use of information from the data warehouse will allow better targeting for outreach. DMS will continue to try to increase inter-agency coordination in delivery of provider outreach. Improvement in the delivery of population and member outreach and member information thru the web presence is anticipated. The length of time and resources needed to perform population and member outreach should be reduced and therefore DMS should expect to see a reduction in the associated costs. The types of requested materials and information will be monitored so fine tuning of outreach efforts will be performed. Increased interaction with the provider community will allow for better service delivery. 





[bookmark: _Toc243367554][bookmark: _Toc246226744][bookmark: _Toc340157072]Operations Management
[bookmark: _Toc243367555][bookmark: _Toc246226745][bookmark: _Toc340157073]Overview of Operations Management
The Operations Management (OM) business area is the focal point of most State Medicaid Enterprises today. It includes operations that support the payment of providers, managed care organizations, other agencies, insurers, and Medicare premiums and support the receipt of payments from other insurers, providers, and member premiums.
This business area focuses on payments and receivables and “owns” all information associated with service payment and receivables. Most states have automated operations that support these payments and this area is probably the part of Medicaid that is most representatively aligned for all state Medicaid programs.
Common business processes include validating requests for payment and determining payable amount; responding to premium payment schedules and determining payable amount; and identifying and pursuing recoveries. The MITA Operations Management business area is illustrated by the diagram below:
[image: Operations.jpg]
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Outside the Medicaid Enterprise, numerous other programs within CHFS have a role in a number of processes associated with this business area. This is especially true for any program that covers targeted services for eligible members, receives requests for payment for services rendered, processes payment requests, and makes payments. 
The Authorize Referral Business Process is no longer performed by DMS and has been removed from the assessment. The previous Primary Care Case Manager (PCCM) process, called KenPAC, was replaced with an expansion of the managed care program. The MCOs are now responsible for managing any provider to provider referrals. 
[bookmark: _Toc340157074]Operations Management To Be Summary
The primary factors that will need to be addressed before reaching the To Be level for the Operations Management Business Area include the following:
Implement the use of HIPAA standard transaction sets where applicable 
Implement electronic claim attachments
Use of workflow tools to automate processes to reduce manual effort
Automate edit rules to minimize manual intervention and coding
Exchange claim data in HIPAA formats with payers
Use of a Rules Engine to eliminate manual labor, improve efficiency, and consistency of results
Standardize data to improve coordination and consistency
[bookmark: _Toc340157075]Operations Management Process To Be Summaries
The table below contains the To Be description from the detailed MITA Business Process documents. The To Be summary is found in Section M of each Business Process document.
[bookmark: _Toc329335543]Table 28: Operations Management Process To Be Summaries
	OM01 – Authorize Referral

	There are no plans to perform this function in the future. The Authorize Referral function will continue to be performed by the MCOs.

	OM02 – Authorize Service

	In the future, the Authorize Services requests will use more electronic documents in addition to fax and phone requests. The state will make greater use of Web based portals, HIPAA data standards and X12 transactions. The approval process will be primarily a manual process. If additional information is required to process the request then the reviewer must manually contact submitter and await the additional information. Manual rule changes may take several days for approval. It may take up to 3 business days for approval of medical services and 24 hours for drug authorization. Accessing the data to make decisions may take several days in some cases. Cost effectiveness of the business process will improve with additional data standards and automation. The accuracy and satisfaction of the stakeholders should improve with future planned changes.

	OM03 – Authorize Treatment Plan

	The future Authorize Treatment Plan process will be used for Passport Health Plan, Home Health, and selected waiver services. The process will be integrated into the Kentucky Medicaid Enterprise Management System (MEMS) using modular design and interoperable with other MEMS components. This approach will allow the process to be utilized for other applications in the future if necessary. 
The To Be process will be more automated and take advantage of a central rules engine, HIPAA data standards, and the standard HIPAA 277 and 278 transactions. While some steps will remain manual, the increased use of automated tools will improve the processing time and the accuracy of the data.
As a result of the increased automation and efficiency, stakeholder satisfaction will improve to Level 2. 

	OM04 – Apply Claim Attachment

	Kentucky currently receives a very small portion of the claims with attachments. Only about 4% of all claims are paper and only 40% of that number is filed that way due to needing to file an attachment. That number of claims is less than 2 % of total claims and should continue to decline with the migration to managed care. 
The Kentucky Medicaid Enterprise Management System (MEMS) will support electronic attachments following the HIPAA standards and automatically attach the information to the paper claims. The MEMS will also be connected to the Kentucky Health Information Exchange (KHIE) for direct access to clinical information. The improved process will improve the timeliness, accuracy and cost effectiveness of the business process. In addition, the stakeholder satisfaction will improve to level 2. 

	OM05 – Apply Mass Adjustment

	In the future, claims that require the Mass Adjustment process are identified by automated tools. When mass adjustments are performed an audit trail records the changes. Mass Adjustments are performed quicker with greater consistency and accuracy due to improved automation. Data standards and easy access to needed data allows batches of 1,000 claims to be accessed within an hour. The accuracy of the process has improved substantially. Due to improvements in the systems, staff time needed in the mass adjustment process has been reduced. The overall efficiency of this process has improved. Stakeholder satisfaction has improved as a result of a more robust business process. Providers see adjustments made in a timely and accurate manner and staff spends less time monitoring the process.

	OM06 – Edit Claim/Encounter

	In the future, 97% of all claims are filled electronically and all encounter data is received electronically. HIPAA standards are in place for all electronic claims submitted. X12 837 and NCPDP standards are also observed. Version 5010 and ICD-10 have been successfully implemented. Sister agencies use the MMIS edit claim process. Automated data translators convert national data standards to state specific data usage. There is some integration of Claims editing process across the whole Medicaid enterprise. Electronic claim processing and Point of Sale (POS) adjudication processes have greatly reduced length of time needed to process. Data access and accuracy is relatively high. The cost-effectiveness of the process has improved. The claims edit program does support complex algorithms and it does maximize adjudication without manual intervention. Many changes to the edit program may be made via table configuration but some may require coding changes. Increased automation has lead to greater accuracy. Stakeholder satisfaction has risen to a level 2.

