'( South Carolina Department of
) Health & Human Services

Request for Information (RFI)

August 12, 2010

Instructions for Responses

1.

South Carolina Department of Health and Human Services (SCDHHS) would like to
receive responses to this RFI by September 13, 2010. Please submit your response via e-
mail to fbo@scdhhs.gov . The SCDHHS e-mail system does not accept attachments
larger than about 15 MB. If your response is near this size or greater, please mail two
identical CDs containing your response to:

Replacement MMIS RFI #3

SCDHHS Bureau of Federal Contracts
Attn: Rhonda Morrison

P.O. Box 8206

Columbia, SC 29202

If you use a shipping method that requires a street address, please use the above
address replacing the P.O. Box number with 1801 Main St.

SCDHHS may copy your response to other storage media to facilitate review by its staff.
Vendors may mark portions of their responses as confidential in accordance with South
Carolina Code of Laws and Regulations. Guidance on the proper marking of your

response can be found at:

http://www.mmao.sc.gov/MMO/webfilessMMO Legal/Documents/FOIA page.pdf .

While this document is intended for vendor bids, the general guidance and references to
statutes and rules are relevant to an RFI response.

This RFI is in reference to potential future Requests for Proposals (RFPs) for a
Replacement Medicaid Management Information System (MMIS) and related
information technology (IT) and business services. This RFI is issued solely for market
research, planning, and informational purposes and is not to be construed as a
commitment by the State to acquire any product or service or to enter into a contractual
agreement.

Any costs incurred by a party in preparing or submitting information in response to the
RFI are the sole responsibility of the submitting party.


mailto:fbo@scdhhs.gov�
http://www.mmo.sc.gov/MMO/webfiles/MMO_Legal/Documents/FOIA_page.pdf�

Purpose

The State is seeking feedback on its draft program level acquisition strategy for the Replacement
MMIS. This RFI is divided into three sections:

1. Feedback on the Draft Replacement MMIS Program Acquisition Strategy
2. Feedback on potential content of a Common Services Management contract

3. The SCDHHS Medicaid Information Technology Architecture (MITA) State Self-
Assessment. This is provided for information only. No feedback is necessary on this
document.

The State encourages vendors and other interested parties to provide feedback in response to this
RFI. Because of the broad nature of the topics contained in this RFI, parties interested in
submitting feedback on only a portion of the State’s strategy are still encouraged to respond with
such feedback.

This document is not an RFP. The State is not seeking proposals at this time.

1 Draft Replacement MMIS Program Acquisition Strategy

The State published a preliminary strategy in SCDHHS Replacement MMIS RFI #1, published in
February 2010. The draft acquisition strategy attached to this RFI is a refinement of that strategy
with substantial elaboration.

The acquisition strategy document is intended principally as an internal strategy document;
however, since vendors play a pivotal role in the program, and since the program is planning to
use a relatively uncommon strategy, the State believes that it is in its best interest to obtain
timely external feedback on its strategy. This feedback should help the State identify potential
weaknesses in its strategy, and it should also serve to assist motivated vendors in planning for
potential future procurements.

1.1 Submission Request
The State requests that respondents provide the following information:

1. General feedback on the strategy. Please reference the document section number in your
comments to ensure that the State understands to what you are referring.

2. Responses to the questions in Section 1.2 of this RFI.

3. Questions concerning the Draft Replacement MMIS Program Acquisition Strategy. The
State plans to publish answers to questions it receives after responses have been
submitted. As the subject document is a strategy document, the State requests that
vendors not submit questions on detailed aspects of the program, such as the specific
content of a proposed solicitation or the planned dates for any proposed solicitations as
the State will be unable to answer these questions at this time.

1.2 Questions for Response

1. What weaknesses/risks do you see in this strategy that are not already identified in the
document?



9.

Does the South Carolina Medicaid Business Process Model, presented in Section 3.3 of
the draft acquisition strategy seem reasonable in terms of technical feasibility and the
ability of the market to provide solutions?

Does the incentive contract concept discussed in Section 3.3.6 seem reasonable? What
concerns would you have about using this approach?

Does the contract mapping in Figure 3-10 seem reasonable?

What do you see as the pros and cons of using a separate Test Management Services
vendor?

What challenges do you foresee in using a multi-state governance process?

What feedback do you have on the Service Oriented Architecture (SOA) vs. Enterprise
Application Integration (EAI) concept discussed in Section 7.2?

What types and numbers of system environments do you foresee being needed to
facilitate an incremental, multi-vendor design, development, and installation (DDI) such
as this?

What additional opportunities, risks, or issues would you add to the list in Section 12?

2 Potential Common Services Duties and Deliverables

The second attachment to this RFI is a table discussing potential State and vendor duties and
deliverables associated with common services (technology, consulting, and operations). The use
of a Common Services Management vendor is a key aspect of the State’s draft strategy. If not
designed properly, such a contract could provide a false sense that the State has fully covered
common services. The State is seeking feedback on the content of this document.

2.1 Submission Request
The State requests that respondents provide the following information:

1.

w

Feedback on the proposed duties and deliverables of the various parties for common
services. If you believe that these are incomplete or incorrect, please suggest
improvements.

Feedback on the listed technologies. If you believe that these are incomplete or incorrect,
please suggest improvements.

Responses to the questions in Section 2.2 of this RFI.

Questions concerning the common services duties and deliverables in Attachment 2. The
State plans to answer questions it receives after responses have been submitted.

For vendors that publish commercial off-the-shelf tools that are part of the technologies listed in
Attachment 2 or that the vendor believes ought to be part of this list, please also provide the
following information:

5.

S

A description of your company’s tools and any other complimentary tools from your
company, other companies, or open source that can provide the capabilities listed in the
Common Services Technologies section of the attachment. Please consider including
brochures, user guides, and administrator guides.

A description of the availability of trial versions of your product(s) for market research.
Feedback on whether you would be willing to do onsite or Web-based demonstrations of
your product(s) as well as what type of approach would work best (including scheduling
lead time).



2.2 Questions for Response

1.
2.

10.

What additional technical standards should the State be concerned about?

Are there any other common services (technologies, consulting, or operations) that you
feel should be added to the list in the appendix?

Are there any other common services (technologies, consulting, or operations) that you
feel should not be on the list?

What are the non-COTS technical services needed to complete a suitable framework for a
SOA-based MMIS? The State is concerned that a collection of COTS tools does not, by
itself, constitute a suitable, healthcare-domain-aware framework for implementing a
SOA-based MMIS. Please provide feedback on other, non-COTS common technical
services that you feel would be necessary to achieve success.

Are there any specific common services (technologies, consulting, or operations) that you
feel should be provided by a 3" party (not the Common Services Management vendor)
What is the best operational model for a multi-organization call center? The State is
concerned about how best to align the duties of the call center with the vendor contracts
to avoid having one vendor dump quality issues on another vendor (a potential with
purely centralized call center support) or having a frustrating menu tree that requires
callers to know whom to talk to when they call (a potential with purely decentralized call
center support).

What is a good rule of thumb to use when determining the break-even point for a separate
high-volume printing capability?

What is a good rule of thumb to use when determining the need for a dedicated mail
room?

Is using a common e-mail/calendaring system for Replacement MMIS program activities
worth the investment given that most State/vendor users will also be required to use their
own organization’s e-mail/calendaring system?

Should a separate Business Rules Management System be listed, or should that be a
function of the Business Process Management System?

3 SCDHHS MITA State Self-Assessment

Attachment 3 contains the State Self-Assessment that SCDHHS completed in the fall of 2009.
The MITA Project team is using this document as a baseline for the “as is” business processes.
This document is provided for information only, and the State is not seeking any feedback from
respondents concerning it.

Thank you for your interest in the State of South Carolina
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1 Background

The purpose of this document is to express the planned strategy at the program level (all
contained projects) for the Medicaid Information Technology Architecture (MITA)/Replacement
Medicaid Management Information System (MMIS) program for the South Carolina Department
of Health and Human Services (SCDHHS). As a strategy document, it does not contain al
relevant details for the program and its projects. Also, while the program team will generally
keep the document current and accurate until it no longer serves a useful purpose as a planning
document, many potential changes may occur that will not warrant an update to this document.

The State understands that at the time of development of this document, there are still significant
unknowns in the program; however, delaying publication of this strategy document to achieve a
greater level of perfection does not seem prudent.

1.1 Brief History of MMISin South Carolina

The MMIS system was devel oped as a project between the South Carolina Department of Social
Services (SCDSS) and Clemson University in the late nineteen seventies with some help with
requirements through a request for proposa (RFP) with Touche Ross consultants and utilizing
some concepts from Minnesota’' s MMIS. It was devel oped on Clemson’s mainframe using
COBOL and Assembler programming languages, Cullinane’'s IDM S database management
system, and a proprietary online system. In 1981 it achieved federal certification —the first
federally certified database oriented MMIS. In the late 1980s, the proprietary online system was
replaced with CA-ADS/O.

Over time, SCDHHS has undertaken projects to enhance the functionality of the MMIS and to
meet certain external and mandatory requirements.

Today the MMIS, in addition to the mainframe, also includes areal-time Eligibility Verification
System (MEV'S) developed by Clemson in 2001 using the X12 270/271 transactions. In 2003, as
part of the HIPAA remediation done under a contract with EDS, an Electronic Data Interchange
(EDI) component for handling HIPAA X 12 transactions to/from trading partners and a web
application providing claims data entry/submission and dligibility inquiry were added. Claim
status inquiry was added to the web application in 2005.

The MMIS aso includes new interfaces to contractor-supplied systems that replaced paper-based
or other manual processes.

MMIS has seven core subsystems: Recipient, Provider, Reference, Claims Processing, Payment,
Management and Administrative Reporting (MARS), and Third Party Liability (TPL). The
MMIS has evolved in response to state and federal programs and the overall health care
environment.

Through the MMIS, SCDHHS can enroll providers, adjudicate claims, pay providers, report
costs and utilization, and enroll recipientsin special programs. Providers can verify Medicaid
eligibility 24 x 7 and inquire on the status of their claims.
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1.2 Brief History of MEDS in South Carolina

The Medicaid Eligibility Determination System (MEDS) system is a'so managed, operated, and
maintained through a contract with Clemson University. The system houses Medicaid digibility
data. In 2002, Clemson replaced the twenty-eight-year-old batch eigibility system operated by
the SCDSS with areal-time and batch MEDS system operating on the same mainframe as the
MMIS. The database management system isrelational IDMS.

Using MEDS, dligibility workers throughout the state take applications from potential
beneficiaries and determine their eligibility based on financial and resource data, aswell as
citizenship, identity, and several other criteria. MEDS interfaces with federal agencies (Socia
Security Administration—SSA, CMS, etc.) and state agencies (SC State Retirement System--
SCSRS, Employment Security Commission—ESC, DSS, etc.) to verify dataand assist in
determining eligibility. Eligible beneficiary information in MEDS is passed to MMIS for use in
claims processing and specia Medicaid programs.

1.3 Impetusfor Initiating a Replacement MMIS Program
SCDHHS needs to replace its MMIS and MEDS, principaly, for the following reasons:

e The State’sMMISisone of the oldest till in operation in the United States. The cost of
maintaining the system in an environment of rapid business change is prohibitive.
Discussions with the Centers for Medicare and Medicaid Services (CMS) indicate that
States making the initial transition from legacy systems to modern systems reap
significant savings in administrative costs associated with maintaining the system and
from business services relying heavily upon the MMIS.

e The State' sMEDS is also mainframe based and still relies on “green screen” user
interface technology. While it uses a more modern design approach, the modifications
required to meet future requirements are significant enough to warrant acquiring an
entirely new system.

e TheMITA initiative is driving states towards using a service oriented architecture (SOA)
to promote flexibility and reuse.

e Taking full advantage of changes in technology and improved business operations driven
by recent legislative changes (e.g., electronic health records) requires a system and
technology platform more easily able to perform needed processing and capitalize on
greater access to needed information.

e Reducing costs associated with fraud, waste, and abuse requires the ability to rapidly
adapt to changing strategies in order to prevent inappropriate payments up front rather
than using pay and chase.

1.4 Relationshipto MITA

The program is often referred to asthe “MITA Project” within SCDHHS because the program
goals are so heavily tied to the MITA goals. SCDHHS seesthis effort asa MITA pilot or proof
of concept. While many states appear to have made significant progressin using MITA to refine
their Medicaid operations, true adoption of the MITA principlesin building an MMIS does not
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yet appear to have taken hold at alarge scale. Success on this program can serve both as an
example and afoundation for other states MITA efforts.

While the defining document for MITA is the Medicaid Information Technology Architecture
(MITA) Framework 2.0, published in March 2006, this document appears to be weighted more
heavily towards describing an enterprise architecture than describing an enterprise architecture
framework. In initiating planning for the Program, the South CarolinaMITA Project team used
The Open Group Architecture Framework (TOGAF) to assist in adding more framework
elementsto MITA to support the program. The team refers to the result as the South Carolina
Medicaid Enterprise Architecture Framework (SCMEAF). As SCDHHS has no true enterprise
architecture history, this framework isbeing used principally by the MITA Project team. At this
time, the framework is both incomplete as well as relatively immature; however, it is robust
enough to provide a structure around which the team can document the agency’ s enterprise
architecture needs in away that can be translated into competent solicitation documents. The
team hopes that success on the Replacement MMIS Program will serve as an accelerant to
adoption of enterprise architecture principles throughout the agency.

1.5 Relationship of This Document to Other Documents

Just as this document expresses South Carolina s strategy at the program level, individua project
acquisition strategy documents will outline the State’ s approach to the individual business areas
within the program (a business area will typically be associated with a vendor contract). Each of
these documents will provide additional detail useful to the State in its planning aswell as
vendors and other interested parties. SCDHHS plans to rel ease these strategy documents for
comment prior to initiating development or implementation work on the various projects.

Additionally, SCDHHS plans to use an open requirements devel opment process whereby draft
requirements documents (and other related technical information) will be posted to permit
vendors, states, and other interested parties to provide feedback prior to finalization of these
documents. SCDHHS understands that vendors provide such feedback at their own expense, and
the agency will endeavor to carefully consider requests prior to making them. Given the (clearly
intended) propensity for states to use other states’ requirements documentsto “seed” their own
efforts, SCDHHS believes that vendor investment in the South Carolina reguirements process
will pay dividendsin the long run via more consistent and reusabl e requirements for other states.

1.6 Scope of the Program
At the current time, the program consists of:

Requirements and planning for the entire Medicaid enterprise except Program Integrity and
decision support/reporting functions associated with a data warehouse. SCDHHS recently
completed reprocurement of a Decision Support System/Surveillance Utilization Review
System (DSS/SURS) known as the Business Intelligence System (BIS). While anew MMIS
will drive the need for changesto the BIS or the need for anew DSS/SURS, it istoo early to
lock in the best strategy for this capability. SCOHHS will address the updated DSS/SURS
capability in a subsequent APD.
e Implementation for the scope contained in the previous bullet except the eligibility
portion of Member Management. When the Implementation Advance Planning
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Document (IAPD) for the program was submitted, CM S directed SCDHHS to remove
implementation of anew eligibility system from the IAPD so that certain administrative
issues could be resolved. SCDHHS believes that the igibility portion of Member
Management will be covered in a separate APD to be submitted later in 2010. This
should result in arelatively seamless transition for Member Management from the
planning activities conducted under the Replacement MMIS IAPD to the implementation
activities under the eligibility APD.

SCDHHS will manage changes to the healthcare landscape driven by Health Information
Technology (HIT) legislation and the Patient Protection and Affordable Care Act (PPACA) via
this program to the best extent practical; however, immediate implementation needs will
generaly be handled via separate APDs. Rapid changes in legidlation, rules, and market
capabilities will undoubted result in the inability to achieve all goals during the initial round of
Design, Development, and Installation (DDI); however, the flexibility the agency seeksin anew
MMIS should provide the ability to better adapt to these changes than is currently possible with
the legacy systems.

1.7 Key Definitions
The following definitions serve to clarify key terminology for the program:

Replacement MMIS Program —the collection of all of the projects and related efforts
described by this acquisition strategy document, as amended.

MITA Project —thisis a synonym for the Replacement MMIS Program. SCDHHS will refrain
from using this terminology in contractual documents but uses it frequently in casua
conversation and non-contractual documentation.

MITA Business Area —agroup of related business processesin the MITA Business Process
Model

South Carolina Business Area — a group of related business processes in the South Carolina
Medicaid Business Process Model (shown in Section 3.3). If no qualifier is used, the term
“business area’ means South Carolina Business Area.

Project —agroup of activities undertaken to address the scope of one or more South Carolina
Business Areas. Outsourced efforts on a single project will normally be accomplished viaa
single contract.

Enterprise Architecture — Enterprise architecture is a complete expression of the enterprise; a
master plan which “acts as a collaboration force” between aspects of business planning such as
goals, visions, strategies and governance principles; aspects of business operations such as
business terms, organization structures, processes and data; aspects of automation such as
information systems and databases; and the enabling technological infrastructure of the business
such as computers, operating systems and networks.*

! Enterprise Architecture Good Practices Guide, Jaap Schekkerman, 2009, p. 31
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1.8 Disclaimers

This acquisition strategy serves only as a planning document and is not an authoritative source
for procurement, budget, or APD information. The document and the information contained
herein is provided as is and without any warranty. Potential solicitations described in this
document may not be published, competitive procurement strategies may be changed, and the
State shall not compensate any party for any action taken as aresult of the publication of this
document or the information contained in it.

2 Program Goals
The Replacement MMIS Program has the following top-level goals:

e Cost

e Useinformation technology (IT) to improve the efficiency and effectiveness of
SCDHHS operations and enable opportunities to reduce the growth in the cost of
care provided to Medicaid beneficiaries.

¢ Reduce the occurrence of fraud, waste, and abuse in SCDHHS health benefit
plans by applying controls more to pre-payment than post-payment, and by
integrating information in away that highlights anomalies

e Quality of care

e Useaccesstoinformation and efficiencies driven by IT to allow SCDHHS to
focus more resources on measuring and improving the quality of care for
beneficiaries

e Position SCDHHS to make full use of the capabilities provided by e ectronic
health records (EHRS), the South Carolina Health Information Exchange
(SCHIEX), and hedlthcare quality data from providers.

e Enterprise architecture

e Align SCDHHS business operations, I T, the organization’ s structure, and vendor
outsourcing contracts to simplify the South Carolina Medicaid enterprise, and use
MITA to influence this alignment.

e Make substantial improvements in process maturity associated with MITA

e Reduce future costs for SCDHHS, the State of South Carolina, and other states by
designing for reuse and by minimizing redundancy of services

e Increase the use of business measurement within SCODHHS

e Technology

e Achievethe MITA technical goalsto the greatest extent practical (standards,
security, interoperability, adaptability, extensibility, etc.)

e Replacethe legacy MMIS with a modern service oriented architecture (SOA) -
based system.
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e Replacethe legacy MEDS with amodern SOA-based system that isfully
integrated with the functionality typically associated with an MMIS (i.e., asingle
seamless “ system”)

e Reduce or eliminate the need for standal one PC-based applications that currently
fill the gapsin MMIS capabilities

e Build the foundations of a multi-payer system to allow for flexibility and growth

e Provide aplatform on which other states can build future MMIS'.

e Provide an infrastructure to assist the State in implementing a future health
insurance exchange.

e Build asystem with along lifespan in order to minimize future capital
investments.

¢ Reduce the use of paper documents dramatically.

3 Contract Goals and Strategy

3.1 Contracting Goals
The State has the following goals for contracts and the procurement process for the program:

Attract high quality vendors by providing business opportunities that are fair to all
participants, offer reasonable opportunities to make a profit, and that deliver to the State
needed services and technologies at acceptable and competitive costs.

Encourage existing MMIS vendors and non-traditional MMIS vendors to submit bids to
program solicitations. To attract new vendors, the State must structure this program
differently than is typically done. The cost to enter the classic MMIS fiscal agent market
appears to be too high to attract new players.

Publish as much useful advance information to vendors as practical to permit them to
evaluate the business potential of aproject and to allow committed vendors to prepare
strategies on amore reasonabl e timeline than just the period from formal solicitation until
the proposal due date.

Create solicitations that offer flexibility where flexibility has value, but that do not
arbitrarily leave work scope, terms, and conditions open to definition and interpretation
post-award.

Use contract terms equal to the duration of DDI for that particular contract plus five years
of operations (some of which will likely be option years). The DDI portion of some
contracts could be long enough as to consume over half of the standard five-year
maximum on multi-term contracts. SCDHHS believes that the slightly longer contract
lengths will result in lower costs because vendors can amortize internal investments over
agreater number of years. This approach could result in overall contract terms of
between six and eight years (inclusive of options). Such durations will require approval
of State procurement officials or the State Budget and Control Board. Should such
approval not be obtained, or if the process of obtaining such approval would result in
inadvisable delays, the State will reduce the contract term to avoid the need for special
approvals. Follow on contracts will be competitively reprocured using five-year terms
(with some combination of base and option years). The State hopes to stagger the
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reprocurements in away that avoids the potential for large scale turnover of vendors over
ashort time span.

e Strongly discourage the vendor practice of “buying in” to the program caused when a
vendor intentionally reduces its bid price of DDI below that which can be practically
achieved and then attempts to make up the difference via change orders and business
operations services. Itisin al parties' best long term interests that contract pricing is
rational; related to the products and services being solicited; and supportable by bases of
estimates (covered in greater detail in Section 4.2).

3.2 General Contract Strategy

The State plans to use a multi-vendor approach to DDI and subsequent operations. While other
states have had concurrent DDI efforts for the MMIS replacement projects, SCDHHS is not
aware of any other state that has attempted a full multi-vendor DDI project before. This means
that the State must manage risks on this program very aggressively and reflect those mitigation
activitiesin its acquisition strategies and solicitations.

A key element of the multi-vendor strategy is alignment of the IT and business operations
services. The duties of building and maintaining a portion of the MMIS and the business
operations supported by that system segment generally will be on the same vendor contract (for
those services that are outsourced). This should strongly encourage self-policing software quality
because a vendor’ s efficiency and effectiveness (and thus profit margin) in performing business
operations will be directly influenced by the quality and capabilities of the software it creates and
continues to maintain.

In response to the Replacement Medicaid Management |nformation System RFI #1, published in
February 2010, vendors expressed both support and concern for this strategy. Those expressing
concern indicated that the best source for IT services may not be the best source for business
operations services. While SCDHHS recognizes this to be true on its face, it appears that the vast
majority of states use contracts requiring both IT and business operations services. Even South
Carolina, which does not use a classic Fiscal Agent approach to Medicaid operations, generally
uses vendors that supply both business operations services as well as IT systems supporting those
operations. The State believes that the objective of self-policing software quality isimportant to
the strategy. Interested vendors providing only I'T or business operations services will be
encouraged to partner with other vendors providing complimentary services in order to compete
for program contracts.

SCDHHS currently uses more than a dozen MM1S-related, outsourced contracts to provide
needed servicesto its Medicaid program. These contracts are typically aligned to individual
services that were needed at the time of their inception, and the contract structure has generally
remained the same over time. The result is that each mgjor SCDHHS business unit (headed by a
Deputy Director) is served by multiple vendors, even for individual MITA business processes.
For example, significant changes to the Adjudicate Claim/Encounter process could require
changes to five or more contracts (not even including the Managed Care Organization contracts)
and associated I T systems. Thisis clearly an unsustainable approach in an era of rapid changesin
healthcare insurance. It also places a huge burden on each Deputy Director and his/her associated
Bureau Chiefsto integrate the services of multiple, imperfectly aligned vendors. To solve this
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problem, SCDHHS must align its IT and business service contracts with its business structure,
and it must evaluate its current business structure for effectiveness and continued relevance
going forward.