	OM07 – Audit Claim/Encounter

	In the future, history validations will be added against business rules. This will allow validation of claims against reasonableness checks involving gender, age, duplications of services, and others. Electronic claims processing and POS adjudication occurs throughout the day. In cases where manual intervention is needed to resolve problem encounters or suspended claims, most resolution is easily complete within several working days. Automation and use of business rules aid in efficiency. Data access and accuracy will show improvement. In the future there will be a reduction in suspension for manual review. Continued automation of business rules will result in better process results. Stakeholder satisfaction will improve.
Compliance with ACA section 6507 (mandatory compliance with NCCI) must be achieved. 

	OM08 – Price Claim/Encounter

	In the future, the majority of Medicaid services are priced automatically utilizing a separate rules engine. DMS and its vendors use reference data or commercial sources to assign a price to a claim or value an encounter. Pricing changes are made easily to the system without hard coding. MMIS is able to support multiple waiver and a-typical programs. The processes are automated. The time required to complete the end to end process is less than 24 hours which is an improvement over the current timeframe. It is very easy to access data used in pricing decisions and system response time is almost instantaneous. Data used in pricing decisions is improved and more accurate and consistent. This is due to increased automation and quality control. Cost effectiveness and efficiency has improved but still remain at a level 2 rating. The accuracy of the process results have improved and the consistency has also made progress. The satisfaction of stakeholders and agency staff members has been improved. 

	OM09 – Prepare Remittance Advice/Encounter Report

	In the future, the RA and Encounter submitters receive electronic transactions but a few providers will receive paper RAs. In the future, less than three percent of all claims are submitted in paper format. RA and Encounter reports are fully automated. The process does comply with the HIPAA standards. Data accuracy will improve as DMS moves away from paper based forms. The online process to access data and reports is much more accessible. In the future data and reports will be made available to online (primarily web users) within an hour of job completion. Cost and efficiency will improve as the process is modernized. With the changes in the business processes and devoting more personnel to improving the process, these changes will enhance the customer satisfaction to a level 2.

	OM10 – Prepare Provider EFT/Check

	In the future, the Prepare Provider Electronic Funds Transfer (EFT) process will continue to function at a high level. There will be increasing levels of EFTs (90%) and less paper checks. The process is in compliance with industry standards and conforms to HIPAA standards. Medicaid uses Automated Clearing House (ACH) transactions for the movement of funds. The Finance Cabinet has a system in place which facilitates the use of the same EFT process across state agencies. The process may take a day to complete. The process uses online access to information. Increased automation has enabled a highly cost effective and efficient process. Accuracy of results in this process is greater than 95%. Stakeholders’ satisfaction continues to be fairly high and payees are getting their money faster and more accurately.

	OM11 – Prepare COB

	Cost avoidance is defined as Payer to Payer (MITA Level 2). Claims are submitted to the MMIS and checked to see if there is other insurance. The TPL file is also consulted. If the payer is Medicare it is automatically forwarded to Third Party Liability (TPL) Vendor (HMS). Otherwise, the claims resolution team works the claim as they do now except that cost avoided claims are not denied. Rather, they are passed on to the TPL Vendor to be forwarded to the appropriate payer.
1. Receive claims data from Price Claim/Value Encounter process.
2. Identify and format claims , provider information, member information, or resource information
3. Identify claims where third party liability data exists on TPL Resource file matching type of service and where the DOS is covered by the eligibility span of the TPL policy and cost avoid the claim.
a. TPL Resource file that is used for cost avoidance is updated/maintained weekly with verified TPL data identified by the TPL vendor. The TPL vendor performs meta-data eligibility matches from the KY eligibility file and regional and nationwide insurance company eligibility data.
4. Send outbound transaction process to vendor via secure File Transfer Protocol (FTP).
5. Flag claim data sets where TPL may exist to be moved to COB file for coordination of benefit activities.
6. Move flagged claims to COB file.
7. Compile the outbound transaction data set.
8. Retrieve data stored from the original transaction.
9. Format the data into the required output data set(s).
10. Forward claim to third party payer.

	OM12 – Prepare EOB

	Add the ability to do targeted enhanced selection.
1. Identify sample selection using enhanced sampling methodology.
2. Retrieve sample selection data.
3. Prepare the Explanation of Benefits and/or notification letters.
4. Format data into the required data set.
5. End:
a. Send data to the Send Outbound Transaction for generation.
b. Send data to Manage Applicant and Member Communication for tracking purposes.


	OM13 – Prepare Home and Community Based Services Payment

	In the future, there will be minimal increase in the use of automation in this business process. The current rating of the business process will remain at a level 2 overall.

	OM14 – Prepare Premium EFT/Check

	In the future, the Prepare Premium EFT process will continue to function at a high level. There will be increasing levels of EFTs (96%) and less paper checks. The process is in compliance with industry standards and conforms to HIPAA standards. Medicaid uses ACH transactions for the movement of funds. The Finance Cabinet has a system in place which facilitates the use of the same EFT process across state agencies. The process may take up to 2 days to complete. The process uses online access to information. Increased automation has enabled a highly cost effective and efficient process. Accuracy of results in this process is greater than 95%. Stakeholders’ satisfaction continues to be fairly high and payees are getting their money faster and more accurately.

	OM15 – Prepare Capitation Premium Payment

	In the future, the Prepare Capitation Premium Payment process is mostly automated. State specific business rules have been automated for most situations. Payment calculations are performed within the batch window. Automated synchronization of Provider and Member files improve accuracy and consistency. Cost effectiveness and efficiency are fairly high due to the high degree of automation. Stakeholders’ satisfaction is at a level 2 and improving.