3.3 Contract Structure and Business Alignment

As part of this business structure analysis, SCDHHS modified the MITA business process model
to improve alignment with the business. Additionally, vendor responses to RFI #1 indicated that
the MITA business process model used, asis, was not suitable for multi-vendor outsourcing. The
MITA business process model is an excellent abstraction of the Medicaid enterprise, but the
boundaries between the MITA business areas do not map directly to an application or technical
architecture. For example, accounting and finance related processes appear in multiple MITA
business areas, but it would clearly beillogical to divide the system’ s accounting functions
among two or three vendors or to build two or three separate accounting systems into the MMIS.

SCDHHS Director

Deputy Director,
Eligibility and Beneficiary
Services

Deputy Director,
General Counsel

Deputy Director,
Finance & Administration

Deputy Director,
Medical Services

] ] ]
Office of General Bureau of Eligibility] Office of Human Bureau of Health
- Counsel Administration - Resources - Services
Bureau of Federal Bureau of Eligibility] Bureau of Fiscal Bureau of Care
= Contracts Processing - Affairs Management and
| Medical Support
Services
Bureau of Bureau of
Compliance and | || Administrative
L Performance Services Bureau of Long
Review Term Care and
I—| Behavioral Health
Services
Bureau of
Reimbursement
| Methodology and
Policy Bureau of
|_|[Medicaid Systems
Management
Bureau of
Information
o Technology
Services
Figure 3-1. SCDHHS Organization Chart
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Figure 3-1 shows the organization chart of SCDHHS and Figure 3-2 shows the South Carolina
Medicaid Business Process Model asit currently stands. This model is subject to change as the
State refines its understanding of the enterprise requirements and suitable solutions. While the
general alignment between the organization structure and the new business process model should
be reasonably evident, the business area descriptions in the following subsections will identify
the intended connections.

SC Medicaid
Business Process
Model

Executive
Functions

; Healthcare
Program Integrit PIEMIELED Services Member
: = Management

Management Management

Contractor and
Common Services Business
Management Relationship
Management

Accounting &
Financial
Management

Decision Support (a supporting foundation rather than a business area)

Figure 3-2. SC Medicaid Business Process Model

The subsections below discuss each business area and the State' s strategy for satisfying the
business needs associated with that business area.

3.3.1 Executive Functions

There are certain processes that, while belonging to the Program Management MITA business
area, aretypically performed by, or on behalf of, executive management. While these processes
will likely use tools that are part of the enterprise solution, they are not logically tied to any one
business area. Figure 3-3 indicates those business processes.
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Executive
Functions

Program Program Quality
Administration Management

Develop and
DeV.EIOP Agency Manage Reporting
Objectives and VEASITES &
s Reporting
Develop and Monitor
Maintain Program Performance and
Policy Business Activity

Maintain State Plan

Figure 3-3. Executive Functions

3.3.2 Member Management

The Member Management process model is an enhanced version of its MITA equivalent.
SCDHHS added the MITA sub-areas of “ Capitation and Premium Payment” and “Member
Payment Management” because they are member-centric business processes. While they may
involve the transfer of funds between the State and other entities, the actual payment is not the
principa activity in these processes. The business functions in the Member Management
business area are most typically led SCDHHS personnel working under the Deputy Director for
Eligibility and Beneficiary Services.

Figure 3-4 shows the updated business process model for Member Management.
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Figure 3-4. Member Management Business Process Model

At thistime, the State intends to contract with Clemson University for development of the
Member Management it capability. In thisrole, Clemson University will act asa“vendor.” This
assignment has been chosen for the following reasons:

As developer and maintainer for both the legacy MEDS and MMIS, Clemsonisin a
unique position of having detailed knowledge of both segments of functionality for
Member Management (eligibility and the traditional “recipient” subsystem).

By not needing a competitive procurement for Member Management, and by making this
functionality the first major business capability delivered, SCDHHS can mitigate risks
associated with the inevitable “ discovery” process on a challenging project of this nature.
SCDHHS can engage Clemson to help flesh out system-wide architectural issues evenin
advance of contracting with any other vendors.

Decommissioning al/parts of two legacy systems nearly simultaneously will be a
challenging process, particularly the first time it is done. Minimizing the number of
partiesinvolved will reduce risk.

Currently, most business operations processes for Member Management are done by
State personnel, including SCDHHS employees at county offices and eligibility workers
at major inpatient providers. Keeping Member Management “within the State” continues
the concept of aligning IT and business operations services with asingle entity.

In the future, the State will likely insource managed care enrollment as part of the standard
eligibility determination and enrollment processes. This function is currently outsourced.

As mentioned in Section 1.6, SCDHHS has Federal funding approval only for planning activities
on Member Management. The agency must address implementation issues via a separate,
concurrently-executed APD.
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3.3.3 Provider Management

The Provider Management business area contains the same business processes as the origina
MITA business area. Figure 3-5 repeats this business process model from the MITA Framework.
The business functions in the Provider Management business area are most typicaly led
SCDHHS personnel working under the Deputy Director for Medical Services.

Provider
Management

Provider
Information Provider Support
Management

Provider
Enromment

Manage Provider Manage Provider
Infornation Communication

Manage Provider
Grievance and
Appeal

Perform Provider
Qutreach

Enroll Provider

Inquire Provider

Disenroll Provider a
Information

Figure 3-5. Provider Management Business Process Model

The State intends to competitively procure Provider Management services. The scope of the
contract is planned to include devel oping the needed software and performing business services
associated with Provider Management, such as provider enrollment and outreach. At the time the
Provider Management capability is implemented, incentive payments associated with the
meaningful use of electronic health records (EHRs) will still be ongoing. Depending on the
State’ s implementation of its management of meaningful use payments and collection of required
healthcare quality data, the Provider Management Services vendor may also provide services
related to this activity.

At thistime, the State's provider enrollment process is largely manual and paper-based.
SCDHHS has the goal of early implementation of an online provider enrollment capability as
soon as practical after contract award. This capability may be enhanced as other portions of this
business area are implemented.
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3.3.4 Healthcare Services Management

The Healthcare Services Management business area was created as aresult of realigning the
Operations Management, Program Management, and Care Management MITA business areas.
As mentioned previously, SCDHHS created this business area, along with the Accounting &
Financial Management business area, in order to align the MITA business process model more
closely with the agency’ s organization and responsibility assignments, as well as to partition the
IT requirementsin arealistically implementabl e fashion.

Figure 3-6 shows the business process model associated with Healthcare Services Management.
The business functions in the Healthcare Services Management business area are most typically
led SCDHHS personnel working under the Deputy Director for Medical Services.

Healthcare
Services
Management

Service Claims/Encounter Benefit Program Program
Authorization Adjudication Administration Administration Cae el Information
Authprize Edit Claim/ Designate Develop and Manage Medicaid Manage Program
Treatment Plan e Approved Service/ Maintain _Program Population Health Information
Drug Formulary Policy
3 B Maintain Benefit/
: Price Claim/ Manage Rate L )
Authorize Referral I P — Setting Maintain State Plan Establish Case Referen_ce
Information
. . Develop and
Authorize Service Pl Clltiy Maintain Benefit Manage Case
Encounter
Package
Apply Attachment Manage Registry
Apply Mass

Adjustment

Prepare EOB

Figure 3-6. Healthcare Services Management Business Process Model

The State intends to competitively procure a Healthcare Services Management solution. The
scope of the contract is planned to include devel oping the needed software and performing
business services associated with Healthcare Services Management. Because of the State’s
history with outsourcing services associated with this business area, Healthcare Services
Management is likely to be the contract most intricately woven with SCDHHS internal
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processes. SCDHHS will determined the details concerning which processes will be insourced
and which will be outsourced at alater date, but in general those activities that are insourced
today will remain insourced in the future, and those outsourced today will remain outsourced in
the future. Potential exceptions include:

Outsource some clinical support and coding positions due to systemic hiring challenges.
Outsource fee schedule updates and improve automation to reduce manual entry errors.
Outsource the most of the remainder of prior authorizations not aready outsourced.
Insource the conduct of provider training.

While there are a number of potential early implementation opportunities in Healthcare Services
Management, this business area tends to have significant dependencies on services provided in
other business areas; therefore, many services will have to wait until final MMIS implementation
in order to function properly.

3.3.5 Accounting & Financial Management

Aswith Healthcare Services Management, the Accounting & Financial Management business
areawas created from arealignment of multiple MITA business areas. Figure 3-7 shows the
Accounting & Financial business process model. The business functions in the Accounting &
Financial Management business area are most typically led SCDHHS personnel working under
the Deputy Director for Finance and Administration.

Accounting &
Financial
Management

Payment

Program

Payment and
Reporting

Information Cost Recorveries
Management

Budget Information

(Financial)

Prepare Remittance Generate

Manage FFP for A A
l\gIMIS Manage 1099s Advice/Encounter Mana;ge IPESSI WEWEED Financial and
Report Information Recoupment Program Analysis
’ Report
Formulate Budget Perform Ac_countlng Prepare HCBS Inquire Payment Manage Estate
Function Payment Status Recovery
Manage State Prepare Provider Manage TPL
Funder EFT/Check Recovery
Manage FMAP Prepare Premium Manage Settlement

EFT/Check

Prepare COB
Figure 3-7 Accounting & Financial Management Business Process Model
18
DRAFT — Last saved 8/11/2010 5:36:00 PM

¢, South Carolina Department of
) Health & Human Services



)

DRAFT

Most accounting and financial functions accomplished today are insourced with the exception of
cost recoveries (e.g., third party liability). The State is migrating to an SAP-based enterprise
resource planning solution known as the South Carolina Enterprise Information System (SCEIS).
SCDHHS uses this system for accounting & finance; however, numerous functions required to
perform Medicaid fiduciary duties are not present in theinitial implementation of SCEIS, so
portions of legacy systems are still being used. As part of the program, additional SAP
capabilities must be implemented and others modified to meet SCDHHS needs. At thistime,
SCDHHS does not know which additional existing functions will be migrated to SCEIS, and
which will continue to require external support.

The State plans to competitively procure cost recovery services. The scope of the contract is
planned to include devel oping the needed software and performing business services associated
with cost recoveries. Additionally, if non-SAP accounting and finance functionality is needed,
this functionality will likely be part of the scope of this contract.

3.3.6  Common Services Management

Common Services Management is the most unique business areain the South CarolinaMedicaid
business process model. It does not have adirect analog in the MITA business process model.
The purpose of this business area is to provide common technical and business operations
services used by the enterprise with respect to MMIS.

Common Services Management consists of:

e Technologies that support the fulfillment of requirements spanning multiple business
areas

e Consulting services to develop, configure, implement, and integrate those technol ogies

e Technical operations services that manage the common technologies

e Business operations services that provide common “utility” business capabilities

The State has consciously chosen not to designate the vendor performing Common Services
Management as the “integrator” even though many duties will involve integration-oriented
functions. The reason the State is choosing to do this is because without the privity of contract
offered by a prime vendor/subcontractor relationship, it is difficult to assign performance-based
dutiesto an integrator. While the Department of Defense regularly uses integrators lacking a
typical contractual relationship with other participating vendors, the interface boundaries are
often more clearly defined and functionality unambiguously allocated (e.g., integrating an
infrared camerawith an aircraft). In the MMIS domain, the State feels that only it has the
ultimate authority required to make and enforce decisions. As such, the Common Services
Management vendor will provide integration type services, but the State will retain most
decision-making authority. While this adds an element of risk, it simultaneously removes a
substantial impediment that could result in an untenable contract.

The specific technical and business operations services provided by the Common Services
Management vendor has not yet been finalized, but examples may include (thislist is not all-
inclusive):
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e Install, configure, and operate common commercia off the shelf (COTS) products such
as an enterprise service bus (ESB), business process management system (BPMS),
business rules management system (BRMS), enterprise document management system
(EDMYS), call center technology, data management tools, etc.

Provide technical and management consultation during development and operations.
Operate the Medicaid portal

Support system testing

Operate the call center (although many calls would generally be routed to another vendor
or to the State)

The State plans to competitively procure a Common Services Management solution. Thiswill be
the first vendor chosen competitively, and is on the project’s critical path. This procurement is
further challenged by the need to select avendor prior to completing all requirements analysis.
Because there is a strong possibility that the vendor chosen for this business area will experience
significant risk associated with unexpected tasks and problems, the State would like to use some
form of incentive contract. At the Federal level, incentive contracts of this type typically take the
form of cost plus award fee (CPAF) and cost plus incentive fee (CPIF) contracts®. While the
South Carolina Procurement Code allows such contracts, there is no existing infrastructure or
accounting rules to support such a choice, and the State believes that its ability to hire an
individua trained in the financial management of such contractsis limited. Additionally, the use
of cost-reimbursable contracts places certain demands on vendor accounting systems that may
[imit competition.

The State isinvestigating an aternative method of exercising an incentive contract that may
reduce the administrative burdens while still achieving most of its goals. Such an adternative
might have the following structure:

e The vendor would be compensated for billable labor hours at and the purchase of
materials specifically intended to be transferred to the State (e.g, software licenses where
the State was the end license holder). Labor rates would be fully burdened

e The State would retain a percentage of each invoice as part of an evaluation pool

e Every six months, the State would eval uate the vendor on pre-determined, subjective
criteriaand assign a percentage of the evaluation pool to be paid to the vendor. The
remainder of the pool would be forfeited

¢ |f the vendor overran the target cost of the contract, then a percentage of future invoices
would be also forfeited

The resulting contract would be similar to a cost plus award fee/incentive fee (CPAF/IF) from
the Federal Acquisition Regulations, but would not require the same administrative accounting
burdens.

The SCDHHS plans to seek input on this approach from the Information Technology
Management Office (ITMO), CMS, and vendors prior to pursing this strategy.

2 Federal Acquisition Regulations, Part 16
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3.3.7 Program Integrity

The Program Integrity business process model remains the same asin the MITA Framework, and
is shown in Figure 3-8. The business functions in the Program Integrity business area are most
typically led SCDHHS personnel working under the Deputy Director, General Counsel.

Provider

Management

Identify Candidate

Case Manage Case

Figure 3-8. Program Integrity Business Process Model

Within the MMIS community, program integrity functionality is usually bundled as part of a
DSS/SURS. Since the system for both functions is driven by data warehousing technology, it
makes the most sense to package the two functions together. The State intends to continue this
model, and plans to competitively procure either anew DSS/SURS or an upgrade to the existing
DSS/SURS. Although consolidation of data sources is generally beneficial, this approach does
not preclude the use of specialized analytical toolsfor other purposes within the enterprise.

Asdiscussed in Section 1.6, the entire DSS/SURS project is not currently part of the scope of the
program.

3.3.8 Contractor and Business Relationship Management

Because of the similarity between Contract Management and Business Rel ationship
Management, the State is bundling these MITA business areas together. Otherwise, as shown in
Figure 3-9, they remain unchanged from the MITA Framework. The business functionsin the
Contractor Management and Business Rel ationship Management business area are currently
spread across more than one Deputy Director’ s business unit.
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Figure 3-9. Contractor and Business Relationship Management Business Process Model

At thistime, the State plans to procure software development for these services as part of the
Common Services Management procurement if requirements analysis indicates a strong enough
need to incorporate these capabilities in to the Replacement MMIS. Some minor business
operations support may also be procured, but the majority of this effort will remain insourced.
Note that some of the business processes in Contractor Management are supported by SCEIS.
Additionally, the State believes that many of the needed capabilities for this business area could
be satisfied with commercial off-the-shelf software.

3.3.9 System Hosting

The State plans to host all, or the majority, of the Replacement MMIS at Clemson viaa sole
source contract. Additional details concerning this activity are contained in later sections of this
document.
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3.3.10 Existing Contract to Future Contract Mapping
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Figure 3-10. Application/Contract Migration

Figure 3-10 shows a conceptual migration from existing contracts and internal applications to
future business areas/contracts. Table 3-1 provides additional details concerning this migration.
Each of the existing contracts has its own period of performance, and part of the migration is
transitioning I T and business operations in a coherent manner that minimizes disruption. For
each new business area/contract, the date on which the vendor takes over operations of one or
more existing contracts will, in part, drive an incremental implementation approach for the
program. SCDHHS is still working the timing details of transition for each of the existing
contracts and internal applications.
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. Base . .
Effective Option Year Base | Option
S Vieetr Date Yegr =i End Date Year(s) | Year(s)
ate
MMIS Clemson University 7/1/10 6/30/11 6/30/15 1 4
MEDS Clemson University 7/1/10 6/30/11 6/30/15 1 4
Medicaid Insurance
Verification System ACS 6/27/06 6/28/08 6/30/11 2 3
(MIVS)
Interactive Voice .
Response System First Data Government 112107 1/1/10 1112 3 2
Solutions
(IVRS)
Managed Care Maximus 4107 | 313110 3/31/12 3 2
Enrollment Counselor
As needed
Quality Improvement | Alliant (via emergency until
Organization (QIO) contract) 8/1/10 2111 reprocurement N/A N/A
completed
Care Call First DataGovernment | g/50/07 | g/23/10 8/23/12 3 2
Solutions
Plastic Cards Blue CrossBlue Shield | 4108 | 193110 | 12/31/13 3 2
of South Carolina
Pharmacy Benefits
Management (PBM) Magellan 3/19/09 3/18/12 3/18/14 3 2
Dental Administrative
Services Organization | DentaQuest 6/8/09 6/7/12 6/7/14 3 2
(ASO)
Business I ntelligence
System (BIS) (e.g.,
DSS/SURSMedicaid | 1o Reuters 72010 | 71911 7/119/15 1 4
Administrative
Reporting System
(MARS))
Medicaid Operations | BIU CrossBlueShield | gn01 | gro5/11 6125/15 1 4

of South Carolina

Table 3-1. Existing Contract Information

Some of the contract completion dates are soon enough that the services may be competitively
reprocured one additional time prior to transition to the MITA Project.

Information on the internal PC-based applications can be found in the Self-Assessment Report for
the Medicaid Information Technology Architecture.
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3.3.11 Independent Verification & Validation (IV&V)

Asisthe norm, CM S has mandated the use of an V&V vendor to provide feedback on project
execution. The State plans to competitively procure these services early in the program. At this
point, the State has not determined whether it will use a continuous onsite monitoring approach
or aperiodic review approach. In either case, the IV&V vendor’s duties will generally be limited
to oversight with hands-on testing being used only where necessary to verify other results. More
details concerning the goals for this effort are discussed in Section 8.

To avoid an unacceptable conflict of interest or appearance thereof, the IV&V vendor will not be
allowed to bid on any other contract on the program (including, but not limited to, the Test
Management Services contract described below) or be a subcontractor to the prime vendor on
any of these contracts.

3.3.12 Test Management Services

The State is considering competitively procuring the services of atest management services
vendor. This vendor would augment the State’ s test team and provide both consulting services
concerning testing and quality assurance as well as providing hands-on planning, executing, and
reporting on testing activities. Due to the dynamic nature of these services, the Stateis likely to
use atime and materials contract, or other similar approach, for these services.

To avoid an unacceptabl e conflict of interest or appearance thereof, the Test Management
Services vendor will not be allowed to bid on any other contract on the program (including, but
not limited to, the IV&V contract described above) or be a subcontractor to the prime vendor on
any of these contracts.

The State will likely publish an RFI on this topic as part of its detailed planning and market
research activities.

3.3.13 Tool Support

The State will likely need numerous I T tools to support efficient and effective management of
the program. Depending on the cost of such tools (from free, open source to high cost), the State
will procure those tools in accordance with the South Carolina Procurement Code.

Examples of tools that may be acquired are:

Requirements management tool

Data management tools

BPM S for business process devel opment during planning activities
Web conferencing and teleconferencing tools

Project financial management tool

IT research reports and consultation

3.3.14 Real Estate Lease

To obtain needed office space for the project, SCDHHS will lease space in the Dennis Building,
near the South Carolina State House. By using this space, the program is occupying otherwise
vacant space, and has obtained a lease rate bel ow that of nearby commercial space. The General
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Services Division (GSD) of the Budget and Control Board is renovating the space on behalf of
SCDHHS in advance of the team moving in. GSD should complete renovations by early fall
2010. In the event that SCDHHS needs additional space for the program or other related projects,
thereis an opportunity to secure space in the nearby Brown Building.

The magjority of the office space will used for cubicles. SCDHHS is obtaining these cubicles
from the South Carolina Prison Industries. The agency will procure other related furniture using
existing term contracts.

3.3.15 Restrictions on Multiple Contract Awards

To assist in achieving a vendor agnostic solution, the State is likely to place some limits on
awarding multiple contracts to asingle vendor (or major subcontractor). The State understands
that this decision may have a strong impact on vendor participation, but to achieve the program
goals, it seems prudent not to concentrate too large a portion of the system with one vendor. The
specific restrictions have not yet been determined; however, one restriction likely to be present is
that the Common Services Management vendor will not be permitted to be the prime vendor nor
amajor subcontractor on any other project.

At thistime, the State does not expect to enforce these restrictions on product procurements (e.g.,
COTS software tools).

4 Financial Strategy

4.1 Program Funding

Viathe South Carolina Replacement MMI S Implementation Advance Planning Document, the
State requested Federal Financia Participation (FFP) for this program. Table 4-1 shows the top-
level breakout of funds requested for the project and percentage breakout between the State and
Federal shares.

Budget Redacted for Procurement Reasons

Table 4-1. Program Funding
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4.2 Use of Bases of Estimatesin Conjunction with Procurement Activities

A basis of estimate (BOE) is a quantitative description of how costs and prices were estimated
for work to be performed and materials to be acquired. While estimates may need varying levels
of detail based on the work or material, the level of risk associated with the effort, and method of
estimation, akey aspect of completeness is whether or not a reasonably informed person could
draw a similar conclusion as the estimator (vendor). Thisis particularly important for work
breakdown structure (WBS) elements whose cost is not intuitive or is not generally known to the
marketplace. The cost of software development virtually always falls into the non-intuitive
category, and solid BOEs are needed to justify costs and prices of such development.

The State plans to require vendors to submit BOESs for all competitive and sole source
procurements, other than procurements for commodity products. The State believesthat a
vendor’ s ability to estimate costs correlates strongly with that vendor’ s ability to successfully
perform the intended services. Poor BOESs may indicate high project risk.

Essential e ements of BOEs include:
Generdl:

e Assumptions having a significant impact on the estimate

e Method(s) of estimation

e Pertinent actual data and the source(s) of data used (e.g., previous projects, parametric
models used, etc.)

e Adjustments made to account for risk (particularly the risk assumed by the vendor on
efforts with fixed prices)
¢ Results of the estimate

Software-related BOESs must address at |east:

e Software/configuration sizing in terms of new, modified, reused, and deleted
software/configuration

e Other pertinent measurements of the scope of work (e.g., effort associated with the
creation of training materials)

e Productivity estimates and how they drive labor estimates

e Derivation of labor quantities and costs

e Derivation of material/non-labor costs (including licensing costs)

Operations-related BOEs must address at | east:

e Derivation of labor quantities
e Derivation of labor productivities
e Derivation of material/non-labor costs

4.3 Return on I nvestment Goals

Replacing and MMIS and eligibility system is an expensive process. Additionally, while
computing areturn on investment for MMIS administrative costs is reasonably easy, computing
areturn on investment associated with reducing the cost of care and improving outcomesis
substantially more difficult. It may be impossible to measure accurately.
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The State would like to achieve a positive administrative return on investment within five years
of operating the entire system. It assumes that the majority of the administrative savings will be
accrued vialower cost vendor contracts driven by increases in productivity offered by the use of
improved IT and consolidation of duplicative services.

5 Schedule Strategy

The State is approaching this program as fundamentally incremental in nature. This incremental
approach applies to the timing and spacing of the individua projects as well as incremental
deliveries within each project. This approach avoids the “big bang” implementation approach
and should allow some elements of iteration to be applied to the program without the cost and
schedule uncertainty associated with atrue iterative approach. Additionally, by providing
increments of functionality on a periodic basis throughout DDI, the State will be able to improve
its enterprise capability without having to wait until the end of a particular project or the entire
program. Because of the stagger between elements of the program, different contracts could bein
different phases of their life-cycle simultaneously (planning, DDI, operations).

5.1 Schedule Assumptions and Constraints
The following assumptions and constraints drive the program schedule:

e The Common Services Management business areais on the critical path. No other
business functionality can practically be delivered, nor can serious development occur
without identifying the technical services and related standards associated with Common
Services Management.

e Member Management must be complete in time to support the State’ s approach to a
health insurance exchange. At this early date, the State has not identified its strategy for
this exchange; however, in the meantime, SCDHHS will proceed assuming that the new
Member Management services must be operational in advance of the January 2014
deadline for the health insurance exchange.

e Healthcare Services Management must complete at or near the end of DDI. Functions
such as claims processing have system-wide dependencies that must be in place prior to
completion of Healthcare Services Management.

e Accounting & Financial Management cannot be completed until at or near the end of
DDl for reasons similar to those for Healthcare Services Management. The principal
difference with Accounting & Financial Management is that portions of this process can
and must be complete prior to the end of DDI. As such, the State is planning to break this
business areainto two phases: functionality that can be completed and used early in the
program and functionality that cannot be completed until later in the program.

e The MITA/Replacement MMIS program will not complete soon enough in order to
obviate the need to modify the legacy systems for ASC X12 5010 or ICD-10. The State’s
approach for those mandates is likely to involve a minimum implementation on the
legacy systems followed by afull implementation on the new system.

e Spacing between the projects must be sufficient to allow for any development that drives
inter-project dependencies, documentation needed for follow-on projects/vendors, and
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procurement timelines. Thisis, by far, the largest schedule challenge for the program, and
it drives minimum timeline by which the program can be compl eted.

e Contract awards between projects with strong predecessor-successor relationships
generaly must be planned at least six months apart, with a minimum of nine
months preferable. Thiswill allow for the predecessor project to publishinitial
project information (technology choices, project schedule, etc.) in timeto be
available for vendors submitting proposals on successor projects.

e The exception to the above ruleis that Member Management may begin early
architecture and design activities in order to help identify needs for the Common
Services business area and to perform early identification of utility services that
arelikely to be useful to all vendors.

e The State believesthat it isimportant to provide bidders with sufficient
information and sufficient time to prepare proposals; however, the State expects
potential bidders to take advantage the information that the State plans to provide
in advance. Vendors waiting to “get smart” until after publication of a Request for
Proposals (RFP) will likely find themsel ves with insufficient time to properly
prepare their proposals. The State will be very unlikely to extend published
proposal due dates unless a substantial error is discovered in the solicitation
documents or procurement library that affects proposal preparation.

The project should try to release useful functionality at least every six months during
DD, preferably starting no later than January 2012.

The planned release cycle during the operations phase is likely to be every three months.
Note that this does not include changes in business rules or minor changes to workflows
or user interface. In order to be responsive to typica user needs, these elements must be
easily modifiable over very short time periods.

Initial project durations are low-fidelity, top-down estimates. The State will refine these
schedules based on its own analysis and vendor feedback. Final schedules for each
project will be driven by vendor proposals as much asis practical. History has shown that
states attempting to define too many corners of the “ project management triangle” on
MMIS projects usually succeed on none of the corners.

Program Integrity (along with all of DSS/SURS) is not currently part of this program;
however, final system certification will require having a compatible data warehouse and
associated tools and reports.

5.2 Top-Level Program Schedule

Figure 5-1 shows the top-level program DDI schedule. At this time, the schedule has alow
precision and accuracy. The MITA Project team will publish more detailed schedules as they are
developed and validated. Note that planning, solicitation, and evaluation timelines are not
included on this graphic.
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Figure 5-1. Top-Level Program DDI Schedule

Thetriangles shown in Figure 5-1 are merely placeholders indicating that the State would like to
implement some functionality early in each business area. The State will identify candidates for
early implementation as part of the requirements devel opment process and agency management
discussions. As stated previoudly, this schedul e depiction contains elements that are not currently
part of the program.

5.3 Procurement Timelines

As mentioned in Section 5.1, the procurement timelines are the largest schedule challenge on the
program. The major schedule drivers for procurement are:

Creation of the RFP. By using the requirements process to generate RFP-ready
documentation, the remai ning documentation effort is focused on scope determination;
term and conditions; and procurement process information. If an existing acquisition
strategy document isin place, the RFP drafting time can be reduced significantly.

RFP approval time. CM S approvals are required to be completed within 60 days. While
CMS strives to beat thistimeline, the increased volume of reviews and approvals driven
by changes in healthcare legidlation are likely to impact CM S throughput for the
foreseeable future. The MITA Project team believes that by working closely with State
procurement officials, that State approval time can be contained within the CM S approval
cycle.

Proposal preparation time. Depending on the complexity of the procurement, this can
range from one to three months.

Proposal evaluation time. Depending on the complexity of the procurement, this can
range from one to many months.

Award recommendation approval time. As with RFP approval, both State and CMS
officials will need to approve our contracts. This can take a similar amount of time as
RFP approval.
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e Protest waiting period.

The result of these processes is that the time from beginning of the RFP creation process until

contract award can range from 5-14 months or 3-10 months from RFP publication to contract

award (worst case scenarios could aways exceed thistime). The MITA Project team believes
that if a subsequent procurement depends on itsimmediate predecessor, it is best to plan for at
least nine months between contract awards for the two procurements.

6 Management Goals and Strategy

6.1 Management Goals
The primary management goals for the program are:

e Achieve program success by the proper application of the management functions of
planning, organizing, staffing, leading, and controlling.

e Ensure the transparency of management actions and program/project results so that all
parties remain properly informed.

6.2 Project Management Strategy

6.2.1 Integration

The purpose of integration is to ensure a unified coherent approach to management and technical
functions and across projects and contracts and to ensure that various technical solutions work
properly together to achieve the intended program results. As stated in Section 3.3.6, the State
will retain the formal duties of integration with assistance from the Common Services
Management vendor and other vendors. Because of the breadth of technology across the system,
he State is likely to assume greater duties in project management integration activities than in
technical integration activities.

Proper application of SOA principlesto design and build an integrated system requires al parties
to work together towards a common goal and to share information freely. To help ensure that
vendors are able to cooperate with legal protectionsin place, the State will require all vendors to
execute Associate Contractor Agreements (ACAS) with the other participating vendors. The
purpose of an ACA isto provide aformal agreement between the parties to cooperate and share
information while providing for the protection of proprietary information. Other terms and
conditions may aso be added, as the parties agree. The State is not a party to such agreements,
but as athird party beneficiary, it has a strong interest in ensuring that these agreements arein
place. To assist vendorsin establishing ACAS, the State may consider creating aframework as a
starting point for vendors.

The State will make reasonable efforts to avoid placing an unreasonable burden to perform
unexpected duties on vendors; however, given the nature of DDI on this program, vendors must
recognize that the scope of work for each contract must include responding to challenges
common to this type of program. The State cannot practically respond to requests for equitable
adjustment from vendors every time another vendor’ s services do not work perfectly the first
time.
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6.2.2 Vendor Location During DDI

All else equal, co-located teams are often more productive than geographically-separated teams.
The State understands, however, that vendors often have devel opment or operations groups
whose services are not easy to relocate without alossin skill sets or experience. In response to
RFI #1, vendors suggested a range of opinions from mandatory co-location of as many personnel
as possible to aminimal, commute-oriented vendor presence.

The following principles will serve as a guide to vendor location during DDI:

e True co-location requires physical presence in the same building or building complex.
Dueto redl estate investment costs, the incremental nature of the program, and
uncertainty about the size of the complete State-vendor team at any given time, the State
has determined that large scale co-location during DDI is not practical.

e Small scale co-location of specific personnel, either at a State office or at avendor’s
office, isrealistic, and will likely be useful. The most useful personnel to co-locate are
those needing high interaction, such as for integration purposes.

e Vendor location in the Columbia, SC area (or Clemson, SC area, as applicable) is highly
desirable.

e Vendors should locate an element of senior project/account management in the
Columbia area at all times. The State prefers consistency of management
personnel rather than rotating managers frequently.

e Vendors should locate an element of senior technical management in the
Columbia area at all times. Like with project/account management, the State
prefers personnel consistency.

e Vendors must perform activities requiring significant interaction with the State in
the Columbia area.

e Personnel involved heavily in system level testing and regression testing should
be located in the Columbia area. With a multi-vendor approach, test driven
devel opment becomes almost mandatory, and stationing vendor personnel in the
same area should dramatically increase the speed with which problems can be
identified and resolved.

e During asource selection, the State will likely show preference to a vendor that
commits to locating a greater percentage of its team in the Columbia area
assuming that the vendor is responsive and responsible to the solicitation.

e Each RFP may have adifferent set of requirements for duties to be mandatorily
performed in the Columbia area.

6.2.3 Planning, Processes, Reporting, and Metrics

This program will be challenging to manage in a coherent fashion due to its complexity and the
number of participating organizations. While the State prefers to give vendors substantial
flexibility in the way they operate and report achievements, allowing each vendor to use different
processes and reporting formats would substantially complicate integration efforts. As such,
certain aspects of project management will likely have afair amount of standardization.

Areas likely to require standardization include:
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e Project planning methodology and tools. The State plans to host an instance of Microsoft
Project Server to manage the Integrated Master Schedule (IMS). While vendors will be
allowed to use the project management tool of their choice for internal purposes, the
official IMS must be managed using asingle tool.

Risk/issue/opportunity management.

Release management.

Financial reporting.

Earned value management reporting (as applicable per contract)

Deliverable review processes (discussed further in Section 8.1)

Periodic project reporting processes and formats

Periodic project management reviews

Rate of change/maturity metrics

Areas likely to remain unique per contract include:

e Financia reporting for unique price-based, unit-based, cost-based charges, etc.
e Other project unique processes and metrics

6.3 Operations Management Strategy

6.3.1 Integration

Aswith DDI, the State will serve as the primary integrator of business operations. For specific
areas, such as call center operations, the State is likely to contract greater integration duties with
the Common Services Management vendor.

The State plans to host the majority of the MMIS at Clemson University. Exceptions may
include the use of commercially-available or commodity services.

6.3.2 Vendor Location During Operations

To agreater extent than DDI, the State prefers that vendor business operations services be
performed locally. While there are clearly certain commoditized services that can be performed
more cost-effectively from a centralized location, the use of employees who are easily available
to meet with the State and providers, and who are culturally sensitive to the needs of the citizens
of South Carolinaisimportant in the success of the Medicaid enterprise.

The State may evaluate the possibility of co-locating the majority of State and vendor MMIS
operations personnel in asingle facility during operations. lowa has implemented this approach
successfully, and discussions with lowa representatives indicate that they believe that co-location
has had a significant influence on the success of their multi-vendor operations model. If the State
does not choose to co-locate to a single facility, strong Columbia (or Clemson, as applicable)
presence by vendorsis likely to improve coordination of business functions.

Software maintenance and upgrades during operations will likely be managed similarly to
software development during DDI.

For those situations where significant vendor personnel are not located in the Columbia area, the
same general principles for co-location from DDI apply to operations, as well.
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6.3.3 Planning, Processes, Reporting, and Metrics

Managing Medicaid operationsis likely to require a greater diversity of approaches than during
DDI. While general project planning will likely remain largely the same as during DD,
measuring and reporting on key performance indicators and service level agreements will likely
differ from contract to contract. Additional details on this area are deferred to the project
acquisition strategy documents.

6.4 Change Management and Governance

Responses to RFI#1 indicated that governance would be one of the greatest challenges for the
project. The MITA Project team concurs with that assessment.

6.4.1 What Falls Under Governance

The following list contains examples of documents and artifacts that would come under control
of the governance process:

e Project-oriented documents. This would include project management, technical,
contractual, and other similar documents that define the project. Once baselined, future
changes will be controlled.

e Enterprise-oriented documents. These would include organizational structure, business

processes, business data model ymetadata, organizational change management, etc.

Requirements, architecture, and program-level design documents

Configurable items such as business rules and workflows

Interfaces

Source code and other detailed implementation artifacts. Note that during development

and maintenance activities, management of theseitems would largely fall under a

vendor’ s configuration management processes. Once delivered, changes would fall under

the program rel ease management and other governance processes.

e Security procedures (system, physical, etc.)

6.4.2 Roles

With exception of the configuration management processes executed by each vendor, the State
owns the governance processes for the entire program. While vendors will support these
processes to a great degree, the State will retain decision-making authority.

Detailed, broad spectrum, enterprise level governanceis new to SCDHHS, and it islikely to
grow in importance and influence as the program progresses. The State' s governance process
will be structured around athree-tier organization. At the strategic level, the Steering Committee
will be made up of the senior executives of SCDHHS and the Clemson University Chief
Information Officer (CIO). At the operational level, the Business Owners Group will be made up
of the SCDHHS Bureau Chiefs and the Executive Director of Computing, Systems, and
Operation from Clemson. This organization will be supported by the Technical Advisory Group
that providesinput on the information architecture and technical architecture during the
operations phase of the program. Additionally, the Change Control Board for the legacy systems
currently is a superset of the Bureau Chiefs that includes the SCDHHS Deputy Directors, and is
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assisted by other technical and management staff. For the foreseeable future, SCOHHS will
operate with that construct as an adjunct to the Business Owners Group. At the tactical level, the
User Advisory Group will be made up of subject matter experts from throughout SCDHHS.

For project level and program level governance, the MITA Project team will exercise authority
over governance with the consent from the Steering Committee, and as necessary, the Business
Owners Group.

The Common Services Management vendor will assist the State in performing its governance
functions by evaluating governance proposals and change requests; identifying flaws and
inconsistencies in the documents and artifacts being governed, coordinating rel ease management
under the direction of the State; and by performing administrative duties associated with
governance.

All vendors will perform configuration management on parts of the MMIS that they develop and
maintain, work with the State on governing other project level documents and artifacts, and
participate in program level and enterprise level governance activities as they apply to their
specific contract.

6.4.3 Multi-State Governance

One of the flaws of the current MMIS model, nationally, is that changes made to “transfer”
systems used in multiple states are not inherently managed by a universal governance process.
Whileindividual vendors may manage certain aspects of their baseline systems and states
sometimes share in major modification costs, the lack of coherent multi-state governance
processes results in fragmented code bases across the states driving up costs for states and the
Federal government when responding to changes.

One of the principa merits of SOA-based systems is reduced modification costs through
flexibility and reuse, but those advantages are drastically impacted if states do not truly reuse
other states' services. The MITA Project team is proposing that, to the best extent practical,
states and vendors wishing to transfer the South Carolina MMIS be required to participatein a
multi-state governance process in order to secure the rights to use this system or its component
services.

The principal objectives of this governance process are:

e Reduce the cost of changes by sharing changes to the baseline servicesin away that
promotes compatibility with all participants’ systems.

e Ensure backwards compatibility, wherever practical, when one or more states modify an
existing service, so that the likelihood of a significant fork in the code base is minimized.

An importance assumption of this strategy is that user interfaces, business rules, and workflows,
are external from the services. Each stateis likely to change those aspects of the system to meet
its specific needs. If properly designed, the State hopes that the underlying services will be
robust enough to remain reasonably stable from state to state.

In the long run, if amulti-state governance process is successful, and if it isto survive properly,
CMS must lead the process. The State has initiated conversations with CM S on this topic, and
the organizations appear to agree on this concept.
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6.5 Communication

Given the number of entities whose participation is crucia to this program, excellent
communication is paramount. Due to the flexibility inherent in asynchronous communicastions
methods (e-mail, Web postings, etc.), this approach will be used extensively. For stakeholders
with a higher volume of communications (vendors, SCDHHS personnel, provider
representatives, etc.), face-to-face communication will also be greatly used.

The MITA Project team plans to create a program communications plan and individual project
communications plans. As such, this section will provide only an overview of the strategy.

In the following subsections, communications are broken down by category of stakeholder.

6.5.1 Internal Communications

The MITA Project team plans to use the following principal methods when communicating with
internal SCDHHS/Clemson University stakeholders:

Potential Methods of

Purpose of Communication Intended Audience s
Communicating
e Presentations at governance
meetings
o Newdetter/listserv
Program Status SCDHHS and Clemson University e Website

MITA Project team . :
e Direct e-mail

e Internal wiki

o Daily management “standup”

o Face-to-face meetings
o Direct email
Elicit ideas and requirements SCDHHS staff e MITA Ideas e-mail account

e Interna wiki

e [Face-to-face sessions
e Website

Training SCDHHS staff e Multimedia and computer-based
methods

e Internal wiki

e Direct eemail

Testing and other hands on activities * Face-to-face meetings
o Website

Table 6-1. Communications Methods to be Used Internally
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6.5.2 Provider Communications

Given the tens of thousands of providersin the State, communication with this stakeholder group
will be adjusted based on the intended purpose. Table 6-2 shows likely methods of addressing

providers.

Purpose of Communication

Intended Audience

Potential Methods of
Communicating

Outreach (including provider

Newsl etter/listserv
Web site

Feedback

Requirements, Design, and Testing

Targeted volunteer professional and
institutional providers

bulletins related to the program) All providers Provider associations
facilitation
Newsletter/listserv
Program Status All providers Web site
E-mail

Face-to-face meetings
Web site

Provider associations as proxy

Soliciting ldeas (broad)

All providers

Newsd etter/listserve
Web site

Soliciting Ideas (focused)

Targeted volunteer professional and
institutional providers

E-mail
Face-to-face meetings
Web site

Provider associations
facilitation

Training

All providers

Web site (general information,
pre-packaged training, simple
computer-based training)

Face-to-face at various locations

throughout South Carolina

Table 6-2. Communication Methods to be Used with Providers

6.5.3 Member Communication

MITA Project communication with membersis substantially more complex because of the

volume of members, the wide variation on member perspectives, availability of membersto
serve as representatives of this stakeholder group (thisis not a business venture for members as it
iswith most other stakeholders), and privacy concerns.

The principa method by which the MITA Project team will communicate with membersisviaa
program Web site, or via beneficiary newsletters. The team may aso be able to use proxy

South Carolina Department of
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organizations such as the Department of Socia Services (DSS), the Department of Juvenile
Justice (DJJ) the South Carolina Department of Corrections (SCDC), the Medical Care Advisory
Council (MCAC), and agencies that support the homeless.

6.5.4 Vendor Communication
Table 6-3 shows the types of typical communications the State will use with vendors.

Purpose of Communication

Intended Audience

Potential Methods of
Communicating

Pre-solicitation

All vendors

Requests for Information and
vendor responses

MITA Repository for program
artifacts and vendor feedback
on postings

SCDHHS Web site

Federal Business Opportunities
(FedBizOpps)

South Carolina Business
Opportunities

Post-Solicitation/Pre-Award

All vendors

South Carolina Enterprise
Information System (SCEIS)

SCDHHS Web site
MITA Repository (likely to
hold the procurement library)

FedBizOpps (as a notification
tool only. Do not plan to use it
as a solicitation management
tool dueto SCEIS)

Post-Award Formal (selected
vendors)

Vendors with whom the State has a
contract

Contracts letters from an
authorized State representative

Post-Award Informal (selected
vendors)

Vendors with whom the State has a
contract

Similar methods as identified in
the Internal Communications
subsection

Project management tools

Transition/collaboration

Vendors with whom SCDHHS or its
selected vendors have a non-
contractual business relationship or
with whom a different state agency
has a contract

Current vendors supporting legacy
systems

Formal letters, where
appropriate

Informal methods, where
appropriate

Table 6-3. Communication Methods to be Used with Vendors

6.5.5 Communication with Other Organizations

CMS and other Federal agencies. The State provides monthly written and telephonic reports to
the CM S Atlanta Regional Office. These reports include unofficial funding and expenditure
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status. SCDHHS provides a Quarterly Expense Report to CM S that is the agency’ s official report
of funding and expenditure; however, this document is not broken out by APD. The State
communicates informally with the Atlanta Regional Office on afrequent basis, and generaly
confers with CM S personnel concerning all major program decisions.

The agency/program will communicate with other Federal agencies on an as-needed basis.

Other States. SCDHHS communicates with other states via monthly teleconferences for the
Southeast Region hosted by CM S and via other formal and informal working groups associated
with Health Information Technology (HIT) and other related activities. The MITA Project team
has already contacted a few other states requesting feedback and advice on their MMIS
implementation experiences, and the team plans to accel erate these contacts throughout the rest
of 2010 and into 2011. These contacts may include site visits where valuable and when the travel
costs can be properly justified.

6.6 System Certification
Per the State Medicaid Manual and the Code of Federal Regulations, the Replacement MMIS

must be certified after completion of DDI. At this time, guidance on certification can be found in
the Medicaid Enterprise Certification Toolkit (MECT), published by CMS.

The key unique aspect of certification for this program is that an incrementally developed system
will require an incremental (modular) certification in order to provide timely receipt of
retrospective FFP. This approach to certification is contained in the approved IAPD.

To provide confidence that the overall system remains certifiable throughout the depl oyment
process, each increment of certification may include a*“regression certification” for previously
completed functional areas. Additionally, since the certification checklists do not precisely align
with MITA, and since the business process model to be used by the State does not precisely align
either with MITA or the certification checklists, the State and CM S will have to tailor the
checklists significantly in order to complete incremental certification smoothly.

7 Technical Goals and Strategy

7.1 Technical Goals
The key, top level technical goals on the project are (thislist is abridged for clarity):

e Data

e Exploit the ubiquity of relatively cheap storage to maximize the amount of
historical data maintained online and immediately available to users.

e Maintain very high data quality and integrity.

e Convert datafrom multiple legacy systems while maintaining the integrity of the
data and retaining the meaning of the data from its original context.

e Provide datathat istimely, accurate, usable, and easily accessible to support
analysis and decision making for health care management and program
administration.

e Standards and Openness
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Minimize the use of proprietary technologies other than true commercia off-the-
shelf.

Move towards the use of commodity hardware and eliminate the use of
mainframe computers for the Replacement MMIS.

Design the system to increase the likelihood of reuse by other states.

e Software architecture

Implement a system that follows SOA principles to the extent that they achieve
the SOA goals and benefits® of:

Increased intrinsic interoperability
Increased federation
Increased vendor diversification options
Increased business and technology domain alignment
Increased return on investment
Increased organizational agility
Reduced IT burden
Note: the State does not envision that “wrapping” the existing mainframe code
in Web servicesis aviable solution for the Replacement MMIS other than
temporarily for transition/migration purposes, if needed.
Improve flexibility and visibility by using business rules management, business
process management, and business activity monitoring tools where practical.
Drive the cost of minor changes to the user interface, business rules, and business
processes to be so cheap asto nearly be “disposable.” (Note that thisisintended
to encourage agility, not lack of discipline.)
Consolidate IT capabilities, where appropriate, into the MMIS that are currently
provided by PC applications and outsourced vendors, and Incorporate the MEDS
functionality into the MMIS.
Provide access to enterprise-wide information to authorized users from asingle
sign-on.
Maintain very high system availability.
Improve agency communications and rapid adoption of new ideas by
incorporating staff collaboration tools.
Allow usersto establish and break relationships between records/entities/items
such that they can create meaningful data relationships that do not require case-
by-case custom programming.
Ensure that the architecture supports basic multi-payer concepts.
Use an architecture that can scale gracefully.

e Security

Meet all HIPAA and other State/Federal privacy and security requirements.