	OM16 – Prepare Health Insurance Premium Payment

	As a result of the Affordable Care Act (ACA), the Kentucky Health Insurance Exchange will allow more efficient operation of this process. There will be better rules and more structure for making decisions concerning exercising this option for members. More automation will be brought into the process to allow faster and more efficient processing. Increase in automation and better guidelines will allow for more accuracy and better consistency. Access to the data will be quicker and easier to obtain. There will be a reduction in redundant work associated with this process and greater efficiency. Stakeholders’ satisfaction will become fairly high and there are fewer problems associated with this process.


	OM17 – Prepare Medicare Premium Payment

	In the future, there will be continuing effort to improve the process but given the issues associated with Social Security information, there will always need to be some manual processes until SSA improves its data. DMS exchanges information with SSA via an electronic interface using HIPAA standards. The business process requires less than a day to complete. Access to the data requires access to both electronic and hardcopy information. Most data access may easily be resolved in less than 2 hours. Accuracy and consistency is performed at a fairly high level due to the level of automation. DMS evaluates cost effectiveness when making changes. Medicaid staff members try to reduce redundant work associated with this process and continue to strive for efficiency. Stakeholders’ satisfaction is fairly high and there are few problems associated with this process.

	OM18 – Inquire Payment Status

	In the future, the Inquire Payment Status business process will continue to perform at a fairly high level of functionality. Providers can use multiple methods to inquire concerning a payment status. This may be checked via telephone, web or HIPAA X12 transactions. To find a claim the primary selection items are Internal Control Number (ICN), billing provider, rendering provider, or member ID. One can select claims by using one or all of the primary selection items. Additional search criteria include claim type, claim status, from date of service, to date of service, and payment date. This business process is being centralized to provide a higher level of accuracy and accessibility. Inquires in most cases are handled in near real time turn around. Stakeholders are fairly well satisfied with the business process and process refinements continue to be made.

	OM19 – Manage Payment Information

	In the future, the Manage Payment Information business process will continue to perform at a fairly high level of functionality. Two areas will see large improvement. One area will be improved access to federated and centralized data. The second area will be even more immediate access to the information. Automation is in use that allows business users to directly access information. The state currently uses HIPAA standards. The state has entered into agreements with other state agencies and outside sources such as providers, hospitals and labs that are governed by formal agreements that define security requirements and access. The use of Business Objects and Oracle has standardized the environment for quick turn around on end user requests for information. A large number of inquires are satisfied by end users themselves and the remainder are serviced by a dedicated team of report specialists. Accuracy and consistency has improved by making this information available to a larger group. Any issues are found quicker as a result of more users reviewing the data. The cost effectiveness is at a level 2. Stakeholders are fairly well satisfied with the business process and process refinements continue to be made. 

	OM20 – Calculate Spend Down Amount

	This process will likely be incorporated into the HBE eligibility determination process. The ACA also increases the Medicaid eligibility threshold to 133% of the FPL. Enrollees will receive increasing supplements up to the Medicaid eligibility threshold. 

	OM21 – Prepare Member Premium Invoice

	In the future, there will be more automation in the process. As a result of the ACA, it is likely that the process will be absorbed into the HBE billing, collection, and reconciliation processes. Accessibility and accuracy of information will improve. Automation will improve the efficiency of the process. Stakeholder satisfaction will improve as a result of better accuracy and quicker processing.

	OM22 – Manage Drug Rebate

	In the near future, DMS does not anticipate a marked change in this business process.
The process will be modified to utilize standard interfaces for integration and interoperability.

	OM23 – Manage Estate Recovery

	In the future, the Estate Recovery process will utilize tools such as the rules engine, workflow process, and standardized data exchanges to automate certain steps to increase the efficiency and accuracy. The Estate Recovery Process will still involve a manual paper based process but will continue to work on standardizing data and increasing data exchanges with Commonwealth and county level organization. 
Communication with stakeholders and member’s representatives is accomplished by phone, fax, and mail and utilizes some automated processes to improve the consistency of the process. Due to privacy concerns, this process makes limited use of email correspondence. 
Kentucky has 120 counties and the differences in county processes and data make the process less accurate and more complex. The To Be goal for the process is to implement standards for data exchange. The business process will support interoperability with the system that HMS uses to aid in recovery of estate funds. The improved data exchanges and system interoperability reduces the time taken from start to finish to less than 6 months.
Manual communications and processes at all levels involved with probate remain very lengthy and time consuming. This whole business process has a reduced level of effort and cost due to the workflow tools and standardization of data. The level of satisfaction by Stakeholders in this process is at a level 2.

	OM24 – Manage Recoupment

	In the future, we wish to move all processes to a level 2. Improvement in the process and communication between DMS and Fiscal Agent (FA) will elevate this business process to a level 2. Manage Recoupment process has increased the use of electronic interchange and has improved the automated processes. Communication to providers and other payers are accomplished primarily via phone, fax, mail, and 837s.There is regular communication and coordination between program integrity, third party liability, recoupments and accounting. Information for the overall process is accurate and available. Standardized data and automation has reduced inaccuracies and simplified data access. Cost-Effectiveness and Efficiency has been improved to a level 2. Satisfaction with this process is improved for all stakeholders.

	OM25 – Manage Settlement

	In the future, we hope to raise all business capabilities to a level 2. The level of automation and data standards will need to be improved. The other area that will need some improvement is the end to end process timeframe. Cost Settlement process will continue to be a mixture of both manual and automated steps. Nursing facilities and hospitals are providers that go through this process. In the case of owing money to a provider, the interChange system generates a payment and in the case where the provider owes Medicaid then the recoupment process and rules are used to recover the funds. The new process end to end will require less than 4 weeks to be completed. In the case, where there is a protest then it can take considerable more time to bring the process to resolution. Data consistency is fairly good and HIPAA exchange standards are used. The process is fairly cost effective and automation of some steps aid in the process. The quality of the data and accuracy is at a level 2 and so is the level of satisfaction by the stakeholders. 