3 S0A: Principles of Service Design, Thomas Erl, Prentice-Hall, 2008, p. 55
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7.2 The Concept of SOA vs. Enterprise Application I ntegration (EAI)

Based on responses to RFI #1, the MITA Project team sensed a pattern of vendors promoting
either their own or third party applications as components or starting points for the Replacement
MMIS. The State is concerned that simply selecting the “best of breed” applications and
integrating them via Web services using an enterprise service bus will not achieve many of the
intended goals of a SOA-based system, and may result in a“ransom note” effect (digointed
pieces without consistency and coherency). The State does not have agoal to build an MMIS
from the ground up; however, achieving the goals of a SOA-based system may require existing,
off-the-shelf capabilitiesto be rewritten, larger applications to be decomposed, or when
necessary, hew capabilities to be written “from scratch.”

The desirefor “pure” SOA isrigid. There are clearly situations where using existing
applications, in part or in whole, may substantially benefit the program. The following
information reflects the State’ s philosophy on mitigating circumstances for easing SOA
requirements.

The following definitions apply to this Section and may be adjusted in different contexts:

e Service — capability/functionality with exposed interfaces and that is composable and has
externalized business rules, orchestration/workflow, and user interface. A service
assumes those elements will be provided by common services within the system. Note
that a service having user interface or other non-SOA interfaces for administration
purposes could still fall under this definition.

e Application — capability/functionality packaged with business rules,
orchestration/workflow, and a user interface. Note that even if the application
externalizes these e ements, the key attribute of an application isthat it expects usersto
use its own business rules, orchestrations/workflows, and user interface rather than those
supplied by external controllers.

e Service oriented architecture —a system composed of services using standardized
messaging mechanism as communication methods.

e Enterprise application integration —a system composed of applications integrated
through common communi cations methods and standards. Note that for the purposes of
this paper, integrating applications (as “applications’ are defined in this paper) using
service-oriented methodologiesis still considered EAI, because the applications are used
as applications, not as services (as “services’ are defined in this Section).

e Point-to-point integration — a system using services or applications that do not use
common/centralized communications methods and standards. Each service/application
manages communication with other services/applicationsindividually.

e Commercial off-the-shelf—the State will likely use a definition similar to that used by
the DoD or from the Federal Acquisition Regulation (FAR). A version of this definition
isanitem*... that is sold, leased, or licensed to the general public; offered by avendor
trying to profit from it; supported and evolved by the vendor who retains the intell ectual
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property rights; available in multiple, identical copies; and used without modification of

theinternals.*

Table 7-1 indicates the rel ative acceptability of using EAI or point-to-point integration rather

than SOA.
EAIl/Point-to-Point More EAIl/Point-to-Point Less
Acceptable Acceptable
Factor
Control - does the State have any control over the
service or do IP restrictions or regulatory authority limit Low control High control

control?

State use vs. vendor use - is the service used
principally by the vendor with small or non-existent

Low state/stakeholder use

High State/stakeholder

reasonable period (preferably within five years)?

State/stakeholder use or is it used by large numbers of use
State/stakeholder users?

Breadth of functionality - does the capability serve a Narrow scope Wide scope
narrow or broad focus?

Return on Investment - will the investment in creating ) ]

a service or group of services have a positive ROl in a Low or negative ROI High ROI

Life span - is the planned lifespan of the service or
group of services so short that creating a new service
would miss the window of need or never have any
ability to achieve a positive ROI (note that this factor is
similar to the ROI factor).

Short life span

Long life span

Risk - does the particular capability have a high rate of
failure or substantial problems in other similar projects?

High risk

Low risk

COTS - is the capability available in true COTS
(particularly if it is commoditized) or is it more often
found in custom or semi-custom implementations?

Significant COTS presence

Minimal COTS presence

Need date - is the required need date so soon that the
only reasonable choice is to use existing capabilities
even if they do not conform to the desired architecture?

Very short term/immediate
need date

Distant need date

Performance - can the necessary performance
practically be achieved using a SOA approach, or does
the solution need an optimized approach to meet
requirements?

Performance unattainable
with SOA

Performance easily
obtainable with SOA

Transparency - is an application architected such that
it achieves most of the goals of a SOA-based system
without being SOA based? Note that this needs to be
evaluated on a system basis, not a function-by-function
basis.

Application demonstrates
SOA attributes (to include
externalization of Ul,
business rules, workflows,
etc.)

Application demonstrates
few SOA attributes

External considerations - are there any external
considerations (other existing State users, procurement
issues, legislative issues, etc.) that make acquiring a
non-SOA application preferable?

Strong conflicting external
considerations

Few or no conflicting
external considerations

Table 7-1. EAI vs. SOA Considerations

*“Commercial Item Acquisition: Considerations and Lessons Learned,” Department of Defense, 2000
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7.3 Requirements Process and Documentation
The State’ s principal goals for the requirements elicitation and management effort are to

accurately and completely identify the users' requirements, and to document them more
thoroughly than is typically done. In particular, the State hopes to document:

Functional requirements

Non-functional requirements

Business process models

Business data models

Businessrules

Use cases, as appropriate

User interface mockups/prototypes/wireframes

In response to RFI #1, multiple vendors responded with concern that the State might use the
requirements process to overly constrain the potential solutions. Thisis clearly not the State's
intent as the purpose of the additional documentation is to reduce risk on the program by
thoroughly exploring the users' needs, reduce vendor proposed costs/prices on the program
because of this reduction in risk, establishing consistency across the various project/contracts,
and to shorten the overall schedule by reducing the relative percentage of time spent during
vendor DDI on requirements development. The State has essentially moved a substantial
percentage of the requirements development effort normally allocated to post-contract award and
placed it pre-contract award (thus minimizing the problem of “devel oping the requirements
twice”). The State will need to work with vendors to accel erate the knowledge transfer than
typically happens during a vendor requirements development phase.

There is apossibility that the State will not achieve its goals for requirements development. To
help mitigate this risk, the State plans to publish draft requirements on the MITA Repository in
order to alow vendors and other interested parties to participate in the review process near-
simultaneously with internal reviews. The State understands that vendors do this review at their
own expense; however, as described in Section 1.5, thisinvestment is likely to be beneficial to
all partiesif areasonably large percentage of the resulting requirements are able to be reused by
other states.

7.4 Technical Roles

The following list describes the genera technical roles of the key stakeholders:
o State

Define the architecture and architectural standards

Perform oversight of vendors' design, development and testing activities
Define the entrance/exit criteriafor each phase of DDI

Define UAT criteria

Develop adata conversion plan

Perform the following data conversion processes:

e Datadiscovery of al source data
e Define datarequirements for al to-be business processes
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Data cleansing

Perform the extraction of data from existing sources and interfaces
Define the transformation rules

Perform the data transformation between source and transition data store
(the transition data store is envisioned as atool to assist in interfacing new
capabilities with the legacy systems and to assist in the data migration and
CONVersion process)

Define the data governance policies and procedures

Produce service design templates

Working with the Common Services Management vendor and other vendors,
identify the services that will serve as the connections to/from specific business
areas

Define service granularity based on requirements

Evauate vendor software for compatibility with defined service needs

e Common Services Management vendor

Propose and integrate the common technical services

Architect, design and build, and test framework components and common
services

Establish detailed technical standards

Maintain service catalog and service registry

Coordinate technical integration, test, and problem resolutions with al other
vendors and with the State

For data stores that will be created and maintained by the Common Services
Management vendor, develop and execute data conversion load processes
in accordance with the state-defined data conversion plan

Conform to established standards for interfaces

e Other project vendors

Architect, design, construct, unit test specific services

Participate in integration, test, and problem resolution with Common Services
vendor, other vendors and with the State

For data stores that will be created and maintained by the individual

"build" vendor, develop and execute data conversion load processes in accordance
with the state-defined data conversion plan

Conform to established standards for interfaces

e Other organizations supplying or consuming information

Conform to established standards for interfaces
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7.5 Role of Standardized Processes and Documentation
While the State prefers to give vendors wide latitude in defining the process and document

standards associated with their solutions, such flexibility on a multi-vendor DDI would likely
result in chaos. As such certain processes and documentation will need to be standardized.

Examples of processes and documentation likely to require standardization include:

Requirements documentation

Design documentation

Scope documentation

System test documentation

Some test documentation below the system level
System level test processes

Examples of processes and documentation likely to require less standardization include:

Architecture and design methodol ogies

Construction methodol ogies

Unit testing processes and documentation

Most internal integration test processes and documentation

7.6 Common Technologies

While the list of common technologiesis likely to change multiple times prior to publication of
the Common Services Management RFP, this list currently includes:

Electronic Document Management System (EDMS)
Business Process Management System/Suite (BPMS)
Business Rules Management System (BRMYS)
Enterprise Service Bus (ESB)

Call Center/Interactive Voice Response (IVR) System
Electronic Data Interchange (EDI)

Data management tools

Program e-mail/calendaring tools

Geographic Information System (GIS)

Medicaid portal

Customer Relationship Management (CRM)
Integrated testing tools

Graphical user interface (GUI) devel opment tools
Learning Management System (LMYS)

7.7 Sourcesof Standard and Specifications

A key goal of MITA ismigrating to the use of standards for data, interfaces, etc. Many standards
that will be necessary on this program are not defined in the MITA Framework. Where practical,
the State will use the following hierarchy to define program technical standards:
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Published formal standards
Industry common usage standards
Domain unique standards
Program standards

Vendor proprietary standards

7.8 Human Factors Engineering

Human factors engineering is the discipline of applying what is known about human capabilities
and limitations to the design of products, processes, systems, and work environments®. Too
often, the user interface on large software systems is designed by software developers with little
experience in human factors engineering. This situation results in systems that require extra user
training, have features that are rarely used, and that push usersinto low productivity scenarios.

A magjor factor influencing the acceptance and success on this program will be usability. The
State and vendors must create a system that isintuitive and relatively easy to use. The State plans
to define user experience and interface standards for the Replacement MMIS.

Applicable portions of the system and training materials must support Section 508 of the
Rehabilitation Act. Additionally, certain portions of the system must be accessible to persons for
whom English is not their primary language.

8 Testing and Quality Assurance (QA) Strategy

While testing and QA are important to all IT projects, their importance to this program is even
greater due to its multi-vendor nature. The principal testing and QA challenge the program will
face is how to consistently ensure high quality results and deliverables when thereis no single
vendor responsible for the entire system or operations. The total solution isashared
responsibility. Ultimately, the State will have to take responsibility for the final results, but thisis
truly a case where the sum of the partsis greater than the whole.

8.1 General Quality Assurance

Quality assuranceis applicableto al activities conducted by and deliverables produced by every
participating organization. While automation will help coordinate and ensure that these outputs
are of high quality, ultimately, most quality measures will contain a substantial human element.
The program will likely use all of the typical verification methods: inspection, analysis,
demonstration, and test. While the use of recognized quality standards (such as those published
by the International Standards Organization) might be helpful, in most cases, the State will
address these on a vendor by vendor basis because the initial effort required to bring the State
and the entire program up to those standards likely exceeds the State' s available capacity. The
State may use selected quality standards, where appropriate.

5 Sandia National Laboratories Web site,
http://reliability.sandia.gov/Human Factor Engineering/human_factor engineering.html, downloaded on 8/4/10.
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Well-executed reviews will be important to project successin QA. Depending on the purpose
and the organization conducting the review, these activities may range from ad hoc, informal
discussions up to formal, scheduled Fagan inspections. For each contract, the State will establish
an acceptable range of acceptable contract vendor- State-associate vendor review cycles. Vendors
should propose review periods based on the size, complexity, and criticality of the items being
reviewed. In general, each deliverable should go through two rounds of review. In the first
round, the reviewers should identify defects and questions needing resolution. The originating
organization should then correct the defects and answer questions (including any meetings or
discussions necessary to achieve resolution). In the second round, the reviewers should ensure
that the identified defects have been corrected, that the questions have been properly answered
and addressed; and that no new defects have been introduced and that no new questions have
been generated as aresult of the changes.

The ability of al partiesto succeed in the review process strongly depends on the actions of the
other participants in the process. Each party has an obligation to the other partiesto performin a
high quality manner. In particular, the State (and associated vendor reviewers) must supply
qualified personnel who provide timely, thorough, consistent, and accurate feedback to the
originating organization on a deliverable. The originating organization must supply atimely,
high quality initial draft deliverable, and be responsive to the reviewers' inputs. Poor initial
quality guarantees that a two-round review process will not succeed. This situation often results
in “peeling the onion” on a deliverable whereby the more problems that are corrected, the more
additional problems are discovered.

The State understands that the review process is often a sore spot in MMIS projects, and that
vendors attempt to employ methods to reduce the risks associated with obtaining customer sign-
offs. While many of those methods are prudent and acceptable, the following methods are
examples of those that are not acceptable:

e Attempting to limit the review discussion or comments very narrowly to only the content
of the specific deliverable or addressing only comments from a previous round of review
for a specific deliverable. While random, wide-ranging conversations are not usually
productive, the inter-related nature of the various elements on this program means that
reviews must necessarily touch upon related topics.

e Attempting to “pile on” deliverables over ashort time period in such afashion that the
State (and associated vendor reviewers) cannot practically provide feedback in the
designated time. The purpose of quality assurance is quality, not sign-offs. The State will
reguire vendors to propose schedules that reasonably space deliverable reviews. If project
schedules change after contract award, those new schedules must also adhere to this
principle.

e Attempting to limit review cycles to just two rounds for deliverables that have significant
quality issues upon initial delivery.

e Attempting to frame changes to signed-off deliverablesthat are driven by the natural
discovery process of software development as scope changes requiring change orders.
There is a difference between requirements changes and necessary deliverable
refinements. While parties can reasonably disagree over which category into which a
changefalls, the change itself does not automatically constitute scope creep.
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Quality metrics will most frequently fall into the categories of defect counts (both open and
resolved), and the time to resolve defects. The State and vendors may identify other quality
metrics, as necessary.

8.2 General Testing Approach
The State’ s general philosophy for testing is:

e Testing should be comprehensive but not unnecessarily duplicative.

e Automated testing, particularly for regression testing, is crucial to program success

e Thetest management process must be flexible, and all parties must participate at all
times. Testing changesin one vendor’ s software generally mandates the participation of
all vendors.

Asdiscussed in Section 3.3.11, the State is considering competitively procuring test management
services. This decision on this strategy should affect only the State’ s team and the Common
Services Management vendor’ s team. The choice to outsource these services separately will not
affect the planning and execution of system level testing, only the organization performing the
majority of the effort.

8.3 Individual Vendor-Centric Testing
The types of testing that will typically fall into this category include:

e Unit testing
e Internal integration testing
e Targeted system level testing

The State plans to oversee such testing on an as needed basis, but will generally not intervene
unless specific issues drive greater involvement. Clemson University will support this testing as
the hosting agent, as necessary.

8.4 Multiple Vendor-Centric Testing
The types of testing that will typically fall into this category include:

System testing

Support of User Acceptance Tests (UATS)
Multiple vendor integration testing

Defect and issue resolution

Regression testing and retesting

Specialized testing such as security and load testing
Interface testing with external entities

The State plans to have a greater role in this type of testing in its role as principal integrator. The
Common Services Management vendor and, if procured, the Test Management Services vendor
will also have agreat rolein this type of testing. Clemson University will support this testing as
the hosting agent. When necessary, external entities with which the system interfaces may need
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to participate in order to have a successful test. This situation will require additional pre-planning
and coordination.

8.5 State-Centric Testing

The principal type of State-centric testing isthe UAT. Consistent with the philosophy explained
at the beginning of this Section, UAT will not be a repetition of system testing. While targeted
verification of vendor test resultsislikely, particularly for high risk areas, UATswill be geared
towards execution of operationa scenarios. While these tests, like any other disciplined test, will
require planning and structure, they will not step-by-step, scripted tests. It is not possible to
understand how a system will react to “real” users without letting these users exercise it the way
they plan to do on adaily basis. Additionally, since training for a complex new system is crucial,
the failure of the user-testersto be able to perform required functions will be a clear indication of
problems in the system, its documentation, or the training that has been provided.

As an important element of incremental/staged devel opment and delivery, the State plans to test
increments of functionality as they are completed, even if some of those increments will not be
immediately deployed. In thisway, all parties receive early feedback from real userson the
success of the developed components.

8.6 Automated Testing

As mentioned previously in this Section, successful automated testing will be crucial to the
success of the program. Given the investment required to implement automated tests, not every
test isworthy of being automated. For those that have value, the use of a service oriented
architecture should substantially improve the program’s ability to test the services, individually
or in composition.

Automated testing is one of the keys to system agility. The program’s ability to change user
interface, business rules, and workflows on short notice requires an equally rapid test capability
to increase confidence that no unintended system impacts have occurred.

8.7 Independent Verification and Validation
The principa dutiesfor the V&V vendor are:

e Perform an independent review of major deliverables and processes.

e Evauate vendor deliverables to ensure that they are suitable and comprehensive enough
to transfer to adifferent vendor in the future.

e |dentify areas of risk to the system and associated projects.

e Recommend risk mitigation options and corrective actions.

e |dentify deviation from plans or execution of those plans that jeopardize SCDHHS
programs and projects.

e Monitor the system certification efforts to identify pertinent risks and issues and required
corrective actions

e Ensure findings are documented clearly so that the State can use these findingsin its
decision-making processes.
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¢ Provide an independent evaluation of system payment accuracy and serve as an “honest
broker” in evaluating provider payment complaintsin the initial period after deployment
of claims adjudication and payment capabilities.

The primary “customers’ for IV&V are the Replacement MMIS program management,
SCDHHS executive management, and CMS. While the State isinterested in V&V vendor
recommendationsin al pertinent areas, the State does not plan to utilize the IV&V vendor in a
general management or technical consulting role because doing so would violate the independent
nature of the vendor’ s evaluation.

9 Life-Cycle Support Goals and Strategy

9.1 Life-Cycle Support Goals
The principal goals of life-cycle support are:

e Ensure the system and system support functions remain viable throughout the system’s
life-cycle.
e Reducelife-cycle costs by extending the system’s lifespan in economical ways

9.2 Hosting, Monitoring, and Maintenance Planning

9.2.1 Hosting and Monitoring

As previoudly stated, Clemson University will host the Replacement MM IS with the exception of
externally-owned services (e.g., State licensing board), commercial or commoditized services for
which the State would not benefit by replication (e.g. credit card payment system), and other
special situations on a case-by-case basis. The costs of hosting will normally be amortized by
Clemson University over the lifespan of the procured items plus labor and overhead costs and
invoiced monthly. On certain occasions, SCDHHS may make direct capital investments up front
for higher cost products or systems.

At aminimum, Clemson will host the production, system test/QA, and training environments.
There may also be some value in having Clemson host one or more devel opment environments,
but the State does not currently know in what situations this would apply (other than Clemson’s
own development environment).

Vendors will be required to propose suitable hardware and software configurations to support
their services and applications. If the required configurations differ significantly from the
proposed configurations due to inadequate vendor specification, vendors may be required to
indemnify the State for the additional costs. The purpose of this strategy isto avoid overly
optimistic specification intended to make life-cycle costs appear lower during a competitive
procurement.

Hosting management duties will generally extend from the operating system and/or virtual
machine “down” through the hardware as well as setup and management of systems and services
outside of the server hardware, such as networking. Clemson follows processes generally
consistent with the Information Technology Infrastructure Library (ITIL) in performing hosting
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duties. Vendors will normally manage the services and applications for which they are
responsible. Clemson will collect and report on reliability metrics at least monthly for both
hardware and software portions of the system.

Likewise, the hosting agent will monitor the health of the systems and services for which it has
the duty to manage. Additionally, the hosting agent will monitor the health of the applications,
principally viatools and techniques supplied by the devel oping vendor, and will notify the
vendor if it notices anomalies. The ultimate duty for monitoring the health of the devel oped
services and applications, however, resides with the responsible vendor.

The State will identify a suitable disaster recovery/backup location for the Replacement MMIS,
and procure the necessary hardware, software, and services to ensure thisis operational. At this
time, the State does not know whether such location will be made via a cooperative agreement
with another data center (e.g., another state or university) or whether these services will be
procured commercially.

9.2.2 Maintenance Planning

Hardware. Clemson University will manage all hardware it uses for hosting including

mai ntenance spares support, consumables, facilities, power, cooling air, physical security, and
other related items. Vendors will assist in the planning and installation of hardware hosting
assets. SCDHHS and Clemson University will coordinate on the replacement cycle of hardware,
and vendors will provide recommendations concerning such upgrades.

Each party will maintain its own client computing systems and internal server systems.

Software. Normally, vendors will maintain the source code that they developed in response to
governance procedures described in Section 6, including vendor-initiated changes. Thereisa
strong likelihood that business area vendors will develop utility services, user interfaces, or other
functionality that can be used by multiple business areas. These capabilities will be candidates
for transfer to the Common Services Management vendor for long-term maintenance. Business
rules should also be allocated to the business area most associated with the rule, but must be
available to all business areas to avoid duplication of business rules throughout the system.
Workflows functioning within a single business area (even if service compositions go outside
that business area) should be maintained by the developing vendor. Workflows that cross
multiple process areas normally may either be maintained by the vendor supporting the business
areathat triggers the workflow or by the Common Services Management vendor. The State need
vendor feedback and further analysis on this area.

Clemson will maintain the general purpose COTS software used in the system, and vendors will
assist this effort by providing feedback and analysis on potential changes.

Each party will maintain the software supporting its own client computing systems and interna
server systems.

51
DRAFT — Last saved 8/11/2010 5:36:00 PM

South Carolina Department of _
Health & Human Services



)

DRAFT

9.3 Manpower

The change in technology and I T/contract alignment with the SCDHHS business driven by the
Replacement MMIS program will likely have some impact on the manpower supporting the
enterprise.

State Personnel. Roles that will likely have a greater presence in the future include integration
activities, training, and enterprise architecture. Roles that will likely have a decreased presencein
the future include administrative roles associated with existing paper-driven processes, clinical
specialties and coding specialties. For the latter two roles, the State has repeatedly had
difficulties hiring and retaining staff in these areas. If this problem persists, the State may choose
to outsource certain specialties, most likely to the Healthcare Services Management vendor.

State Support Contractors. The mgjority of the MITA Project team will be made up of support
contractors obtained viathe State’ s IT Staffing contract. While this team will diminish as parts of
the new system go live, the greater integration role and the emphasis on enterprise architecture
may result in retention of certain positions or creation of new support contractor positions to
supplement the State staff.

Vendors. The State does not currently manage vendors on an individual basis. On a
contract/company basis, the number of vendors will be reduced as increments of the new system
are deployed and legacy solutions are decommissioned. Additionally, the State predicts that
increased productivity driven by the new system and contract realignment will reduce the
number of vendor personnel (on an equivalent work basis as for the legacy solutions).

9.4 Technical Data and Publications

9.4.1 General Strategy
The following principles outline the State’ s approach to technical data and publications:

e The most maintainable documentation is that stored in its original electronic form, such
asthat generated by an integrated devel opment environment (IDE). The need to
transform development artifacts, while sometimes necessary, resultsin a perpetual “tax”
on the program.

e Vendor-to-vendor consistency isimportant for data and publications intended to be
consumed by an audience whose interests cross business area boundaries. For example,
service contracts cannot practically be maintained in five different formats. This principle
will occasionally conflict with the previous principle on using documentsin their origina
forms. If vendors use different tools that generate documentation, then the formats and
content of those documents have the potential to differ.

e Evenif technica data and publications are stored or generated in different locations
(physical or virtual), access to these documents must be centralized for ease of access.

9.4.2 Requirements

Reguirements must be maintained centrally to ensure uniform access by all parties and to
maintain their configuration consistently. The State intends to administer the requirements
management solution. The MITA Project team may choose to use alow-cost requirements
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management tool initially to minimize the investment should a future change need to be made. If
the selected tool cannot meet the program needs as vendors are added, the State may choose to
migrate to a different tool.

The State also plans to keep a current set of requirements posted to the MITA Repository.
Because of the nature of that tool and the need to minimize user access issues, this copy of the
requirementsis likely to be created as an export from the requirements management tool. Certain
requirements documents, such as the exact business rules describing claims adjudication edits
and audits, may be withheld from the MITA Repository due to the potential for abuse of this
information by fraudulent providers.

9.4.3 System Technical Documentation
Some types of system documentation that will need to be maintained include:

Information, application, and technical architecture information
Source code, build files, and other related construction information
Test planning, execution, reporting, and management information
Release notes

System configuration information

Centralized access to this information is also desirable, even though the audienceis likely
smaller. Portions of thisinformation (particularly architecture information) will likely be
duplicated to the MITA Repository; however, other portions may be available to outside parties
only by request with approval, such as detailed design information, source code, etc. The purpose
of doing thisisto avoid potential security issues. Additionally, some portions of the system
technical documentation may be proprietary vendor material that is unavailable for release
outside the program.

9.4.4 User and Administrator Manuals and Help Files

It isimportant to maintain the manuals and help files to ensure high user productivity and to
avoid negative training incidents. With the assistance of the Common Services Management
vendor, the State will establish general standards for these artifacts. They will be accessible
centrally, and State anticipates moving away from printed documents as the primary source of
user documentation towards contextually-sensitive online documentation. While maintenance in
source formats is useful for the user and administrator manuals, the State still desires the ability
to print them out in a usable format for situations where el ectronic documentation is not suitable.
Rather than mass producing them in fixed versions that go out of date quickly, printed versions
should be available on demand with currency clearly marked on the document components.

9.5 Training and Training Support

The general approach to training for the program is that vendors will largely have the duty of
content devel opment and administrative support, and the State will largely have the duty of
managing training needs and performing training delivery.
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9.5.1 Targeted Audience

State. Users for the State include the staff from SCDHHS, Clemson University, and other State
agencies.

Vendors. Users for vendors include the staff of the developing vendor, and staff from other
vendors needing cross-training.

Providers. Users from the provider community include the staff of institutional providers,
individual and group professional providers, and atypical providers. All groups include potential
enrollees; however, in most cases pre-enrollment training should be minimal.

Members. Users from the member community include potentia eligibles, enrolled members,
disenrolled members, as well as agencies and organizations supporting the same. Because the
ability to provide formal training to these types of users, it iscrucia that the portions of the
Replacement MMI'S exposed to members be extremely intuitive, and that help files and training
resources be easily to access and use.

9.5.2 Training Development Strategy

Training will be developed incrementally and in a modular fashion, similar to that of the system
software. Vendor will need to develop training materials to support a train-the-trainer approach.
Thiswill require materials geared towards the trainers, as well as the end users. Vendors will
need to create cohesive, standalone training content for external users not participating in face-
to-face sessions,

The content for training may be in the form of printed materials, multimedia content, and
computer-based content.

The two major challengesin training development will likely be:

e Keeping the material consistent and current given the interrelated changes occurring on
the system and supporting operations via multiple vendors. Training content will require
governance similar to that of program software.

e Integrating the training content to form a cohesive body of training material.

9.5.3 Training Execution Strategy

Training execution will consist primarily of train-the-trainer sessions, end user training sessions,
and self-training sessions. The training team will need to conduct mass training for users prior to
and just after deployment of releases. Additionally, new hire training will need to begin shortly
after deployment increments, and refresher training will need to start within ayear or so of
incremental deployments. The program incremental deployment strategy could cause significant
challenges for provider and member training as well as training for users from other State
agencies. The State and vendors will need to carefully consider the software release strategy to
avoid requiring repeated field training for these types of users.

9.5.4 Roles
The principal training roles for the State are:
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Develop the training calendar and schedule

Conduct skills inventories and level set end user skills

Develop skill mastery criteria

Develop and ensure compliance of training standards and requirements

Conduct quality assurance testing and review of training materials supplied by all
vendors

e Design, develop, and implement train-the-trainer (T3) sessions

e Vendors need to provide training on their solutions and provide support to the
State’s T3 training. If a T3 has questions for end users

e Implement end user training
Conduct end user supplemental training, as needed, to ensure mastery of skills

The principal training roles for the vendors are:
e Design and develop training materials for the Replacement MMIS including:

Instructional content design and devel opment

Audio and video devel opment

Graphic art devel opment

Alternative language training materials, as needed or required by law

Training material compliant with Section 508 of the Rehabilitation Act, as needed

e Other activities related to training material development including:

e Working with associate vendors to provide training material consistency
e Developing and maintaining supplemental and reproducible training materials

e Common Services Management vendor will maintain the Learning Management System
(LMS) including:

e User registration

e Online evaluations
e Onlinetraining modules

e Support train-the-trainer and end user training

e Create reproducible training materials

e Develop and maintain portable training packages suitable for field trainers to
conduct computer based training and face-to-face training

e Develop and implement a post-training help system for end users

e Populate and maintain the training library

e Provide answersto end user questions when T3s cannot answer them, and update
training based on these questions, as necessary
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9.6 Computer Resources Support

9.6.1 Operational Help Desk

The State is still investigating the best approach to take concerning how to provide help desk
support for the Replacement MMIS (note that this does not include general desktop support
provided by the SCDHHS Bureau of Information Technology Services). The likely options are:

e Usethe common call center telephone number and a unique help desk e-mail address and
have requests routed to the proper support organization based on the type of support
needed similar to any other call center request.

e Usethe Common Services Management vendor to provide first and second tier help desk
operations. More complex issues would be routed to the vendor responsible for the
affected part of the system.

e UseaState-run help desk (SCDHHS, Clemson University, or acombination) for first tier
help. More complex issues would be routed to the vendor responsible for the affected part
of the system.

To assist in self-policing software and training materials quality, the State believes that the best
help desk solution will require vendors to contribute to help desk operations affecting their parts
of the MMIS in some fashion.

Note that the term “help desk” appliesto systems and services aready deployed. During DDI,
vendors will have to provide “technical support.”

9.6.2 Account Management

User accounts can either be managed by the same entity providing help desk support or by the
Common Services Management vendor.

9.7 Facilities

9.7.1 State

The bulk of the State team will be located in downtown Columbiaand at Clemson University.
The mgjority of the MITA Project team will be located in the Dennis Building and most of the
remainder of the SCDHHS personnel will be in the Jefferson and Klondike Buildings. Clemson
University team members are likely to split their time between Columbia and Clemson.

The State may station certain individuals within Columbia-based vendor facilities if this will
improve teamwork. Should the State choose to do this, it will expect that a vendor will supply
suitable office space and general office support to include Internet access (which may be routed
outside the vendor’ s network.

9.7.2 Vendor

Co-located Personnel. The State may request that certain vendor personnel work out of the
State’ s office in the Dennis Building or a building at Clemson University if it will improve
teamwork. The State will supply suitable office space and general office support to include
Internet access (probably routed around the State’ s network).
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Columbia-area personnel. The State strongly prefers that vendors maintain an office in the
Columbia area to support personnel working directly with the State on adaily basis. Reasonably
close proximity to the State’ s facilities will likely improve the working relationship and save
money in time and travel for all parties.

Remote personnel. The State has no specific requirements for remote vendor personnel other
than the State currently plans to require that all work be performed in the United States or its
territories. Given the sensitive nature of Protected Health Information (PHI) and the intellectual
property rights associated with this program, the State does not believe that it isin its best
interest to have to deal with international legal issues.

10 Intellectual Property (I1P) Strategy

The following principles will guide the State in managing intellectual property used in
conjunction with this program.

e The State and CMS must retain rights to all software and other intellectual property
created during the program. Thisis a requirement from the Code of Federal Regulations
that appliesto activities receiving FFP.

e The State must retain ownership of all data supplied to or created during the program.

e For IP not owned by the State, the State must secure perpetual usage rightsto al IP
needed to properly operate the system and conduct business operations. Data that are
most typically available by time-limited licenses are an exception to thisrule.

e For IP not owned by the State, the State must secure perpetual modification rights and the
right to transfer the IP to another party serving the State for the purpose of serving
SCDHHS. Products that are true COTS are an exception to thisrule.

e The State and CMS may grant vendors the right to use State-owned IP as long as the
vendors and their customers using the IP participate in the common governance process,
and as long as the vendors can demonstrate that they will apply a reasonable system for
tracking the use of State-owned IP in afashion that ensures that no customer (public or
private sector) remunerates the vendor for the use of the State-owned IP.

11 Business Operations Goals

The goalsin this section are currently immature because the State has not yet begun formal
requirements development. Project acquisition strategy documents will provide greater insight of
business operations goals.

The goalsidentified in this section are a subset of internal working documents and include CMS
certification objectives as well asinternally-derived goals and objectives. CM S certification
objectives are identified with “(CMYS)” at the end of the objective.

11.1 Member Management Operations Goals

e Maintain information on each Beneficiary's Medicaid benefits to support claims payment
and other financial processes. (CMYS)
e Allow verification of Beneficiary Medicaid eligibility information by external entities.
e Comply with HIPAA requirements. (CMYS)
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Collect and manage information about the Beneficiary population from diverse sources.
(CMY9)

Manage the Medicare Buy-in and Part D data exchange processes (optionally supported
by MMIS) (CMS)

Empower beneficiaries by providing greater access to searchable provider and health
information.

Support the submission of electronic applications and scannable applications.

Create a policy- and procedure-driven, system-guided eligibility determination and
redetermination process to help eligibility staff render more consistent decisions
including automated eligibility determination for all categories and programs.

Manage beneficiary cost-sharing requirements and be flexible enough to allow
implementation of future cost-sharing arrangements

Automate periodic eligibility reviews to reduce the burden on the beneficiaries and State
staff including automatic disenrollment for appropriate situations.

Provide multiple methods of eligibility verification (e.g., voice response system, EDI,
Web, etc.)

Streamline the enrollment process by providing the option for online enrollment and
automating tedious activities such as income and resource cal cul ations and program and
category dligibility.

Improve understanding of beneficiary status by maintaining historical information about
benefit package enrollment and services used for each beneficiary.

Align managed care enrollment with the eligibility process.

Improve enrollment quality, reduce beneficiary/State effort, and increase visibility by
performing real time eligibility determination and inquiry.

Improve the likelihood of identifying and recovering payments made on behalf of
ineligible beneficiaries by automating the tracking and recoupment management
processes.

Use State-wide work queue management to balance case worker workload rather than
managing on an office-by-office basis.

Manage premium collections from Beneficiaries, if applicable (optional).

Analyze Beneficiary enrollment, participation, and program usage to predict utilization
trends.

Improve the State’ s ability to transfer claims to other insurers by tying third party liability
(TPL) and health insurance premium payments (HIPP) more tightly to the eligibility
determination process.

11.2 Provider Management Operations Goals

Enroll and maintain adequate provider network for the Medicaid Beneficiary popul ation.
(CMY9)

Comply with HIPAA requirements. (CMS)

Maintain provider information. (CMS)

Ensure quality of provider network and accuracy of payment arrangement. (CMYS)
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Meet CM S objectives and more accurately pay claims by collecting business structure
information from the providers.

Use online access to credentialing sources to improve and accel erate the enrollment,
verification, and periodic re-verification processes.

Improve our ability to manage the Medicaid program effectively and improve our
understanding of the provider community by collecting more demographic information
about providers and by allowing providers to update certain information directly.
Migrate to an online provider enrollment process for virtually al providers

Improve beneficiaries ability to locate suitable providers by collecting and publishing
information on provider offices hours, specialties, openings for new Medicaid patients,
languages spoken etc. and by allowing providers to update this information directly.
Improve provider understanding of DHHS programs and benefit plans by placing
provider manuals online and improving their format and searchability.

Migrate away from reliance on maintaining State-specific, proprietary provider
identification and towards NPI and taxonomy.

Improve the speed and accuracy of communications with providers while maintaining
privacy standards by providing secure mailboxes.

Provide online access to Remittance Advices (RAS).

Reduce payment of claimsto providers who are ineligible due to sanctions and other
restrictions by automatically matching enrolled providers with sanctioning lists.

11.3 Healthcare Services Management Operations Goals

Validate that claims are for eligible Beneficiaries. (CMS)

Provide for the timely disposition of prior authorization requests. (CMS)

Validate that claims are from properly enrolled and eligible providers. (CMS)

Route claims for processing and track claim progress, status, and, location. (CMYS)
Improve the timeliness and effectiveness of claims research by maintaining adjudication
details in the system (e.g., failed edits, eligible benefit plans, etc.).

Improve management of adjustments by applying most adjustments at the claim level,
where practical, rather than relying on gross level adjustments and by allowing multiple
adjustments to be applied to individual claims. Note that some adjustments (e.g.,
Disproportionate Share Hospital Program) will still need to be made at the gross level or
via a separate payment process.

Improve standardization of claims status and reduce provider calls concerning status by
ensuring that the claims adjudication and reporting process is consistent with Claims
Adjustment Reason Codes (CARC) and Remittance Advice Remark Codes (RARC).
Improve the timeliness and effectiveness of the claims adjudication and correction
processes by providing for online resolution of pended and online claims update and re-
filing for providers and eliminating the Edit Correction Form (ECF) process.
Incorporate National Correct Coding Initiative and more sophisticated, standards- and
rules-based editing and auditing into claims processing.

Improve the efficiency, effectiveness, and timeliness of prior approvals via automation
and allowing other approving agencies access to the MMIS.
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Improve clam quality, reduce provider/State effort, and increase visibility by performing
real time adjudication and inquiry of claims.

Accept claims and other transactions electronically and via hard copy. (CMS)
Accept attachments and other materials related to claims and other transactions as
required for review and approval. (CMYS)

Comply with HIPAA requirements. (CMS)

Substantially reduce the number of paper claimsfiled by providers.

Improve closeout of accounts and recovering revenue due to the State for deceased
beneficiaries in long-term care or nursing facilities by managing estate recovery
processes.

Automate the service authorization process.

e Allow for electronic submission of authorization requests and electronic
notification of decisions.

Automatically validate authorization numbers submitted on clams
Automatically notify beneficiaries when services are denied

Ability to authorize services with time and unit limitations

Provide system access to other State agenciesto approve PAs for which they are
responsible

Ensure timely and accurate adjudication of provider claims. (CMS)

Verify that services are medically appropriate, conform to Federal and State policies, and
result in the maintenance or improvement of patient health. (CMS)

Verify authorization for services that require prior approval in order to manage costs or
ensure patient safety. (CMS)

Support other business processes that require pharmacy clams data, e.g., rebate
invoicing, retrospective DUR, and decision support. (CMYS)

Maintain interfaces between POS and reporting applications, e.g., Federal reporting, data
warehouse/decision support, drug manufacturer rebate invoicing, program integrity, and
others. (CMS)

Maintain interfaces between the POS system and comprehensive, accurate, and up-to-
date sources required to approve and adjudicate claims according to State and Federal
rules. (CMS)

Deny claims for members with third party coverage, including Part D Medicare, or flag
for pay-and-chase activity. (CMS)

Use ProDUR and RetroDUR in combination to improve outcomes, reduce costs, and
identify abuse patterns.

Improve capture of drug rebate revenue by acquiring and maintaining information needed
to identify rebateable events; calculating rebate amounts; and managing the rebate
invoicing process.

Create and submit to CM S the Federally required EPSDT reports. (CMYS)

Create and submit to CM S the Federally required HCBS Waiver reports (optional, not
needed if State has no waivers). (CMS)

Create and submit to CM S the Federally required MSIS reports. (CMS)
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Meet al other Federal Reporting Requirements. (CMS)

Produce individual Explanation of Benefits (EOB). (CMS)

Provide online access to Recipient Explanations of Medical Benefits (REOMBS).
Analyze provider performance to show extent of participation and service delivery.
(CMS)

Maintain an efficient and effective management reporting process. (CMS)

Support data exchange between stakeholders using standard data formats. (CMYS)

Process accurate and timely automatic or choice-based enrollment, re-enrollment, and
disenrollment of Medicaid eligiblesinto a Managed Care Organization (MCO), Primary
Care Case Manager (PCCM) or Primary Care Physician (PCP) program, including into a
Health Maintenance Organization (HMO). (CMS)

Manage premium collections from Beneficiaries, if applicable (optional). (CMS)
Maintain the privacy and security of enrollment information in transit and at rest. (CMS)
Improve use of EPSDT services via better tracking and automated notices to beneficiaries
and providers.

Control enrollment of participants into the HCBS (1915(c))waiver programs to meet the
State’ s objectives. (CMS)

Provide services as described in the individual’ s approved plan of care. (CMS)

Process waiver provider claims and make timely and accurate payments. (CMS)

Enroll traditional and nontraditional service providers meeting identified standards of
care into the program to provide servicesto the target population. (CMS)

Produce program data necessary to satisfy Federal Medicaid reporting requirements,
monitor utilization, and assess quality of care provided to participants. (CMS)

Generate reminders and recall vaccination notices to parents or guardians for each
Medicaid child registered at intervals when vaccination is needed. (CMS)

Meet Federa reporting requirements for reporting vaccination rates for Medicaid children
enrolled in the Early Periodic Screening, Diagnosis and Treatment (EPSDT) Program.
(CMS)

Ensure the privacy and security of immunization information in transit and at rest. (CMYS)
Ensure standardized datais available for measuring immunizations provided to protect al
children in the State from communicable diseases. (CMS)

Make Beneficiary-specific vaccination history available to authorized providers at time of
encounter to ensure appropriate vaccinations are provided. (CMS)

Provide interfaces to and from the registry. (CMYS)

Generate reminders and recall vaccination notices to parents or guardians for each child
registered at intervals when vaccination is needed. (CMS)

Monitor and report vaccination rates for all children within a statewide area. (CMYS)
Ensure the privacy and security of vaccination records stored in the immunization
registry. (CMYS)

Ensure standardized datais available for measuring immunizations provided to protect all
children in the State from communicable diseases. (CMS)

Control costs and improve care coordination by continuing the State's migration to the
managed care model. (CMS)
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Support specific functions, as applicable, related to the administration of Section 1115
Waivers. (CMYS)

Identify services covered under capitation premiums and block duplicate fee-for-service
payments and supplemental payments to providers. (CMS)

Receive, process, and store MCO encounter records for use by the Medicaid agency in
managing M CO performance. (CMYS)

Collect and report on financial data related to Medicaid managed care programs. (CMS)
Collect data and provide reporting to support MCO contractor monitoring (optional).
(CMY9)

Make accurate payment to MCO for managed care services provided to enrolled
members. (CMS)

Provide information to support assessing quality and cost of care provided to enrollees.
(CMYS)

Support assessment of members access to services. (CMS)

Increase Beneficiary access to care and qualified PCCM providers. (CMYS)

Support enrollment of Medicaid eligiblesinto Primary Care. (CMS)

Process accurate and timely payment to PCCM for gatekeeper service. S(CMS)

Make accurate and timely paymentsto providers. (CMS)

Generate reports to monitor quality and cost of care provided to enrollees. (CMYS)
Identify services covered under capitation premiums and deny duplicate fee-for-service
payments. (CMYS)

Receive and process encounter records from PIHP/PAHP and/or its providers. (CMS)
Support accurate and timely automatic or choice-based enrollment of Medicaid digibles
into a PIHP and PAHP. (CMYS)

Make accurate and timely payment to providers for managed care services provided.
(CMS)

Monitor access to and availability of qualified providers to serve participants enrolled in
PIHP and PAHP. (CMYS)

Monitor quality and cost of care provided to enrollees. (CMS)

11.4 Accounting & Financial Management Operations Goals

Support management of program funds. (CMYS)

Ensure that accounts payable and receivabl e transactions are recognized and posted in
accordance with State and Federa regulations. (CMS)

Ensure that al financial transactions related to program delivery are processed as defined
by State and Federa regulations. (CMS)

Maintain fiscal accountability for monies received from external sources by managing a
lockbox process.

Improve funds management viainterfaces with the South Carolina Enterprise Information
System (SCIES).

Automate reconciliation of retrospective cost settlements and other similar cost
adjustments for providers, as applicable.
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e Calculate and manage Federal, State, and County shares of financial transactionsin away
that supports, but does not duplicate, the State’ s accounting systems.

e Manage data gathering and reporting activities needed to meet IRS and SC DOR
regulations.

e Analyze Medicaid program costs and trends to predict impact of policy changes on
programs.

e Meet dl other Federal Reporting Requirements. (CMS)

¢ Improve the efficiency and accuracy of Federal reporting by automatically generating the
CMS 64 report.

e Automate the hospital cost reporting process.

e Provide efficient and timely identification and maintenance of Third Party Liability
(TPL) resources. (CMYS)

e Obtain the maximum cost avoidance and reimbursement for Medicaid Beneficiaries
covered by other insurance. (CMS)

e Improve management of Health Insurance Premium Payment (HIPP) by expanding
outreach and maintaining relevant datain the replacement MMIS.

e Ensurethat TPL is ableto pursue claims against long-term care insurance policies.

11.5 Contractor and Business Relationship Management Operations Goals
e Improve DHHS access to contract information by imaging and electronically storing
contracts and contractor files.
e Improve and centralize reporting on contractor performance.

e Improve security, accuracy, and timeliness of data interfaces by applying rigorous
management processes with respect to data sources for and consumers of MMIS data.

11.6 Common Services Management Goals
The State has not yet developed these goals.

11.7 Program I ntegrity Operations Goals
Note that these capabilities are not currently in scope of the program.

e Support analysis of and provide reports for fraud and abuse analysis and investigations.
(CMS)

e Improve delivery of health care services and the integrity of the Medicaid program by
reducing the waste, fraud, and abuse through analysis of Beneficiary utilization. (CMS)

e Improveddivery of health care services and the integrity of the Medicaid program by
reducing waste, fraud, and abuse through analysis of provider performance. (CMS)

e Identify and analyze program trends and directions in provider, Beneficiary, and service
utilization and expenditure patterns. (CMS)

e Reduce Pl administrative effort and improve Pl case management by better automating
case management activities.

e Reduce fraud, waste, and abuse via "low tech" methods such as the broader use of lock-in
programs and an improved PI referral intake process.
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Support provider, group, and recipient profiling.

Support closed-loop feedback from Program Integrity findings and analyses to benefit
program management in order to improve the prevention of waste, fraud, and abuse
rather than merely detecting such problems only after payment.