	OM26 – Manage Recovery

	In the future, the TPL Recovery Process will continue to be a mix of manual and automated steps. In the future with the rebidding of contracts, there will be clearer definition of responsibilities between vendors so that the cost effectiveness of the process will be improved. The use of an electronic interchange will be increased. Electronic data from other payers are used for data matches and validation of member TPL data. There will be common processes that have been centralized to achieve economies of scale and increase coordination. All data exchanges will be HIPAA compliant. Some TPL recovery is payer to provider and the remainder is payer to payer Coordination of Benefits. Communications to providers and other payers is handled via claims submission via HIPAA compliant electronic interchanges. The timeliness of the TPL process from end to end is measured in weeks not months. The data access is limited by legacy systems. Increased automation and coordination with other processes has increased the efficiency. The accuracy of the output of this process is a level two rank. Satisfaction with this process is improved for all stakeholders.




[bookmark: _Toc340157076][bookmark: _Toc246226772]Program Integrity Management
[bookmark: _Toc340157077]Overview of Program Integrity Management
The Program Integrity (PI) business area incorporates those business activities that focus on program compliance (i.e., auditing and tracking medical necessity and appropriateness of care and quality of care, fraud, waste, and abuse, erroneous payments, and administrative abuses).
Program Integrity collects information about an individual provider or member (i.e., demographics; information about the case itself such as case manager ID, dates, actions, and status; and information about parties associated with the case). The business processes in this business area have a common purpose (i.e., to identify case, gather information, verify information, develop case, report on findings, make referrals, and resolve case). As with the previous business areas, a single business process may cover several types of cases. The input, output, shared data, and the business rules may differ by type of case, but the business process activities remain the same.
The two Program Integrity business processes have been determined to be at MITA maturity level 1. The DMS To Be goal for both of the Program Integrity business processes is MITA maturity level 2.
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[bookmark: _Toc329335513]Figure 8: Program Integrity Management
[bookmark: _Toc340157078]Program Integrity Management To Be Summary
The primary factors that will need to be addressed before reaching the To Be level for the Program Integrity Management Business Area include the following:
Integrate the process within the Medicaid Enterprise and improve the coordination between stakeholders
Increase automation by using enhanced parameters for evaluation of data and case identification
Implement HIPAA standards for data transactions and establish internal data standards
Enhance the use of electronic interfaces for data exchange


[bookmark: _Toc340157079]Program Integrity Management Process To Be Summaries
The table below contains the To Be description from the detailed MITA Business Process documents. The To Be summary is found in Section M of each Business Process document.
[bookmark: _Toc329335544]Table 29: Program Integrity Management Process To Be Summaries
	PI01 – Identify Case

	In the future, the Identify Candidate Case process will be well integrated into Medicaid Enterprise. There is improving coordination between agency programs and other state agencies. The process is increasing the use of automated steps. Internal data standards have been implemented. There is increased availability of data so it is easier to use data for performance monitoring and analysis. The future process is compliant with state and federal regulations and facilitates cost management as well as ongoing quality improvement. Verification of data is a mix of both automated and manual steps. The length of time to complete this process has been improved due to more automation. There has been improvement in the criteria to identify cases and there has been improvement in the accessibility of the data. The cost effectiveness of this process is at a level 2. In the future, there has been an increase in the automation used in this process and so the efficiency of this process has improved as well as the accuracy of the results. The level of satisfaction for the stakeholders is at a level 2.
The Affordable Care Act (ACA) calls for each state to contract for Recovery Audit Contact (RAC) services. The DFWAIP and the Identify Case process will need to coordinate activities with the RAC vendor.

	PI02 – Manage Case

	The Affordable Care Act (ACA) calls for each state to contract for Recovery Audit Contact (RAC) services. The DFWAIP and the Manage Case process will need to coordinate activities with the RAC vendor.





[bookmark: _Toc340157080]Program Management
[bookmark: _Toc340157081]Overview of Program Management
The Program Management (PG) business area houses the strategic planning, policy making, monitoring, and oversight activities of the agency. These activities depend heavily on access to timely and accurate data and the use of analytical tools. This business area uses a specific set of data (i.e., information about the benefit plans covered, services rendered, expenditures, performance outcomes, and goals and objectives) and contains business processes that have a common purpose (i.e., managing the Medicaid program to achieve the agency’s goals and objectives such as by meeting budget objectives, improving customer satisfaction, and improving quality and health outcomes).
This business area includes a wide range of planning, analysis, and decision-making activities, including benefit plan design, rate setting, healthcare outcome targets, and cost-management decisions. It also contains budget analysis, accounting, quality assessment, performance analysis, outcome analysis, continuity of operations plan, and information management.
Within the Medicaid Enterprise, there are a number of opportunities for improvement in Program Management business processes. There are 19 total business processes and 15 have been determined to currently be at MITA maturity level 1. Four of the processes are at a MITA maturity level of 2. The To Be goal for 10 business processes is now maturity level of 2 with 9 remaining at a maturity level of 1.
[image: Program.jpg]
[bookmark: _Toc329335514]Figure 9: Program Management
[bookmark: _Toc340157082]Program Management To Be Summary
The primary factors that will need to be addressed before reaching the To Be level for the Program Management Business Area include the following:
Improve accuracy and consistency of data used by implementing internal data standards
Provide online access to rate setting data
Improve internal and external interfaces to increase automation
Improve accuracy with use of electronic data interchange and central data warehouse
Adopt HIPAA data requirements
Use of Rules Engine and workflow tool to automate some processes
Centralize and standardize processes across the organization
[bookmark: _Toc340157083]Program Management Process To Be Summaries
The table below contains the To Be description from the detailed MITA Business Process documents. The To Be summary is found in Section M of each Business Process document.
[bookmark: _Toc329335545]Table 30: Program Management Process To Be Summaries
	PG01 – Designate Approved Services and Drug Formulary

	In the future, this business process will be coordinated across the Medicaid enterprise and become more centralized. The focus will still primarily review the fiscal impacts but also consider the impact on health outcomes. The process will remain primarily a manual process though some of the analysis uses automated tools. This process welcomes input from various stakeholders such as internal staff, industry representatives, consumer advocates, members, and subject matter experts. Recommendations from recognized experts and organizations such as the American Medical Association (AMA) are given due consideration. There is increased emphasis in using HIPAA standard codes. Changes to the system are scheduled through the change control process but routine configuration changes are fast tracked. Decisions take into account multiple considerations such as member outcome, convenience, standardization but given the current fiscal environment the fiscal impact has the greatest affect. The process may take months to complete. The process is formalized and documented. The process is manual so there may be more issues with accuracy as a result. Stakeholder satisfaction will improve as a result of the automation and improved coordination across organizations.

	PG02 – Develop and Maintain Benefit Package

	In the future, the department will continue to improve this process but the overall rating of the process will remain at a level 2. Efforts will be made to improve the collaboration methods so that benefit packages reflect needed input from all the stakeholders in the construction and maintenance phases. There will be increased efforts to publicize the plans with the general public. The department uses tools to extensively analyze data used to help construct and maintain benefit plans. There are data standards and procedures used in this business process. Benefit Packages may be changed to respond to member, market, economic and best practices needs. Waiver programs will continue to be structured to allow more flexibility for members in terms of services selection. The end to end process time for this business process has improved as a result of increased automation. This has also increased the accuracy. The overall stakeholder satisfaction with this process has improved but remains at a level 2.

	PG03 – Manage Rate Setting

	In the future, Manage Rate Setting is a mixture of manual and automated steps. Information used in the process comes from multiple sources and resides in a single repository. The process uses standardized data and HIPAA standards. Increased automation shortens the time required to complete rate setting. The current process is easy to use and accuracy of the results is very good. The cost effectiveness of the process is better than a level 1 and so is the efficiency. Stakeholders involved with the Manage Rate Setting process are pleased with the speed and accuracy of the steps but the providers are interested in higher rates so that is the source of any dissatisfaction with the process. Future improvements to the systems will improve panels to more clearly identify fields so that less experienced staff won’t be confused or misunderstand. 

	PG04 – Develop Agency Goals and Initiatives

	In the future, this process, Develop Agency Goals and Objectives, will improve in some areas but the overall rating of the process will remain unchanged. A common repository for this information is used to facilitate communication and spreadsheets are used to track the process. There is a common process or methodology for this development. The collaboration for this process is fairly advanced. Medicaid’s upper management consults with other agency heads to form goals and objectives. They also consult with department staff. The steps for this business process are adaptable to meet situational changes. The methodology of this process allows for more review and a more robust final product. The accuracy of this business process is good and up to date. Goal and objectives are measured, more traceable and more applicable than previously. Standardization of the process allow for even greater quickness and more cost effective completion of the process than previously reported. Stakeholder satisfaction with this business process is high and has increased but it is still at a level 2.

	PG05 – Develop and Maintain Program Policy

	In the future, the Department will formalize the process and incorporate automated workflow tools and automated business rules. The data will be standardized and loaded into a central data warehouse to improve access. HIPAA standards will be in place for data transactions. The improved process allows the staff to shift the focus to managing cost and quality of care.
The policy will be developed with a more common standard for construction. There will be increased coordination among CHFS programs. Policy is not routinely reviewed on a calendar basis but as the need arises. Reviews will be occurring more frequently. Review is time consuming and costly. It may require pulling information from multiple sources and there may be inconsistencies between different information sources. Due to timeliness of the information used in the policy formulation there may be accuracy issues. Stakeholders’ satisfaction with the process is low but improving.

	PG06 – Maintain State Plan

	DMS improves collaboration with other state agencies when modifying the State Plan. The implementation of a central data warehouse would centralize data necessary to maintain the state plan. The process to change the plan is slow but stakeholders have a better understanding of the process. Maintenance of the State Plan is a year round process. The accuracy of the State Plan is at less risk due to the update tracking process. One individual is responsible for the process which makes it more controllable. Information used in the formulation of the State Plan is in multiple locations. The process of maintaining the State Plan meets state objectives. It also meets state and federal guidelines. Stakeholders’ satisfaction with the process is negatively impacted by the manual nature of the current process. The posting of the State Plan on the website and a description of the change process should improve stakeholder satisfaction.

	PG07 – Formulate Budget

	In the future, there will be a continued effort to refine existing methods used in the budget. The addition of a modern Data Warehouse (DW)/Decision Support System (DSS) will improve the process with up-to-date predictive modeling tools and faster access to information. There is no widespread or systemic change envisioned at this time. The changes will include the implementation of internal standards, automation of the budget monitoring process, and improved predictive modeling tools. The collaboration with other state agencies and stakeholders will continue.

	PG08 – Manage FFP for MMIS

	In the future, Manage FFP for MMIS will automate interfaces and access to data to be more efficient by making some reports generated from MMIS able to be dropped into CHFS spreadsheets which will allow a smoother interface with eMARS. This will enable staff to be more productive as a result of not having staff to perform duplicate keying of some data. As a result of these changes the process will have fewer accuracy issues. This process will be more defined and responses will be more standardized. The state will increase the use of standards for extracting data and will eliminate proprietary file formats developed by vendors and/or state staff. Medicaid will continue to improve its level of collaboration with other agencies. The overall level of stakeholder satisfaction will improve to a level 2.