Improve case management by recording reviews, queries, and history on a claim record.
Support tracking recovered funds by reflecting such recoveriesin the MMIS.

Improve the State’ s ability to detect fraud through automated computer learning
Support fraud analysis by being able to link any record/entity/object to any other
record/entity/object.

11.8 Decision Support Objectives

While decision support is not a business area, there are enterprise-wide objectives that will be
met by the decision support system. Note that these capabilities are not currently in scope of the
program.

Support improved analysis for decision making. (CMS)

Provide timely and effective reports for management planning and control. (CMYS)
Support better understanding and management of the Medicaid program by collecting
and organizing Medicaid-related data and making this data available in atimely and
effective manner. (CMYS)

Support establishing macro/microscopic norms and benchmarks and evaluate
performance against these (to include comparison to State and national norms and
benchmarks as well as provider and network comparisons)

Support benefit plan definition, refinement, and projections

Broaden usage of the decision support/business intelligence tools by providing
technical/operations solutions suitable for users with duties ranging from management to
technical specialists

Support cross-program analysis to evaluate comparative efficiencies and efficacies
Provide predictive modeling and forecasting tools to support the planning process
Assist strategic planning by allowing analysis of:

e Budget plans/budgetary constraints to include rate setting
e Citizen needs
e Resource dlocation

Provide tools to:

Analyze the business

Inform State leadership

Inform CM S and/or other Federal organizations

Inform the General Assembly

Inform the public and media

Answer “What if?” questions using ad hoc and canned reports

Display and highlight trends in key indicators
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e Support rich visualization methods (including graphing, map-based displays, etc.) to
improve users interpretation of query results

11.9 Hosting Operations Goals
The State has not yet devel oped these goals.

11.10 Other/Common Goals
These goals cross business areas:

e Referencedata:

Comply with HIPAA requirements. (CMS)

Manage reference data to support claims processing, data to consist of proper
procedure, diagnosis, formulary and drug pricing codes, charge information, and
data that supports different payment methods (e.g. Outpatient Prospective
Payment System (OPPS), Diagnosis Related Group (DRG), etc), and other items
as needed by the State. (CMYS)
Rearchitect and simplify the management of reference data by improving
consistency, reducing redundancy, and taking an enterprise approach to reference

data change management

e Control accessto system and data. (CMYS)

e Protect the confidentiality and integrity of electronic Protected Health Information
(ePHI). Monitor system activity and act on security incidents. (CMS)

e Support individual rights specified in the HIPAA Privacy regulations. (CMYS)

e Improve efficiency and reduce the likelihood of errorsin changing rates and reference

information by automating data loading processes.

e Improve consistency and completeness by documenting and maintaining program
information and processes.

12 Key Risks, Issues, and Opportunities

Table 12-1 lists some of the key risks, issues, and opportunities on the Replacement MMIS
programs along with additional notes. The MITA Project team has attempted to be very
straightforward in identifying these risks, and it believes that the first step in managing risksisto
be thorough and redlistic in identifying potential risks.

R,\? L?Trg:;e Description Notes
Opportunities
The State may be able to achieve a greater
1 number of MITA goals becauseit is
pursuing those goals more aggressively
than most other states.
2 The State may enable other states to pursue | Intra-state or inter-state reuse must be
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Reference
Number

Description

Notes

vendor-agnostic SOA systems becauseit is
emphasizing multi-state reuse in its
strategy.

proactively pursued because reuse
rarely happens efficiently by accident.

The program may be able to deliver
needed capabilities sooner to the users
because of pursuing an incremental
devel opment strategy.

The State may be able to implement its
health insurance exchange better and with
less effort because a new Member
Management capability built on a SOA
foundation will more easily integrate with
the needed capabilities of the exchange.

Risks

The State may fail to manage the program
effectively because it may be more
difficult than expected and because thereis
little precedent for this type of strategy.

Thisisthe most significant risk on the
program. The number of unknowns on
this program is larger than normal.

The State may miss key requirements for
common services and related integration
duties because it solicits proposals and
awards a Common Services Management
contract in advance of completing the
business requirements analysis.

The State may be unable to manage the
complexity of an incrementally-devel oped,
multi-vendor, SOA solution due to the
challenges in partitioning functionality
appropriately and the vendor challenges of
designing service compositionsin the
context of an incomplete system design.

Thomeas Erl states that the irony of
building a SOA-based system is that
to achieve the godl of agility, you
must pursue a counter-agile initial
strategy to ensure that the architecture
and design are solid.®

The State may fail to attract the best
vendors to submit proposal's because they
do not have faith in its acquisition strategy
or because they do not have the belief that
the State will view them as competitive,
responsible bidders.

The MITA Project team intends that
early publication of thisacquisition
strategy and modification of the
strategy based on external feedback
will mitigate much of thisrisk.

Planning for and conducting end-to-end

® SOA: Principles of Service Design, Thomas Erl, Prentice-Hall, 2008, p. 87
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Reference
Number

Description

Notes

testing with high coverage may be very

challenging because of the multi-vendor
environment where no single vendor is

responsible for the entire system.

The program may have difficulty
maintaining suitable test environments
because different vendors will bein
different life-cycle phases throughout most
of DDI.

The development process may have
unpredictable and unrepeatable bugs due to
an inadequate multi-vendor configuration
management process and the difficulty for
one vendor to discover configuration
changes to software or hardware made by
another vendor.

Vendors may not fully cooperate with each
other because they do not trust that other
vendors will protect their intellectual
property and because they believe that they
must still compete with each other for
future work.

The State plansto use ACAs and
[imits on multiple contracts to help
address this risk.

The program may not accurately and
adequately capture the to-be business
architecture/requirements because of a
shortage of business unit staff.

The financia crisis and systemic
hiring difficulties for certain skill sets
have resulted in numerous agency
vacancies.

10

The State may have to create a non-
standard type of incentive contract because
the State and/or vendors cannot adequately
manage Federal-type cost reimbursement
contracts.

11

The program may not be able to
adequately respond to recent and future
changes in healthcare legislation during
DDI because the rate of change is so high.

12

The State may have substantially under-
estimated cost and schedule for this
program because there are few, if any,
anal ogous past programs to use for
comparison.

Issues

1

| The State will be unable to complete
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Reference

Number Description Notes

pertinent portions of the Replacement
MMIS intimeto avoid the need to modify
the legacy systems for ASC X12 5010 and
ICD-10 because there is not enough time
to execute the planned strategy by the
required dates.

The program will likely require some
redesigns throughout DDI because of the
2 rapidly changing requirements and
solutions for HIT and healthcare reform
legislation.

Table 12-1. Initial Opportunity, Risk, and Issue Assesment

13 Market Research

The MITA Project team plansto use the following techniques to aid in market research prior to
publishing solicitations and during DDI:

e Web searches. The ubiquity of product and service information on the Internet can
rapidly accelerate market research.

Responses to Requests for Information.

Vendor presentations and demonstrations.

MITA Project team use of demonstration products (trial versions, sandbox versions, etc.).
Other interactions with vendors via conferences, public demonstrations etc.

Trusted sources of non-vendor information such as other states, Federal agencies, non-
aligned consulting vendors, paid research services, etc.

e Current knowledge of MITA Project team members
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Common Services - Roles and Responsibilities

CSM vendor = Common Services Management vendor

Assumptions;
1. Unless otherwise indicated;

a. duties and responsibilities span DDI and Operation phases

b. where “Services” are referenced, it will include data, business, and technical services collectively

c. The Call Center/IVR technical functions are for the new MMIS system only, and are not a full telephony solution for the entire agency

d. The Data Center Hosting entity will perform and/or provide the following for hardware infrastructure
Infrastructure
e e |nstallation and setup of hardware for integrated test and production environments
e ¢ High availability network configuration
e ¢ High availability hardware configuration
Security
e o Physically secure data center
e Networking security (routers, firewalls, intrusion detection)
e e Single sign-on infrastructure for MMIS
Disaster Recovery
e e Backup and recovery services
e e Disaster recovery site (2nd site)

August 11, 2010 DRAFT - Common Services



DRAFT

Common Services Technologies
Description of features and capabilities

Duties and deliverables for Common
Services Management Vendor

Duties and deliverables for State Team

Duties and deliverables for business
area vendors

1. Electronic Document Management System (include fax
and workflow)

The EDMS will be used to track and store electronic

documents and/or images of paper documents.

Features should include;

Document Capture, to include both character
recognition and image

Storage

Versioning

Workflow — rules based

Metadata — keyword, date received, etc
Integration with other applications

Security (to include encryption)

Indexing

Retrieval and search — partial, full-text, unique ID
Collaboration — allow multiple users to markup at the
same time

Publishing - in a format not easily altered without a
specific knowledge or tools, but is read-only or
portable

Design, Development, Implementation
e Develop schedule for installation and
deployment of EDMS product(s)

e Install and configure hardware and
software

DDI and Operations

e Maintain compatibility with
established project document and
image file types

e Provide training and technical support
to state team and other vendors on
usage of EDMS

Operations

e Provide proper handling and secure
storage of source documents

e Approve deployment schedule

e Establish document and image type
standards (structured and
unstructured)

e Define the MMIS requirements for
business and technical process
functions to be performed by the
EDMS

e Define the sub-project’s EDMS
needs of EDMS

e Coordinate with CSM vendor to
design, develop, test, and
implement the interface
mechanism/service to connect the
sub-project system to the EDMS
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Common Services Technologies
Description of features and capabilities

Duties and deliverables for Common
Services Management Vendor

Duties and deliverables for State Team

Duties and deliverables for business
area vendors

2. Business Process Management System/Suite

Supports the design, modeling, execution, monitoring, and
optimization phases of the BPM lifecycle. Product
components to include;

Process Engine — for modeling and executing
process-based applications, including business rules
Business Analytics — to identify business issues,
trends, and opportunities, including reports and
dashboards

Content Management — for storing and securing
documents, images, and other files (related to
business process)

Collaboration Tools — discussion forums, dynamic
workspaces, and message boards *

BPEL generation

Version control and management

*Need to research what collaboration tools are included in
available BPMS’s

Develop schedule for installation and
deployment of BPMS product(s)
Install and configure hardware and
software

Utilize the BPMS to develop and
document design details, and generate
BPEL code, associated with the
business processes associated with
the “common services”

Perform modifications to generated
BPEL (after receiving approval from
State)

Provide training and technical support
to state and other vendor personnel
on the use of the BPMS

e Approve deployment schedule
e Define analytics and reporting

parameters

e Identify process flows and sources of

information for content
management and workflow

e Approve vendor requests to modify

generated BPEL when necessary

e Utilize the BPMS to develop and
document design details, and
generate BPEL code, associated with
the sub-project’s defined business
processes.

e Perform modifications to generated
BPEL (after receiving approval from
State)

3. Business Rules Management System

Provides the ability to: register, define, classify, and manage
all the rules, verify consistency of rules definitions, define the
relationships between different rules, and relate rules to IT
applications that are affected or need to enforce one or more
of the rules

Develop schedule for installation and
deployment of BRMS product(s)
Install and configure hardware and
software

Provide training and technical support
to state and other vendor personnel
on the use of the BRMS

e Approve deployment schedule

e Define business roles conditions and
events (including error thresholds)

e Validate that business rules are
working properly

o Utilize the BRMS to develop and
modify software and documentation
artifacts associated with the
business rules within a given
business area.
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Common Services Technologies
Description of features and capabilities

Duties and deliverables for Common
Services Management Vendor

Duties and deliverables for State Team

Duties and deliverables for business
area vendors

4. Enterprise Service Bus

A software architecture construct which provides services for
complex architectures via an event-driven and standards-
based messaging-engine (the bus), supports the following
functions;
e Invocation - for synchronous and asynchronous
transport protocols, service mapping
e Routing - addressability, static/deterministic routing,
content-based, policy-based, and rules-based routing
e Mediation- adapters, protocol transformation, service

mapping
e Messaging — message processing, transformation, and
enhancement

e Security — encryption and signing

e Transaction management

e Monitoring, logging, audit, etc.

e general agnosticism to operating-systems and
programming-languages

e general use of XML as standard communication
language

e support for web-services standards

e support for various Message Exchange Patterns

e adapters to support integration with external systems

e astandardized security-model to authorize,
authenticate and audit use of the ESB

e transformation of data formats and values, including
transformation services

e Develop schedule for installation and
deployment of ESB product(s)

e Develop the orchestration for multi-
vendor development as a standards-
based mechanism that defines how
web services will work together,
including business logic, sequencing,
exception handling, process
decomposition, and service and process
reuse (applies to external systems)

e Develop the choreography as an
agreed-upon model for interactions
that may consist of a series of
orchestrations.

e Evaluate new service requests for
potential duplication or possible reuse

e Install and configure hardware and
software

e Provide training and technical support
to state and other vendor personnel on
the use of the ESB

e Approve deployment schedule
e Approve vendor requests for service

orchestration

e Approve vendor requests for new

services

e Provide Configuration, guidance,
consultation and documentation for
Services installation and
maintenance

e Provide expertise to include
guidance and direction for business
rules, Workflow, Design, Build and
technology nuances associated with
the services

e Provide expert guidance and
support in a production support
scenario as called upon

e Provide Services knowledge transfer
to Common Services Vendor and
hosting agency
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Common Services Technologies
Description of features and capabilities

Duties and deliverables for Common
Services Management Vendor

Duties and deliverables for State Team

Duties and deliverables for business
area vendors

5. Call Center Technology with Interactive Voice Response

Call center technology to support;

Speech recognition

Automatic call distribution

Interactive voice response

Call recording and linking to database records
Text mining

Skills based routing

Knowledge base

Possible CRM functions

e Develop schedule for installation and
deployment of ESB product(s)

e Provide multiple language support for
recorded messages

e Implement State defined routing and
escalation rules

e Install and configure hardware and
software

e Provide training and technical support
to state and other vendor personnel
on the use of the call center
technology

e Approve deployment schedule

e I|dentify language requirements

e Define high-level routing and
escalation policies for the Call Center
and the IVR

e Provide scripts and work flow to
support the functions of the IVR
related to a business processes
applicable to that vendor’s process

group

6. EDI Translator

Functions to support include;

Transaction Management

Data Validation

Transaction Repository

Adherence to standards (HIPAA X12, 5010)

o Develop schedule for installation and
deployment of translator product

e Maintain support for all applicable
HIPAA transaction types

e Configure transaction editing in
accordance with established State
policies

e Install and configure hardware and
software

e Provide training and technical support
to state and other vendor personnel
on the use of the call center
technology

e Approve deployment schedule

e Establish edit criteria for each
transaction type

e Define mapping sets

e Process the data received on
transactions process by the EDI
Translator associated with the
business processes applicable to that
vendor’s process group.
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Common Services Technologies
Description of features and capabilities

Duties and deliverables for Common
Services Management Vendor

Duties and deliverables for State Team

Duties and deliverables for business
area vendors

7. Data Management Tools
Functions to support include:

Data Governance
e Preparation of as-is assessment and
classification (guided) of DG maturity level
e Creation of to-be performance metrics
e Performance monitoring (outlier detection,
pattern analysis)
e Results reporting via electronic dash-board
(data visualization)
e Tracking of over-due actions
Data Discovery
e Create metadata asset inventory
e Conduct metadata analysis (locate, extract,
identify and classify relationships, define data
anomalies, inventory and catalog metadata,
create metadata repository)
e Provide data anomaly resolution
recommendations

e Develop schedule for installation and
deployment of data management
product(s)

e Install and configure hardware and
software

e Provide training and technical support
to state and other vendor personnel
on the use of the data management
tools

Data Governance
e Comply with state data governance
policies and procedures
e Maintain common services data
governance performance metric
data
e  Publish common services data
governance performance reports
Data Discovery
e Comply with data artifact design
guidelines common services

e Approve deployment schedule
e Define training and technical
support requirements

Data Governance

e Document as-is state and
assessment (maturity model)

e  Publish Charter

e Publish To-be Data Governance
Policy

Data Discovery

e Create data artifact design
guidelines

e Establish data anomaly
standards and resolution
business rules

e Define requirements for
inventory locations, metadata
requirements, and formats for
data asset repository

e Determine data assurance
quality standards

e Approve data anomaly
remediation recommendations

e Document data
conversion/translation and
migration needs

Data Governance
e Comply with state data
governance policies and
procedures
e Maintain business area data
governance performance metric
data
e Publish business area data
governance performance
reports
Data Discovery
e Comply with data artifact design
guidelines in business area
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Common Services Technologies
Description of features and capabilities

Duties and deliverables for Common
Services Management Vendor

Duties and deliverables for State Team

Duties and deliverables for business
area vendors

8. High Volume Print Technology

Technology to provide print services to include:
e Color printing
e 2-sided printing

e Sorting
e Collating
e Binding

e Transportation to Mail Room

e Develop schedule for installation and
deployment of printing product(s)

e Install and configure hardware and
software

e Provide training and technical support
to state and other vendor personnel
on the use of printing technologies

e Define print standard and service
configurations for development teams
(part of development approach?)

e Approve deployment plan
e Define thresholds for high volume
printing and where performed

e Configure applications to utilize print

standard configurations

9. Email & Calendaring

For program efforts, not the entire agency

e Develop schedule for installation and
deployment of email/calendar

product(s)

e |Install and configure hardware and
software

e Provide application administration
support

e Provide training and technical support
to state and other vendor personnel
on email and calendar tools

e Approve deployment schedule
e Establish project standards and
usage for email and calendar

e Utilize email and calendar
applications based on project
standards and guidelines

10. GIS (Geographic Information System)

Further definition needed here to match technologies with
needs.

e Develop schedule for installation and
deployment of GIS product(s)

e Install and configure hardware and
software

e Provide application administration
support

e Provide training and technical support
to state and other vendor personnel
on GIS application

o Perform upgrades to geospatial maps
and locations when released

e Install and configure hardware and
software

e Approve deployment schedule

e Define where GIS information is
applicable to the MMIS business
processes

e Utilize GIS, as necessary, to meet
business area requirements
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Common Services Technologies
Description of features and capabilities

Duties and deliverables for Common
Services Management Vendor

Duties and deliverables for State Team

Duties and deliverables for business
area vendors

11. Medicaid Portal

All users (internal and external) and customers will use one
Medicaid portal to access applications and information.
Portal technology should include;
e Search engine
e Access control and procedures for multiple
applications and databases
e Support for established standards

o Develop schedule for installation and
deployment of portal product(s)

e Install and configure hardware and
software

e Provide application administration
support

e Provide training and technical support
to state and other vendor personnel
on portal technologies

e Develop and maintain portal content

e Approve deployment schedule

e Establish browser standards and
support requirements

e Approve portal content

e Develop the applications related
that a given process group to
support the external portal

12. Customer Relationship Management system (MITA
business relationship and contractor relationship)

o Develop schedule for installation and
deployment of CRM products

e Install and configure hardware and
software

e Provide application administration
support

e Provide training and technical support
to state and other vendor personnel
on CRM products

e Perform customization of selected
CRM software in accordance with
approved design modifications

e Approve deployment schedule

e Identify modifications to vendor-
supplied software necessary to
meet business requirements

e Define business requirements
where CRM could be leveraged

e Utilize the CRM tool to develop and

maintain applications where
applicable to a vendor’s assigned
business processes.
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Common Services Technologies
Description of features and capabilities

Duties and deliverables for Common
Services Management Vendor

Duties and deliverables for State Team

Duties and deliverables for business
area vendors

13. Testing Tool(s)

Will include;
e System test
e Integration test
o Regressing test
e Loadtest
e Acceptance test

e Develop schedule for installation and
deployment of testing products

e Install and configure hardware and
software

e Provide application administration
support

e Provide training and technical support
to state and other vendor personnel
on testing products

e Use common testing tool during
system, integration, and user
acceptance testing

e Approve deployment schedule
e Define requirements for testing
e Define test scenarios

e Use common testing tool during
system, integration, and user
acceptance testing

14. Graphical User Interface Development

Functions include;
e Common screen navigation (radio buttons, drop-
down list, checkboxes, etc)
e Support for multimedia
e Compatibility with established display device and ADA
standards

e Develop common GUI screens

e Integrate business area specific user
interfaces (developed by other
vendors) with the common GUI
functions

e Coordinate with SCDHHS and sub-
project vendors to resolve duplication
and/or gaps between screen functions

e Develop GUI for sub-project specific
processes
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Technical and Management Consulting Services

Duties and deliverables for Common
Services Management Vendor

Duties and deliverables for State Team

Duties and deliverables for business
area vendor

1. Technical Standards

Standards to include;

Configuration and deployment for all technologies
introduced

Technical service standard operations and procedures
for integration during DDI

Databases and servers

File and program naming standards

Development and methodology standards
Enterprise Architecture and SOA standards
Service boundaries

Service contract design

General systems engineering

Data communication

Security

Access and roles

GIS

501/508 ADA compliance

Graphical User Interface (GUI)

e Review established standards with .
State .

e Develop standards documentation

e Recommend changes where standards

conflict with established industry .
standards, or when other risks are
identified °

e Validate selected tool(s) against PMO-
established standards for compliance

Define and approve standards
Define quality assurance
procedures for evaluating
compliance to standards

Ensure all vendors adhere to
established technology standards
Provide governance over the
standards establishment and
maintenance process

Establish “look and feel” standards
for screens

Establish various types of display
device standards

Ensure all development is done in
accordance with established
standards

Recommend new standards and/or
modifications to existing standards
where appropriate
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Technical and Management Consulting Services

Duties and deliverables for Common
Services Management Vendor

Duties and deliverables for State Team

Duties and deliverables for business
area vendor

2. System Test Management

Includes;
e System/integration
e User acceptance
e Performance
e Regression

Alternatives;

A. CSM vendor and state team develop overall strategy
and plan, while separate testing vendor conducts
tests

B. CSM vendor develops strategy and plan, and
performs all testing (state team approves plan)

C. CSM vendor and state team develop strategy and
perform testing

D. Separate testing vendor develops strategy and
performs all testing

E. Some other combination of responsibilities divided
between CSM vendor, State, and separate testing
vendor

Depending on alternative selected

Example, Alternative “A”:

Develop overall test strategy and plan
for multi-vendor development scenario
to include regression, system,
integration, load and user acceptance
testing

Develop system test scenarios, test
cases, and test scripts

Coordinate integration testing between
vendors

Generate reports of test results and
submit to PMO for approval

Support User Acceptance Testing

Test conversion processes (Extract and
Transform in conjunction with State &
Clemson, Load in conjunction with
other vendors) in all test
environments

Depending on alternative selected
Example, Alternative “A”:

e Approve test strategy

e Approve test plans

e Provide quality assurance for test
scenarios and test scripts when
executed

e Manage and execute user
acceptance testing

e Review and approve test results

e Establish entrance and exit criteria
for testing processes

Hosting agent (Clemson)

e Perform database fail-over, backup,
and recovery consistent with to-be
Data Governance Policy (CS) in test
environment

Depending on alternative selected
Example, Alternative “A”:

e Support testing as needed

11
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Technical and Management Consulting Services

Duties and deliverables for Common
Services Management Vendor

Duties and deliverables for State Team

Duties and deliverables for business
area vendor

Data Development

e Design and develop technical data architecture
components (models, dictionaries, matrixes, scripts,
procedures, and schemas)

e Create and configure development, test, and to-be
database platforms

e Process (extract, clean, transform, migrate), load,
development, test, and to-be production database
platforms

e Update as-is production database platform data

e I|dentify, troubleshoot and repair data process and load
defects in development, test and to-be production
database platforms