	PG09 – Manage F-MAP

	In the future, the Manage F-MAP business process will have more automation introduced into the process including the use of a business rules engine and decision support system tools. It will still have manual portions. The process will still maintain and create rules used to monitor and assign the correct F-MAP to services expenditures and recoveries covering Medicaid operations. State and Federal standards are used to govern this business process and HIPAA Standards will be adopted where possible. This process will exceed federal guidelines for timeliness. Increased cooperation among other agencies and stakeholders will add in improved accuracy. Automation of some steps aids in better efficiency and accuracy. Staff uses a centralized data warehouse to govern this process. Stakeholder satisfaction with this process will improve as a result of the new changes.

	PG10 – Manage State Funds

	In the future, the Manage State Funds process will be handled by the Commonwealth staff using a mixture of manual processes and information from automated solutions including COTS products to support financial functions. These solutions will assist the Department in accessing and analyzing information as well as supporting decision making. The data will be centralized in a data warehouse. Reports are reviewed on a daily basis. The process has been improved with some automation added to help with interfacing between systems. Standards will be developed to minimize variations between siloed systems. Collaboration is required between various state agencies in managing these funds. The timeliness of this process has been improved with advent of new automation. There has been a reduction in errors as a result of new automation. The cost effectiveness of this process has been improved and the staff is able to proactively manage state funds. The gaps in stakeholder satisfaction are being addressed with the improvements in the process and satisfaction will improve above level 1.

	PG11 – Manage 1099s

	In the future, Manage 1099s will continue to improve but the overall rating for the process will remain at a rating of 2.

	PG12 – Generate Financial and Program Analysis/Report

	In the future, the business process is mostly automated. Most information will be accessible through exposed services to the data warehouse. Medicaid will share data with many agencies and will have the ability to use several agencies information through the implementation of interoperable systems. It will also use many commercial sources of data. This will help improve the quality of this business process. There will be better access to the data. There is an agreement on the data standards. Reports that are needed for Federal compliance review will be refined over time. Automated rules will review the data to improve the accuracy. When data problems are found corrections will be made both to the source and the data warehouse. Reports will be produced on a timelier basis depending on complexity. The toolset set and data are standardized so this will reduce the cost and length of time to produce results. Continued improvement in access to data and interoperability will allow quicker report generation. Satisfaction with the process is at a level 2.

	PG13 – Maintain Benefits/Reference Information

	In the future, there will be some improvements in the business process. The benefits and reference information will be stored in a more modular system and accessed via exposed services. This will be less time consuming activity as a result of utilizing HIPAA mandated data standards for most reference data. Medicaid will coordinate with vendors and others in terms of some common reference data. The process of entering data will be more automated and rules based but still have a manual component. There will be some reference data that will be input from outside source files via an automated process. Data accuracy will improve due to the use of national data standards. The data will still come from different sources. Performing maintenance will require less time to complete. Benefits information will be easier to enter into the system but still require a special skill set. The stakeholder satisfaction with this process is better than Level 1.

	PG14 – Manage Program Information

	In the future, the biggest change to the process will be improving accuracy of the information. Users have direct and dynamic access to the data warehouse. DMS has adopted HIPAA standards. It has entered into memorandums of agreement to obtain data from other state agencies or to share data with them. Request from individuals in DMS or outside agencies pass through a common automated security process. The data warehouse uses commercial off-the-shelf (COTS) products (e.g., Business Objects, Oracle and Esri). State staff has been trained in the process, products and data to effectively use the Program Information. Also, Commonwealth and vendor technical staffs are dedicated to assist or generate needed information. The data warehouse is very accessible. The stakeholders in the Program Information Business process are pleased with the utility of the process.

	PG15 – Perform Accounting Functions

	In the future, Perform Accounting Function will have minor changes to improve the quality of the business process but it will not change in terms of its overall rating. It is a mixture of COTS components and manual processes. The current software complies with the following: CFR 45, Cash Management Act, Governmental and Accounting Standards Board and Generally Accepted Accounting Principles. The Accounting Function is collaborative in terms of working with Finance Cabinet and Cabinet of Health and Family Services. Due to the high degree of automation, the timeliness of this business function is at a level 2. Accuracy and consistency of data used in this business process has improved due to standards and increased automation. There is real time access to data used in this process. This process is highly efficient and the stakeholders involved with this business process are satisfied with the process.

	PG16 – Develop and Manage Performance Measures and Reporting

	In the future, the Develop and Manage Performance Measures Reporting process is primarily an automated process to gather data. All calculations are automatically performed to produce needed measures. The process uses MITA standardized interfaces and data definitions. This enables performance measures that are applicable for all Medicaid enterprises and programs. Data and measure verification is a mix of manual and automated steps. Related measures may be used in judging reasonableness of results. Measurements are electronically published in multiple sources such as in the data warehouse, First Decision, OnBase, Web Portal, and SharePoint. Kentucky will be able to share outcome measures with other states and federal agencies. Data measures are produced on a regular timely schedule. Ad hoc measures and reports may be produced as needed. Data in the data warehouse is refreshed on a regular schedule but not on a daily basis. Use of standard MITA interfaces has further reduced errors. Use of MITA standards increases the efficiency of the measurement and efficiency of this process. Manual review and verification of measurements may be needed for new ones but most times use of other established measures may be used to ensure accuracy. Satisfaction with this business process continues to improve as a result of changes to this business process. Internal and external audits look for improvements to the process.

	PG17 – Monitor Performance and Business Activity

	The Department evaluates the effectiveness of the fiscal agent contract based on key operational measures. This is written into the current contract and will be developed for the upcoming Kentucky Medicaid Enterprise Management System (MEMS) RFP. The monitoring will take place daily, weekly, monthly, and annually depending on the metric. Other key contracts have report cards or scorecards used to evaluate the effectiveness of the vendor. The data warehouse (DW) provides the necessary information for evaluation of certain business processes. The use of the DW and standard reports for monitoring improves the accuracy of the results.
The process will remain a blend of manual and automated steps and will use local standards and methodologies. This process is focused on Medicaid operations and does not look across other entities or agencies. The timeliness of this business process depends on the importance of the business function being monitored. Not all business processes are treated the same. In the future more business processes will have better information for evaluation and monitoring. Access to data in the DW will be expanded to users on an as-needed basis. The Decision Support System (DSS) will automatically generate identified performance monitoring reports. Core business functions are the focus of this business process. Personnel work to improve the quality of the information used in monitoring and the process. The improved access to data and monitoring reports allows the staff to focus more time on process improvement. As a result of the increased efficiencies and access to data, stakeholder satisfaction is at a level 2.

	PG18 – Draw and Report FFP

	In the future, Draw and Report Federal Financial Participation (FFP) will be more efficient as a result of increasing the automations and removing some of the manual steps needed to satisfy the CMS reporting. There has been additional work to allow a tighter interface between the state accounting system and MMIS. The ability to change the process is still limited. The new process is less demanding of staff time. The improved process is more accurate. The overall level of stakeholder satisfaction has improved to reach a level 2.

	PG19 – Manage FFP for Services

	In the future, Manage FFP for Services is improved by increasing the amount of automation in this business process. An effort will be made to automate most of the calculations used. This business process will be more flexible with the addition of table driven FFP parameters. Due to the anticipated increase in automation, there should be quicker end to end processing. There will also be an increase in accuracy. With the anticipated changes to this business process, the stakeholder satisfaction for this business process should rise to a level 2. 


[bookmark: _Toc340157084]Provider Management
[bookmark: _Toc246226773][bookmark: _Toc340157085]Overview of Provider Management
The Provider Management (PM) business area is a collection of business processes that focus on recruiting potential providers, supporting the needs of the population, maintaining information on the provider, and communicating with the provider community. The goal of this business area is to maintain a robust provider network that meets the needs of both beneficiaries and provider communities and allows the State Medicaid agency to monitor and reward provider performance and improve healthcare outcomes.
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[bookmark: _Toc245878753][bookmark: _Toc246226836][bookmark: _Toc329335515]Figure 10: Provider Management
In reviewing the Provider Management business area, all seven business processes are determined to be at a MITA maturity level 1, while a number of these processes are approaching MITA maturity level 2 capabilities. The To Be goals for the Provider Management Business Area call for 4 of the 7 Business Processes to increase to a maturity level of 2 with three remaining at level 1. 
[bookmark: _Toc340157086]Provider Management To Be Summary
The primary factors that will need to be addressed before reaching the To Be level for the Provider Management Business Area include the following:
Automation of enrollment business rules
Establishing standard services for inquiries and updates
Establishing standard interfaces with appropriate data sources for provider validations
Establishing the NPI as the ID of record
Automate and standardize changes and validation of data in the Provider Registry
Establish an average competition of enrollment process in 15-30 days
Implement workflow tool for routing of inquiries, grievance/appeals, enrollment forms, and other provider correspondence
Improve provider communication by improving the use of the web portal, email, and other social media tools
Utilize data warehouse to identify certain provider groups for targeted communication
[bookmark: _Toc340157087]Provider Management Process To Be Summaries
The table below contains the To Be description from the detailed MITA Business Process documents. The To Be summary is found in Section M of each Business Process document.
[bookmark: _Toc329335546]Table 31: Provider Management Process To Be Summaries
	PM01 – Enroll Provider

	In the future, Provider enrollment staff will be moving to handle less paper based information and more electronic information in terms of electronic forms and web based submissions. Via the web, Providers will be allowed to update maintenance items such as ownership information, addresses, and phone and fax numbers that constantly change allowing for quicker turnaround and minimal involvement of Commonwealth staff. Providers will be able to check the progress of their enrollment application via the web. Certain Providers such as physicians and other healthcare professionals will be able to use the Council for Affordable Quality Healthcare (CAQH) to provide a majority of information to Medicaid. NPI verification will be confirmed by NPPES in real time. Monitoring of providers through electronic sanction efforts will safeguard members by removing problematic providers from the provider pool. Many sources of submitted data will be processed through external interfaces for verification. Automation of business rules will improve accuracy and verifications of completed enrollments will improve quality and protect members. Providers are re-credentialed on a scheduled that meets Federal and Commonwealth guidelines. This re-credentialing will be handled with automated and manual processes. With the advent of using these new processes, the level of quality and speed of enrollment will increase provider satisfaction with the enrollment process and will reduce the cost of providing services by providing a higher caliber of providers. 
Implement changes required to comply with ACA sections 6401 (provider screening) and 6403 (National Practitioner Database).

	PM02 – Disenroll Provider

	In the future, this business process will stay very close to the current business process. Disenrolling providers is both a mix of manual and automated steps. The Office of Inspector General may request a provider to be disenrolled or the provider could request for his contract(s) to be terminated. These requests are handled by Provider Services Branch personnel. There are few disenrollment steps based on the provider type. Staff uses the MMIS system to disenroll providers. Most requests are completed the day the request is made and is viewable in the system instantaneously. There is an automated process that runs quarterly that terminates certain provider types if they no longer provide services to members (no claims for a two-year period). Providers can request disenrollment through the web portal. The level of complaints and problems associated with this business process is low.