Data Development
e Create data development schedule for
common services
e Design and develop technical data
architecture components per design
standards for common services
e Perform data cleaning,
transformation/ conversion consistent
with to-be Data Governance Policy for
common services
e Create pre-defined reports (definition,
data-binding, testing) for common
services
e Provide ad-hoc report generation
capability for common services
e |dentify data anomalies during loading
and conversion for common services
and provide data anomaly remediation
recommendations in test environment
e Execute state approved data anomaly
remediation recommendations for
common services in test environment
e Propose methods/technologies to
satisfy data conversion/translation
and migration needs for common
services

Data Development

Approve data development schedule
Define technical data architecture
component design standards
Develop data cleaning,
transformation/conversation and
migration approach & strategy
Perform legacy data validation
(determine whether legacy data
meet standards) and identify data
cleansing/conversion opportunities
consistent with to-be Data
Governance Policy

Establish database tuning,
optimization, data process, load,
back-up and recovery procedures
Monitor data process, load, back-up
and recovery performance metrics
Approve data anomaly remediation
recommendations

Document data
conversion/translation and
migration needs

Confirm data process and load
defect resolution reports

Define data governance policy(s) for
data quality, conversion, loading and
migration — publish to-be Data
Governance Policy

Data Development

Create data development schedule for
business area

Design and develop technical data
architecture components per design
standards for business area

Perform data loading, cleaning,
transformation/ conversion and data
migration consistent with to-be Data
Governance Policy for business area
Create pre-defined reports (definition,
data-binding, testing) for business area
Provide ad-hoc report generation
capability for business area

Perform database fail-over, backup,
and recovery consistent with to-be
Data Governance Policy for business
area in test environment

Implement database performance
tuning and optimization actions
consistent with to-be Data Governance
Policy for business area in test
environment

Identify data anomalies during loading
and conversion for business area and
provide data anomaly remediation
recommendations in test environment
Execute state approved data anomaly
remediation recommendations
business area

Propose methods/technologies to
satisfy data conversion/translation and
migration needs for business area
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Technical and Management Consulting Services

Duties and deliverables for Common
Services Management Vendor

Duties and deliverables for State Team

Duties and deliverables for business
area vendor

4. Technology deployment and support

The Common Services vendor will perform
the following duties for the products they
provide:

e Deliver deployment plan for
development, Test, QA, and
production environments for the
technology

e Develop plan for how the technologies
will be utilized by the project team and
user community

e Provide knowledge transfer to the
State team and other vendors on
technologies used

e Implement procedures for security
and governance (developed by State)

e Provide maintenance and upgrades to
products based on SLA requirements
(as established by State)

e Perform backup, archival, and retrieval
in conformance with established
policies

e Perform system and user
administration duties to include
initiation, assignment of roles, and
access privileges.

e C(Create, test, and maintain services
(technical, business, and data) that are
applicable across multiple vendors

e Approve deployment and utilization
plans

e Ensure vendor deliverables are in
conformance with PMO standards
and guidelines

e Oversee and approve the
integration activities to ensure
compliance with SOA and Medicaid
EA architectures

e Establish key performance
indicators and evaluate progress
toward overall deployment plan
and integration activities

e Prepare and deliver accurate and
timely status and communication to
management and user community

e Establish policies for backup,
archival, and retrieval

e |dentify user roles and access
privileges for each user

e Define minimum requirements for
hardware and software
configuration

e Define training and technical
support needs for application
software tools

e Establish development and/or unit
test environments for products
they provide
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Technical and Management Consulting Services

Duties and deliverables for Common
Services Management Vendor

Duties and deliverables for State Team

Duties and deliverables for business
area vendor

5. Disaster Recovery & Business Continuation Plan, &
System Availability/Reliability

Could split these apart (hosting agent responsible for DR
and backup, while the State or CSM vendor would
responsible for coordinating the BC)

Develop and coordinate testing of plans for
the following with the Data Center Hosting
entity and the sub-project vendors:

e Backup, recovery, archival

e Availability

e Reliability

e Business continuity

e Disaster recovery

e Approve the DR and BC plans for
common services — incorporate into
strategy for overall enterprise DR/BC
plan

e Establish and develop list of
requirements

e Incorporate requirements into SLA

e Schedule annual disaster recovery
exercise

e Assess results of the disaster
recovery exercise

e Establish standards and policies for
DR & business continuity and backup

e Provide plans and procedures for
files and information critical to
maintain the system with minimal to
none disruption due to outage

e Provide plans and procedure for
specific business process area
backup and recovery

e Provide best practice guidance for
High Availability, load balancing and
scalability

6. Integration with other vendor provided services

e Coordinate integrated testing with
vendors and hosting agent (Data Center)

e Implement architectural designs as
business services

e Coordinate and communicate with other
vendors the integration between the
service components during
implementation phases

e Consolidate bug reports into a project-
wide report

e Manage and resolve post-deployment
issues, escalate when needed

e Develop and maintain contingency plans

e Approve and manage development,
implementation, and integration
plans

e Oversee development and
integration work among multiple
vendors

e Monitor progress

e Resolve escalation issues

e Schedule and manage maintenance
windows and activities

e Monitor and generate reports for
tasks and issues/problems

e Approve contingency plans

e Monitor, report, and track progress
on tasks and issues/problems

e Coordinate with CSM vendor to
integrate sub-project application(s)
to the Common Service technologies
(EDMS, ESB, Etc.)

e Implement architectural designs as
business services

e Manage and resolve post-
deployment issues, escalate when
needed

e Develop and maintain contingency
plans
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Technical and Management Consulting Services

Duties and deliverables for Common
Services Management Vendor

Duties and deliverables for State Team

Duties and deliverables for business
area vendor

7. Release Management

For software releases associated with the
technologies provided by the CSM Vendor:

e Develop and distribute release notes

e Manage source and configuration
version control

e Maintain release inventory
documentation

e Manage components in the release
package

e Release communication

e Execute deployment preparation tasks
(meetings, communications, signoffs)

e Develop and manage backout strategies
and contingencies

e Administer deployment problems

e Manage the release plan, schedule,
and calendar

e Approve release inventory report

e Obtain signatures to approve
releases

For software releases associated with
the technologies provided by the
business area vendor(s):

e Manage source and configuration
version control

e Manage components in the release
package

e Develop and manage backout
strategies and contingencies

e Administer deployment problems

8. Governance

e Identify risks and issues associated with
the technologies supplied by the sub-
project Vendors

e Follow established governance
procedures

e Participate in Change Control process

e Identify risks and issues associated with
the technologies supplied by the CSM
vendor

Define governance policies and
procedures to include:

e Problem resolution

e Escalation routing

e Change Control (things that will
impact scope, schedule, or cost)

e Boards of review

e Performs leadership function on
governance boards

e Release management

e Data management

e Service management

e Identify risks and issues associated
with the technologies supplied by
the CSM vendor

e Follow established governance
procedures

e Participate in Change Control
process

e |dentify risks and issues associated
with the technologies supplied by
the business area vendors
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Technical and Management Consulting Services

Duties and deliverables for Common
Services Management Vendor

Duties and deliverables for State Team

Duties and deliverables for business
area vendor

9. Training Support

e Implement and Maintain a Learning
Management System to include;
0 Management of other vendors

training modules

Online training

User registration

Self-helps

Online evaluations

e Create and maintain training library

e Support post-deploy user help triage

e Ensure 501 compliance (disabilities
training setup)

e Create bi-lingual training development
materials

e Conduct training and QA on LMS

O O 0O

e Establish and maintain training
standards

e Develop and maintain training
calendar and schedule

e Maintain skills inventories

e Develop and maintain skill mastery
criteria

e Conduct new hire orientation

e Conduct annual compliance training

e Develop, conduct, and maintain
training evaluations

e Provide and maintain training-in-a-
box (equipment for training —
laptops, projector, network box,
environments, etc)

e Create and maintain training library

e Support post-deploy user help triage

e Ensure 501 compliance (disabilities
training setup)

e Create bi-lingual training
development materials

10. Training Development

e Maintain and develop training audio
and video

e C(Create instructional content
(Captivate, HTML, development)

e Print/burn training needs

e Conduct train-the-trainer sessions

e Create graphical art

e Provide technical writing — system help
file development

e Conduct training QA

e Select train-the-trainers training
recipients

e Conduct user training

e Maintain and develop training audio
and video

e Create instructional content
(Captivate, HTML, development)

e Print/burn training needs

e Conduct train-the-trainer sessions

e Create graphical art

e Provide technical writing — system
help file development
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Technical and Management Consulting Services

Duties and deliverables for Common
Services Management Vendor

Duties and deliverables for State Team

Duties and deliverables for business
area vendor

11. Project Mgmt

e Submit project plans and updatesto SC | e
State Team .

Coordinate creation of project plans
Maintain and monitor project plans
Create WBS (internal)

Conduct Project Server
administration

Conduct Sharepoint administration
Produce project reports and metrics
Disseminate Communications
Process change requests

Maintain PMO structure and
processes

Provide project oversight and
administration

Ensure compliance with certification
checklists

Maintain RACI matrix

Obtain and archive signoffs at
various stages throughout lifecycle
Administer estimate management
Administer risk management
Provide work pipeline management
(new projects)

e Submit project plans and updates to

SC State Team

12. Enterprise Architecture

e Create and update required artifacts .

Perform ongoing Governance of the
Enterprise Architecture

Establish policies for creation and
maintenance of artifacts

Create Architectural Designs

e Create and update required artifacts

related to the business area
processes

13. Technical Support (during DDI)

Tech support for common service software and hardware that
was installed and configured by the CS vendor

e Provide technical support during DDI .
e Capture and report adherence to

support requirements

Establish performance requirements
for support during DDI

e N/A
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Technical and Management Consulting Services

Duties and deliverables for Common
Services Management Vendor

Duties and deliverables for State Team

Duties and deliverables for business
area vendor

15. Security

Data Center, Application, Infrastructure and Technical
Security

o Develop schedule for installation and
deployment of security products

e Install and configure hardware and
software

e Provide application administration
support

e Provide training and technical support
to state and other vendor personnel
on security products

e Design and develop triggering and
notification mechanisms for potential
data, infrastructure, or application
security breaches

e Provide additional layer of data
security for Protected Health
Information (PHI) passing through the
ESB

e Approve deployment schedule

e Define data, infrastructure, and
application security policies to
include encryption & decryption

e Provide product specific roles, rules
and policy documentation and
guidance

e Provide product guidance for
software adoption and best
practices

e Provide product documentation for
install, configure and tune the
software for optimum performance
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MMIS Business Operations Services (Post-Implementation)

Duties and deliverables for Common
Services Management Vendor

Duties and deliverables for State Team

Duties and deliverables for business
area vendor

1. Mailroom

Common mailroom function for the MMIS

Support incoming mail activities;
e Envelope opening
e Transportation of documents to the
EDMS for scanning

Support outbound mail activities;
e Envelope Stuffing/Sealing
e Addressing
e Packaging
e Postage

Capture and report performance in
accordance with established requirements

e Establish policies and performance
metrics
e Provide quality Assurance checks

e N/A

2. High-Volume Printing services

This is the operational process of high-volume printing
services for MMIS only (not agency)
Examples include:

e Letters to Members

e Provider Manuals

Produce large volume print runs, to
include:

e Color printing

e 2-sided printing

e Sorting
e Collating
e Binding

e Transportation to Mail Room

Capture and report performance in
accordance with established requirements

e Establish policies and performance
metrics
e Conduct quality assurance checks

e Adhere to policies and performance
matrixes

3. Call Center Operations

e Inbound call routing
e Interactive Voice Response
e (Call logging w/audio capture

e Staff and manage call center operations

e Capture and report performance in
accordance with established
requirements

e Establish policies and performance
metrics
e Conduct quality assurance checks

e Facilitate the technical support
routing rules and escalation
procedure and provide expert
guidance within their product
domain or services
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MMIS Business Operations Services (Post-Implementation)

Duties and deliverables for Common
Services Management Vendor

Duties and deliverables for State Team

Duties and deliverables for business
area vendor

4. Ongoing tech support
Operational support for software & hardware installed by
CSM vendor

e Staff, manage, and oversee incident
management and provide 1* and 2™
tier support.

e Capture and report performance in
accordance with established
requirements

e Establish policies and performance
metrics
e Conduct quality assurance checks

e N/A

5. Data support

¢ Maintain data design artifacts (models)

¢ Monitor and administer database platforms

¢ Monitor process, load, and update production database
platform data

¢ Update data support documentation (data dictionaries,
mapping documentation)

Data support

e Prepare technical and end-user support
requirements - Data Support Manual(s)
for common services in production
environment

Data support

e Document data administration and
end-user support roles and
responsibilities

e Define data support documentation
review procedures

Data support
e Prepare technical and end-user
support requirements - Data
Support Manual(s) for business
area in production environment
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1 MITA and the South Carolina Medicaid Enterprise

The South Carolina Department of Health and Human Services (SCDHHS) recognizes the need for
the Medicaid Information Technology Architecture (MITA) initiative in modernizing the current
Medicaid Enterprise. Through the State Self-Assessment (SS-A) process we have come to better
understand our state’s goals, advantages and challenges, and to articulate how they line up with
CMS’ vision for the future Medicaid Enterprise.

We are completing this SS-A report at a critical time: as we move forward with the MITA project,
we are also working to implement key health information technology (HIT) provisions of the
American Recovery and Reinvestment Act of 2009 (ARRA). These provisions are intended to
promote health care quality and health information exchange through the use of certified
electronic health record (EHR) technology. They have major consequences for the development
of the Medicaid Enterprise:

e SCDHHS is the agency tasked with promoting, measuring and rewarding meaningful use
of HIT for the state of South Carolina. The future Medicaid Enterprise must facilitate the
measuring, tracking and reporting of meaningful use and the distribution of entitlement
payments to meaningful users —and it must do so soon.

e Use of a statewide Health Information Exchange (HIE) will promote sharing of health
care information and improvement of health outcomes throughout our state. South
Carolina plans to scale up an existing HIE for statewide use. The future Medicaid
Enterprise must make optimal use of this data exchange.

MITA and ARRA are thus highly interdependent. MITA emphasizes the role of technology in
improving health outcomes, and ARRA lays out a few key routes for that transformation.

Section 6 of this report articulates in detail the agency’s executive goals for Medicaid. Other
sections of the report detail our specific recommendations for improving and automating
business processes. These results can be summarized briefly as follows:

o We have identified manual processes that can be improved through automation.
Automated processes will in some cases be more effective and cost-efficient; in other
cases, they will provide better service to providers, beneficiaries, or other stakeholders.
Better service produces better health outcomes.

e We have identified some agency-internal business processes that can be standardized
and streamlined. A more efficient agency can better serve the Medicaid community.

e We have identified system interfaces and software applications that should be pulled
into the Medicaid Enterprise system in order to provide more security, better data
access, and more interoperability between systems.

Some key priorities for the Medicaid Enterprise transformation are:

e Real-time adjudication of claims
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e Enhanced screening and credentialing of enrolling and enrolled providers

e Better, faster, more accurate communication with beneficiaries, providers, and other
stakeholders

e Empowering beneficiaries by providing them more access to provider and health
information

e laying the groundwork for a future all-health-services enterprise through participation
with other state health agencies

The shared underlying goal of all these priorities is the improvement of health outcomes for
South Carolinians.

In short, through the MITA transformation, we will use technology to improve the way we do
business and serve our state. This report assesses where we are and begins to address how we
will get there.

1.1. SS-A Approach
To carry out the MITA SS-A, SCDHHS formed a team within its Bureau of Federal Contracts to
document business processes, systems, and interface details and to gather “wish list items” for
help in developing agency goals.

The SCDHHS team also documented the Medicaid Management Information System (MMIS) and
the Medicaid Eligibility Determination System (MEDS) interfaces, software, and other technical
applications that will be brought into the Medicaid Enterprise system.

A team of analysts at Clemson University mapped business processes, documented interfaces,
and provided technical knowledge.

The results of these teams’ efforts were then presented to SCDHHS executive staff. This
document will guide the agency in developing the future Medicaid Enterprise.

1.2. Report Structure

Section 2 discusses the agency’s current mission and goals, followed by an overview of the
organization, services, scope, and history of the Medicaid program in South Carolina.

Section 3 is the Business Process Assessment. It explains the methodology used to analyze
business processes and provides thorough narrative documentation of each business
process. Each business process also includes discussion of “wish list” items. This section also
briefly outlines for each business area the high-level current state and future goals.

Section 4 is the Infrastructure Assessment. It contains detailed documentation of all the data
interfaces of the MMIS and MEDS, as well as software applications and other technical tools
that SCDHHS hopes to pull in to the future Medicaid Enterprise system.
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Section 5 contains the Technical Capabilities Assessment. It presents the MITA Technical
Capability Matrix (TCM) and explains its role in the MITA Framework and how SCDHHS and its
vendors will use it to design and implement better Medicaid systems.

Section 6, Preliminary Plans, contains Template 3, which charts our “As Is” and “To Be”
capabilities and analyzes the current levels of maturity of each process as compared to the MITA
maturity levels. Template 3 also contains a Gap Analysis. The remainder of the chapteris a
discussion of the goals and future state of the Medicaid Enterprise.

Supplementary materials attached to this report provide other data gathered during the “As Is”
analysis. Even more information, such as record layouts and reports, is housed in our shared
project repository.
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2 Agency Overview

2.1. South Carolina Department of Health and Human Services: Mission, Goals, Values

2.1.1. Mission and Vision

The mission of SCDHHS is to manage the Medicaid program to provide the best healthcare value
for South Carolinians.

The Department fulfills its mission by planning, setting policy, pursuing resources, developing
programs, building partnerships, providing program oversight, and ensuring fiscal accountability
to promote an accessible system of quality health and human services.

2.1.2. Agency Goals

e Provide a benefit plan that improves member health and is consumer driven.
e Provide a credible eligibility process.
e Provide value-added administrative support.

2.1.3. Values: Serve

° §ervice We are dedicated to service; we will place others first.

° Excellence We are committed to constant improvement and will persevere in
achieving quality with efficiency.

° Besponse We will be alert and react quickly to the needs of those we serve; we
embrace opportunities to improve our processes.

° Malue We will ensure that all of our decisions and actions will be measured by
the value they return; we guarantee honest and open measurement of
outcomes.

° Everyone We are a team; every employee is involved in our success; we believe in

servant leadership and empowering employees to solve customer
problems; as a team we will encourage and hold each other
accountable.

2.2. South Carolina Medicaid Program Overview

Healthy Connections (Medicaid) is South Carolina's grant-in-aid program by which the federal
and state governments share the cost of providing medical care for needy persons who have
low income. Title XIX of the Social Security Act, signed into law on July 30, 1965, authorized the
Medicaid program; South Carolina began participation in Medicaid in July 1968.

SCDHHS is the single state agency designated to administer the South Carolina Medicaid
program in compliance with state and federal laws and regulations and the South Carolina State
Plan.
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2.2.1.

South Carolina MMIS and MEDS

South Carolina’s MMIS is unique in CMS Region IV in that it is a state-run system. Clemson
University, a state university, through a contract with SCDHHS provides the system hardware,
software, and staff to support the MMIS.

The MMIS system was developed as a project between the South Carolina Department of Social
Services (SCDSS) and Clemson University in the late nineteen seventies with some help with
requirements through a request for proposal (RFP) with Touche Ross consultants and utilizing
some concepts from Minnesota’s MMIS. It was developed on Clemson’s mainframe using
COBOL and Assembler programming languages, Cullinane’s IDMS database management
system, and a proprietary online system. In 1981 it achieved federal certification — the first
federally certified database oriented MMIS. In the late 1980s, the proprietary online system was
replaced with CA-ADS/O.

Over time, SCDHHS has undertaken projects to enhance the functionality of the MMIS and to
meet certain external and mandatory requirements.

Today the MMIS, in addition to the mainframe, also includes a real-time Eligibility Verification
System (MEVS) developed by Clemson in 2001 using the X12 270/271 transactions. In 2003, as
part of the HIPAA remediation done under a contract with EDS, an Electronic Data Interchange
(EDI) component for handling HIPAA X12 transactions to/from trading partners and a web
application providing claims data entry/submission and eligibility inquiry were added. Claim
status inquiry was added to the web application in 2005.

The MMIS also includes new interfaces to contractor-supplied systems that replaced paper-
based or other manual processes (see interfaces section).

MMIS has seven core subsystems: Recipient, Provider, Reference, Claims Processing, Payment,
Management and Administrative Reporting (MARS), and Third Party Liability (TPL). The MMIS
has evolved in response to state and federal programs and the overall health care environment.

Through the MMIS, SCDHHS can enroll providers, adjudicate claims, pay providers, report costs
and utilization, and enroll recipients in special programs. Providers can verify Medicaid eligibility
24 x 7 and inquire on the status of their claims.

The MEDS system is also managed, operated, and maintained through a contract with Clemson
University. The system houses Medicaid eligibility data. In 2002, Clemson replaced the twenty-
eight-year-old batch eligibility system operated by the SCDSS with a real-time and batch MEDS
system operating on the same mainframe as the MMIS. The database management system is
relational IDMS.

Using MEDS, eligibility workers throughout the state take applications from potential
beneficiaries and determine their eligibility based on financial and resource data, as well as
citizenship, identity, and several other criteria. MEDS interfaces with federal agencies (Social
Security Administration—SSA, CMS, Internal Revenue Service—IRS, etc.) and state agencies (SC
State Retirement System--SCSRS, Employment Security Commission—ESC, DSS, etc.) to verify
data and assist in determining eligibility. Eligible beneficiary information in MEDS is passed to
MMIS for use in claims processing and special Medicaid programs.
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2.2.2.

2.2.3.

2.2.4.

Medicaid Population

As of June 2009, 924,806 South Carolinians are enrolled in the Medicaid program, 22.2% of the
state’s population. The number includes 891,542 federally matched Medicaid members and
33,264 GAPS and Refugee/Entrants.

Medicaid beneficiaries are:

e Children=57%

e Non-Disabled Adults =21%
e Disabled Adults = 13%

e Elderly =9%

As of March 2009, 395,147 Medicaid beneficiaries were enrolled in regular fee-for-service
Medicaid — about 50%. Another 303,271, or 39%, were enrolled in a Medicaid Managed Care
Organization (MCO). The remaining 82,989, or 11%, were enrolled in the Medical Homes
Network (MHN), another managed care option.

Medicaid Coverage Groups

There are many categories of eligibility under South Carolina Medicaid. Not all coverage groups
are eligible for the same services; for example, Family Planning Waiver enrollees are eligible for
Family Planning services only. The general categories are:

Low Income Families (LIF)

Supplemental Security Income (SSI)

Qualified Medicare Beneficiaries (QMB)

Specified Low Income Medicare Beneficiaries (SLMBs)

Optional Coverage for (Pregnant) Women and Infants (OCWI)

Family Planning (FP) Waiver Services

Healthy Connections Plans for Children Under Age 19 (HCPC) - Ages 1-19
Home and Community-Based (Waiver) Services (HCBW)

Optional State Supplementation (OSS)

Children For Whom a State Adoption Assistance Agreement is in Effect
Children Under 21 With Special Living Arrangements (a foster home or a group home)
Aged, Blind and Disabled (ABD) Individuals

TEFRA (or Katie Beckett) Children

Working Disabled Individuals

Qualified Disabled and Working Individuals

Breast and Cervical Cancer Program (BCCP)

POZZCrASTIOMMON®®

Programs

South Carolina Healthy Connections provides traditional fee-for-service medical care coverage
for eligible individuals. The Medicaid program also provides services under several other
coverage options:
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2.24.1.