	PM03 – Inquire Provider Information

	In the future, Provider inquires for information are standardized and automated within DMS. Requests are submitted through AVRS, the web portal, DSS, MMIS, and EDI. The majority of all responses received through the web portal but the occasional nonstandard inquiry may require manual research. These requests will be scanned and entered into a standard workflow process. Manual research items have a higher probability of being inconsistent. Timeliness of typical requests is nearly immediate but nonstandard requests take much longer. Automation will improve the quality of information provided. Periodic review of audits logs shows an improvement in the quality and accuracy in the information provided. Stakeholders are receiving the information requested in a timely manner and their level of satisfaction is over level 1.

	PM04 – Manage Provider Communication

	In the future, Manage Provider Communications will use multiple channels but there will be more emphasis on email, Web Portal, and AVRS as ways to communicate with the providers. MITA standard interfaces are used to automate messages between providers and DMS. The provider registry uses the CAQH to keep up to date with the latest address changes to ensure accurate mail delivery. Research information used to respond to providers is using some automated tools to prepare responses. The accuracy of the responses is improving but there is still room for improvement. Provider communications is not handled in a comprehensive fashion but in a program centric fashion. Due to the work load in some cases it may take several days to respond to providers’ requests for information but most now are handled within a day due to more automated responses. The overall quality of responses has improved the quality of the responses. The cost for this business function has decreased with the advent of more automation used in this business process. Stakeholder satisfaction with this business function has improved but it is still low due to siloed communications approach and lack of adequate personnel to oversee the business function.

	PM05 – Manage Provider Grievance and Appeal

	In the future, all documents will be scanned into an Electronic Document Management System (EDMS) and the case file is automated using a workflow tool. Multiple workers will be able to access the case and the information may be shared across authorized users. The grievance and appeal process can also be accessed and tracked via the web portal. 
DMS has established case and documentation standards for work products. Results are documented and recorded automatically and can be accessed and reviewed as needed. Accuracy is verified by periodic audit log reviews.
The recoupment process is automated and runs weekly. 
Requests for documentation are manually sent to the provider. Consistency will be improved in the review and resolution process. As a result of the automation, there will be improvements in the timeliness of the process but it may still take months to resolve. The provider’s willingness to provide requested information will likely remain a bottleneck in the process. Efficiency and accuracy are periodically verified by audit log reviews. Providers and staff will benefit from more automation to quicken case resolution which improves stakeholder satisfaction.

	PM06 – Manage Provider Information

	In the future, changes to provider registry will be standardized within DMS and automated. Validation of data is automated. NPI and taxonomy will be used and it will be the primary key for all processing. Atypical providers continue to use local identifiers only. Updates are applied within 24 hours unless exceptional circumstances arise. Once changes are applied to the registry, these changes are immediately available to the business processes and users of the system. Data quality continues to improve as automated processes check the validity of data against NPPES, CAQH, HCIdea and other external data sources. All changes are date stamped and an audit trail record is written at the time of update. Notification of provider registry updates is automated so that all required stakeholders are aware of registry changes. Continuing the use of automation will drive the overall cost of ownership down. Staff and providers’ satisfaction with the timeliness and accuracy of the information stored continues to improve. There are fewer complaints and more positive statements concerning the information quality and availability. The provider registry has improved the cultural and linguistic information. 

	PM07 – Perform Provider Outreach

	In the future, there will be continued emphasis on using the Internet to perform provider outreach. Improvements to the web portal will improve the delivery of provider and member information. The Department will also explore the use of social networking websites such as Facebook and Twitter to offer new opportunities to push content to targeted provider groups. YouTube and other similar sites may allow new methods for delivery of multimedia content such as recorded provider training sessions.
The use of information from the data warehouse will allow better targeting of provider groups for outreach. The improved tools allow DMS to quickly and efficiently deliver content to specific provider groups thus reducing the cost of communication.
DMS will continue to improve inter-agency coordination in delivery of provider outreach using the multiple communication and delivery channels to deliver educational and policy information. The length of time and resources needed to perform provider outreach should be reduced and therefore the associated costs. The types of requested materials and information will be monitored so fine tuning of outreach efforts will be performed. Increased interaction with the provider community will allow for better service delivery.
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[bookmark: _Toc245878759][bookmark: _Toc246226845][bookmark: _Toc329335547]Table 32: CMS MITA Maturity Capability Table
	MITA BUSINESS AREA
	STATE BUSINESS AREA
	MITA BUSINESS PROCESS
	STATE BUSINESS PROCESS
	AS IS LEVEL OF BUSINESS CAPABILITY
	TO BE LEVEL OF BUSINESS CAPABILITY

	Business Relationship Management

	Business Relationship Management
	Business Relationship Management
	BR Establish Business Relationship
	BR01 Establish Business Relationship
	1
	2

	Business Relationship Management
	Business Relationship Management
	BR Manage Business Relationship 
	BR02 Manage Business Relationship 
	1
	2

	Business Relationship Management
	Business Relationship Management
	BR Terminate Business Relationship
	BR03 Terminate Business Relationship
	1
	2

	Business Relationship Management
	Business Relationship Management
	BR Manage Business Relationship Communication
	BR04 Manage Business Relationship Communication 
	1
	2

	Care Management

	Care Management
	Care Management
	CM Establish Case
	CM01 Establish Case
	1
	2

	Care Management
	Care Management
	CM Manage Case
	CM02 Manage Case
	1
	2

	Care Management
	Care Management
	CM Manage Medicaid Population Health
	CM03 Manage Medicaid Population Health
	1
	2

	Care Management
	Care Management
	CM Manage Registry
	CM04 Manage Registry
	1
	2

	Contractor Management

	Contractor Management
	Contractor Management
	CO Produce Administrative or Health Services RFP
	CO01 Produce Administrative or Health Services RFP
	2
	3

	Contractor Management
	Contractor Management
	CO Award Administrative or Health Services Contract
	CO02 Award Administrative or Health Services Contract
	1
	2

	Contractor Management
	Contractor Management
	CO Manage Administrative or Health Services Contract
	CO03 Manage Administrative or Health Services Contract
	1
	2
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