2.24.2.

2.243.

2.2.4.4.

Healthy Connections Choices—Medicaid Managed Care Organizations (MCOs)

The MCO program consists of contracted MCOs that, through a developed network of providers,
provide, at a minimum, all services outlined in the core benefit package described in the MCO
contract, for certain eligibility categories. An MCO must receive a Certificate of Authority from
the South Carolina Department of Insurance and must be licensed as a domestic insurer by the
State to render Medicaid managed care services. SCDHHS pays a capitated rate per member per
month, according to age, gender, and category of eligibility, to MCOs. Payments for core
services provided to MCO members are the responsibility of MCOs, not the fee-for-service
Medicaid program. MCOs may elect to provide expanded services that are outside of the core
benefit package to their members.

South Carolina contracts with an Enroliment Counselor to help beneficiaries select and enroll in
managed care plans.

Primary Care Case Management/Medical Homes Networks (PCCM or PCCM/MHN)

The MHN program is a Primary Care Case Management (PCCM) program. An MHN is composed
of a Care Coordination Services Organization (CSO) and the primary care providers (PCPs)
enrolled in that network. The CSO supports the member physicians by providing care
coordination, disease management, and data management. The PCPs manage the healthcare of
their patient members either by directly providing medically necessary health care services or
authorizing another provider to treat the beneficiary. The Network receives a per member per
month care coordination fee. Reimbursement for medical services provided is made on a fee-
for-service basis.

SC “Healthy Connections” Kids SCHIP

The children’s health program Healthy Connections Kids (HCK) is administered by MCOs only.

SCDHHS has formulated a capitated rate and contracts with MCOs to develop comprehensive

networks of providers to deliver services. All service provision is reimbursed to MCOs with the
exception of dental services, which are reimbursed using the fee-for-service system.

SC “Healthy Connections” Health Opportunity Account (HOA)

In May 2008, SCDHHS implemented the Health Opportunity Account (HOA), a Medicaid option
that allows beneficiaries to manage their own health care spending and set aside money to be
used when they no longer need Medicaid. The HOA participant is rewarded for staying healthy
and seeking preventive care. HOA is a five-year pilot program. A set amount of funds ($2,500 for
adults and $1,000 for children) is deposited in the HOA each year. As the participant receives
Medicaid covered services, the cost of the care is deducted from the account. Payments are
made directly to the Medicaid enrolled provider. Preventive care, such as an adult physical or
child's well care or immunization visit, is not deducted from the account. Participants are
required to pay an out-of-pocket deductible (5250 for adult and $100 for child), if they spend all
the money in their account before the end of the year, or they may disenroll from the HOA
program.
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2.2.45. Waivers

South Carolina Medicaid administers or co-administers several waivers to provide additional
products and services not covered under the State Plan to certain eligible individuals.

Head and Spinal Cord (HASCI) Waiver — In a joint effort, SCDHHS and the Department of
Disabilities and Special Needs (SCDDSN) provide a broad range of home and community-based
waiver services to Medicaid-eligible individuals with the most severe physical impairments
involving head and spinal cord injuries. HASCI Waivers are designed to help clients who would
otherwise require services in a nursing facility or ICF/MR to remain independent in the
community.

Mental Retardation/Related Disabilities (MR/RD) Waiver — In a cooperative effort, SCDHHS
and SCDDSN provide a broad range of special home and community-based waiver services to
Medicaid-eligible individuals with mental retardation or related disabilities to help them live in
the community rather than in an institution.

Mechanical Ventilator Dependent Waiver (VENT) — Under the VENT waiver, SCDHHS serves
Medicaid-eligible persons age 21 or older who are dependent on mechanical ventilation and
have long-term care needs.

HIV/AIDS Waiver — The Human Immunodeficiency Virus/Acquired Immune Deficiency Syndrome
(HIV/AIDS) Waiver is designed to serve Medicaid-eligible HIV/AIDS clients, regardless of age,
who choose to live at home but have long-term care needs and are at risk for hospitalization.

Pervasive Developmental Disorder (PDD) Waiver — The PDD waiver provides for early intensive
behavioral intervention services (EIBI) to children who have been diagnosed with a pervasive
developmental disorder, including autism and Asperger’s Syndrome and who meet the ICF-MR
level of care criteria. SCDDSN operates the waiver with administrative oversight from SCDHHS.

Children’s Personal Care Aide (PCA) Services — Children’s PCA services provide PC aide services
in the community to Medicaid-eligible children under 21 years of age who meet established
medical necessity criteria.

Community Choices (CC) Waiver — The CC waiver provides services for individuals who are
elderly and disabled and who otherwise would meet the criteria to enter nursing home care
under a special waiver.

Palmetto SeniorCare (PSC) Program — Palmetto SeniorCare (PSC) is a federal Medicaid and
Medicare capitated program serving clients in the greater Columbia area (Richland and
Lexington counties) who are age 55 or older, meet a nursing home level of care, and wish to
remain in the community.

Medically Fragile Children’s (MFC) Program —The MFC waiver provides services for children
who require private duty nursing, a personal care aide, and/or medical equipment or supplies
who meet the criteria based on medical complexity.

2.2.5. Providers
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As of August 2009, over 39,000 providers are enrolled in the South Carolina Medicaid program.
South Carolina Medicaid classifies providers according to the following provider types:

e 00 - Nursing Home

e 00— Community Residential Care Facility (CRCF) Program for Optional State
Supplementation (OSS)

e 01/02 - Inpatient/Outpatient Hospital

e 01— Residential Treatment Facility

e 10/20 - Private Mental Health Centers

e 10/90 — Alcohol & Other Drug Abuse Services

e 10/91—DDSN

e 10/92 — Continuum of Care for Emotionally Disturbed Children

e 15— Health Maintenance Organization

e 19/04 — Audiologist

e 19/06 — Nurse Midwife/Licensed Midwife

e 19/25 - Certified Registered Nurse Anesthetist/Anesthetist Assistant

e 19/82 — Psychologist (MR/RD Waiver Providers)

e 19/82 — Psychologist

e 19/84 — Speech Pathologists

e 19/85 — Occupational Therapist

e 19/86 — Nurse Practitioner, Clinical Nurse Specialist, Physician Assistant

e 19/87 — Physical Therapist

e 20— Physician

e 21— Group Physician

e 21/04, 84, 85,87 — Group Therapist

e 21/82 — Group Psychologist

e 22/04 —Speech & Hearing Clinics

e 22/21 —End State Renal Disease

e 22/51 — Department of Health and Environmental Control (DHEC) Clinics

e 22/50, 58,97 — Clinic Providers (Federally Qualified Health, Federally Funded Health, Rural
Health)

e 22/89 — Comprehensive Outpatient Rehabilitation Facilities (CORF)

e 22/89 — Commission of Accreditation of Rehabilitation Facilities (CARF)

e 22/93 — Ambulatory Surgery Centers

e 22/94 — Ambulatory Diabetes Patient Education Clinics

e 22/95— Developmental Rehabilitation Centers

e 22/95 —Infusion Centers

e 22/95— QOutpatient Pediatrics Aids Clinics

e 22/96 — Maternal and Child Health Clinics

e 22/98 — Private Duty Nursing

e 30— Individual Dentist

e 31 -Group Dentist

e 32 —Individual Optician

e 33 —Individual Optometrist
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e 34— Group Optometrist

35 — Individual Podiatrist

36 — Group Podiatrist

37 — Individual Chiropractor

38 — Group Chiropractor

e 41 - Group Optician

e 60— Home Health

e 60— Hospice

e 61— Individual Community Long Term Care (CLTC)

e 62—Group CLTC

e 70 -Pharmacy, Mail Order Pharmacies, Dispensing Physician

e 76 —Durable Medical Equipment (DME)

e 80— Independent Laboratory

e 81— Independent X-Ray (Portable and Stationary), Mobile Ultrasound, CAT Scan, MRl and
Physiology labs

e 82— Ambulance and Helicopter

e 84 —Individual Transportation

e 85— Contractual Transportation

e 89 - Social Workers

2.2.6. Services

In addition to federally mandated services, SCDHHS offers an array of optional services, such as
medical care for women diagnosed with breast cancer who otherwise would not qualify for
Medicaid. The following are some of the mandatory and optional services provided through the
agency:

Mandatory Services

e Inpatient and Outpatient Hospital

e Laboratory and X-Ray

e Access to Rural Health Clinics

e Access to Federally Qualified Health Centers (FQHCs)
e Nursing Facility Services

e Physician Services

e Pregnancy Related Services

e Emergency Dental Service

e Transportation

Optional Services

e Pharmacy Services

e CLTC

e Hospice Care

e Preventive Screenings
e Rehabilitative Services
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2.2.7.

2.3.

e DME

e Physical Therapy

e Chiropractic Services
e (Case Management

Medicaid benefits can generally be categorized into three distinct programs: Acute Medical Care
Services, Long Term Care Services, and Rehabilitative and Behavioral Health Services.

Other Medicaid Enterprise Players

Other state agencies use federal Medicaid matching funds to support a range of important
programs, many of which make up a large portion of those agencies’ budgets. Because SCDHHS
has sole federal authority to distribute federal Medicaid matching money, the agency works
closely with other agencies to facilitate a steady stream of funds and provide oversight to
ensure compliance with federal Medicaid requirements. Most services rendered by other state
agencies are categorized as behavioral health or early intervention services. SCODHHS works with
the following state agencies:

e Department of Mental Health (DMH)

e Department of Disabilities & Special Needs (DDSN)

e Department of Health & Environmental Control (DHEC)
e Maedical University of South Carolina (MUSC)

e University of South Carolina (USC)

e Department of Alcohol & Other Drug Abuse Services (DAODAS)
e Continuum of Care (COC)

e School for the Deaf & Blind (SD&B)

e Department of Social Services (DSS)

e Department of Juvenile Justice (DJJ)

e Department of Education (DOE)

e Commission for the Blind

e Department of Corrections (DOC)

e John De La Howe

e Wil Lou Gray School

e State Housing Authority

Medicaid Contracts

MEDS and MMIS
Held by Clemson University

Clemson University provides a variety of services to SCDHHS in support of South Carolina
Medicaid. Clemson provides manpower, hardware, operating systems, and utilities necessary
for the successful and timely operation of both batch and online MMIS/MEDS applications
systems. Software support, enhancements, and database administration for the MMIS/MEDS
and their associated subsystems are a major part of the contracts.
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In addition, Clemson receives and sends data files according to SCDHHS business agreements
with state and federal agencies and other entities.

Front-end/Manpower Services, also known as Medicaid Claims Control System (MCCS)
Held by BlueCross BlueShield of South Carolina

The contractor receives, images, and enters paper claims, adjustments, and edit correction
forms (ECFs); transmits electronic claims; resolves suspended claims; mails remittance advices
and payments; keys reference file updates; enrolls and disenrolls providers; trains providers;
updates provider manuals and other outreach materials; enrolls trading partners; and operates
an EDI help desk.

Pharmacy Benefits Administrator
Held by FirstHealth

The contractor processes pharmacy claims transmitted via point-of-sale devices, pre-authorizes
drugs, performs Drug Utilization Review, administers the drug rebate program, maintains the
Preferred Drug List, provides clinical advice, and trains providers.

Third Party Verification
Held by ACS

The contractor researches and verifies third party liability (TPL) leads, receives and posts
refunds, processes retroactive recoveries, and administers the Health Insurance Premium
Payment Program (HIPP) program.

Transportation Brokers
Held by Logisticare and MTM

The brokers provide non-emergency transportation for beneficiaries in their assigned areas of
the state.

Dental Broker

Held by Doral Dental

The contract has been awarded and will be operational in April 2010.
Interactive Voice Response System (IVRS)

Held by First Data Government Solutions

The contractor operates a toll-free number allowing providers to verify beneficiary eligibility,
special programs, service limitations, and TPL data as well as the amount of the provider’s most
recent Medicaid payment.

Decision Support System (DSS) and Surveillance and Utilization Review System (SURS)
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Held by Thomson Reuters

The contractor stores data from MMIS, MEDS, and encounters and provides a suite of reporting
and research tools for examination of the data.

Plastic Medicaid Cards
Held by BlueCross BlueShield of South Carolina

The contractor produces and mails new and replacement Medicaid and HCK plastic,
magnetically encoded ID cards as part of a package that includes a Medicaid Handbook, Notice
of Privacy Practices, and Card Holder.

Enroliment Counselor
Held by Maximus

The contractor provides enrollment counseling, sends notices and other enrollment materials,
and enrolls managed care beneficiaries into plans.

Quality Improvement Organization (QIO)
Held by Qualis Health

The contractor receives and reviews prior authorization requests and notifies providers of the
results. It also performs postpayment review.

Care Call
Held by FDGS Waiver Service

The Care Call contractor operates a phone line and monitoring system for CLTC providers to call
in to report service hours, and transmits this data as claims to the MMIS.

Agency Organization

General Counsel

Office of General Counsel: The office represents the agency in state and federal courts and
administrative hearings and advises the Director and staff on legal matters pertaining to the
agency.

Bureau of Federal Contracts Initiation & Administration: The bureau is responsible for federal
contract initiations, amendments, re-procurements, strategic planning, and monitoring of
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several agency contracts. This bureau coordinates and manages the MITA project at the agency
as well as the HIT grants as related to ARRA.

Bureau of Compliance & Performance Review: This bureau ensures that Medicaid and other
funds are used effectively and in compliance with federal and state regulations. The bureau is
comprised of three divisions: Program Integrity (PI), Internal Audit, and Surveillance and
Utilization Review.

2.4.2. Office of Medicaid Eligibility & Beneficiary Services
Bureau of Eligibility Policy & Oversight: This bureau is responsible for Medicaid policy
development, providing technical assistance to central and local eligibility staff, monitoring
eligibility processes, constituent services, and disability determinations.

Bureau of Eligibility Processing: This bureau has two divisions that are responsible for
processing Medicaid applications through local eligibility offices and the central eligibility office
and working with several Medicaid programs.

2.4.3. Office of Finance & Administration

Office of Human Resources: This office provides a comprehensive human resources program for
SCDHHS employees.

Bureau of Fiscal Affairs: This bureau manages agency funds and budgets for the administration
and operation of the South Carolina Medicaid program.

Bureau of Administrative Services: This bureau is responsible for contracts, procurement, and
appeals and hearings through three divisions.

Bureau of Reimbursement Methodology & Policy: This bureau is responsible for several
reimbursement methodologies and rates including rate setting and cost settlements. The
bureau manages the South Carolina Medicaid Disproportionate Share Payment Program.

Bureau of Information Technology Services: This bureau assists the agency to provide support
through information technology, office automation, and telephone communication.

2.4.4. Office of Medical Services

Office of Reporting, Research and Special Projects: This office produces scheduled and ad hoc
reports, assists and trains agency staff for the use of reporting tools, and works on other
projects as needed.

Bureau of Health Services: This bureau is responsible for the administration of several hospital
and physician based programs.

Bureau of Care Management & Medical Support Services: This bureau is responsible for the
oversight of Managed Care Organizations, managed care beneficiary enrollment, medical
support services that enhance direct care, school-based and private rehabilitative services,
dental, and transportation services.

Bureau of Long Term Care & Behavioral Health Services: This bureau is responsible for all long
term care programs and other special needs populations.
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Bureau of Medicaid Systems Management (BMSM): This bureau is responsible for monitoring
the operational aspects of the MMIS and MEDS. This bureau routinely collaborates with other
areas for system modification and staff at Clemson University.
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3 Business Capability Assessment

3.1 Approach

With input from executive staff, the SCDHHS team identified individuals throughout the agency
responsible for each of the CMS-defined business processes. The team then interviewed those
people to understand the processes and assess the levels of maturity. The CMS business process
descriptions and business capability matrices were used as informal guides for the interviews.

The team kept the groups as small as possible; few meetings contained more than five
interviewees. By encouraging feedback and maintaining an open but professional atmosphere,
the team was able to gather valuable information while keeping the sessions constructive.
Agency staff and contractor staff both contributed to the discussions.

For each business process, the SCDHHS team wrote a problem statement explaining in plain
language how the business process is performed in South Carolina. Tools, time frames, accuracy,
satisfaction, and other metrics were discussed when available. The team also documented “wish
list” suggestions gathered during each interview. Some relate to individual business processes,
while others relate to the Medicaid Enterprise as a whole.

The Clemson team then used each problem statement to develop one or more use case
diagrams for each business process. Follow-up questions and clarifications were often
necessary, as were subsequent modifications to problem statements. This collaborative review
and modeling process between SCDHHS and Clemson helped ensure that project documents are
as clear and comprehensive as possible.

Finally, the SCDHHS team evaluated the maturity level of each business process according to the
most recent detailed business capability criteria issued by CMS.

The business process assessment took about six months, a time span that included scheduling
and conducting interviews, writing problem statements, use case diagramming, follow-up with
interviewees to address team questions, and review and approval of project documents. Both
teams worked on several business areas at a time.

3.2. Structure

The results of the MITA business process assessment are organized by business area. For each
area, some discussion of how the area operates in South Carolina Medicaid and how SCDHHS
envisions each area evolving are first presented. The detailed problem statements describing
each business process are then presented. Sections highlighted in yellow and italicized indicate a
desired feature for the future system. The desired features are also noted in a “wish-list” table
at the end of each business area section. Underlined red text refers the reader to an MMIS
interface, MEDS interface, or PC Application.

Detailed use case diagrams are provided for each business process in the appendices. The
appendices also contain other supplementary materials from this part of the project: a list of all
interviewees (Appendix E), process profiles for select business processes (Appendix G), and
Business Process to Business Area Relationship Diagrams (Appendix H).
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The use case diagrams were created from the process profiles to provide a visual representation
of the main functions and activities performed in the business process as well as the actors
performing them. Additionally the diagrams have actors to show other business processes,
mechanisms such as physical files and software systems, and external actors. As needed, these
diagrams were shown to the responsible program areas for validation and/or input. In some
cases activity diagrams were created as part of the analysis in order to clarify the business
process.

The process profiles are an analysis tool used to pull and organize information from the text-
based problem statements. The profiles are used to ensure that complete information was
obtained from the program areas interviews. The documents contain information such as
inputs, outputs, triggers, dependencies and so forth. Some of the Business Processes were
complex, and several profiles were created to analyze the information. (See Authorize Service
as an example.) The information in the process profiles and the problem statements was used to
create the Use Case and Activity diagrams that graphically depict the processes.

The Business Process to Business Area Relationship Diagrams depicts the major relationships
within that business area. The Relationship Diagrams were created using the Problem
Statements and use case diagrams for that particular business area and contain some references
to related processes in other Business Areas.
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3.3. Business Areas

3.3.1. Member Management (ME)
Asls

South Carolina’s Medicaid member population is large in proportion to the state population and
is distributed throughout rural and urban areas of the state. To reach this population, South
Carolina maintains eligibility offices in each county in the state and a Bureau of Central Eligibility
Processing in Columbia. Using MEDS and a variety of other tools, SCDHHS staff work with
applicants to determine eligibility and enroll members into Medicaid. MEDS and MMIS both
store certain member data, and other data is stored in paper files.

Over the last several years, the state has moved toward managed care as a delivery system.
Managed care organizations now operate throughout the state, with counseling and auto-
enrollment managed by a contracted Enrollment Broker.

To Be

SCDHHS intends to implement a MEDS that would facilitate eligibility decisions and be more
user-friendly, allowing staff more face-to-face time with beneficiaries.

South Carolina’s goals for Member Management include:

1. Create a system-guided eligibility determination and redetermination process to help

eligibility staff render more consistent decisions.

Track all contact with potential eligibles and members.

Design automated notices to system users.

Online user help and user guides, with online tutorials and enhanced training.

System support for QA functions, appeals, monitoring fraud and abuse, and

recoupment.

6. Design a beneficiary record to indicate the benefit package the individual holds. The
record should also indicate what the individual is eligible for and the services already
used.

7. Develop a workflow management system that displays a history of contact with the
beneficiary.

8. Support the submission of electronic applications.

ukhwnN
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Member Prospective and
Information Current Member
Management Support

Eligibility
Determination

3.3.1.1. Determine Eligibility
Application Intake

Applications are available on the SCDHHS website for prospective beneficiaries to print and mail
to the appropriate local eligibility office. Applicants may also apply in person at the local
eligibility offices, federally qualified health centers (FQHCs), rural health clinics (RHCs), and at
most hospitals. Individuals may also request an application online, and the Division of Central
Eligibility will mail an application to the requestor. SCDHHS would like to also offer an on-line
application with web-based submission.

All applicants are required to fill out an application. However, some counties require that an
applicant fill out the application prior to coming to an office while others will assist the applicant
with completing the application through an interview process. Some programs are complex and
the assistance of an eligibility worker is very helpful in completing the application. SCDHHS
would like to have context-driven interviews to gather applicant information more effectively.

Most hospitals, FQHCs, RHCs, and other state agencies have sponsored positions for eligibility
workers to work onsite. The institutions pay match for salary for these workers. Some of these
institutions have systems that track an application’s status to show when the application was
submitted, pended, accepted, or denied. The institutions will refer individuals directly to the
worker to determine if they are eligible for Medicaid. The workers have access to all information
as if they were in an eligibility office and make the same eligibility decisions as those in eligibility
offices.
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For brand new applications, the worker must verify citizenship and identity. The worker must
see the original documentation, make a copy, and then write on the copy “original viewed”. In
MEDS, the worker will indicate how the potential beneficiary proved identity and citizenship
(e.g. birth certificate, driver’s license, etc.).

Some applicants drop off their application at an eligibility office with administrative office staff.
Administrative staff will verify the applicant’s identity and citizenship and place the application
in a folder for an eligibility worker. Some offices allow for the administrative staff to enter the
application into MEDS and pend the case for the worker or even make an eligibility decision,
depending on their level of training.

Depending on the county, applications are managed in different ways. Some larger offices divide
the process into intake, processing, eligibility determination, etc. Other offices keep the
application with the same worker for the duration of the process. Larger county offices allow
workers to specialize and handle certain programs. Smaller county offices do not have this
option, and workers are required to be familiar with all Medicaid programs. This requires
workers to heavily rely on the procedure manual as each program has many intricacies unique
to itself.

For mailed-in applications, the administrative office staff will initially go through the mail and
then pass the documentation to an eligibility worker. The worker will then examine the
application and send a checklist to the applicant of what information must be provided, if
necessary. Varying by county, workers print the checklist and fill it in by hand, or workers fill out
the checklist online and then print it. The checklist is available in the forms section of the MEDS
website.

SCDHHS does not maintain case records for SSI cases. These individuals are automatically loaded
directly into MEDS if they are eligible (see SDX interface for technical details). All other potential
beneficiaries are required to submit an application.

Tax Equity and Fiscal Responsibility Act (TEFRA), FPW, BCCP, GAP, Ql and several other types of
applications are processed at the main SCDHHS site (i.e. Central Eligibility Processing, CEP). The
remaining types of applications are processed at the county eligibility offices. If CEP receives an
application that must be processed at the county office, they forward it via courier and vice-
versa. Applicants may go to the county office to verify identity and citizenship. An eligibility
worker sends these materials by courier to the main SCDHHS site.

Beginning in January 2010, the SSA will send an electronic referral to the agency for those
individuals that currently receive Medicare Part B benefits and apply to the SSA for LIS, a subsidy
to help pay Part D premiums. SCDHHS will treat these referrals as applications and process them
to determine if the individual is eligible for Medicaid (which in turn determines their eligibility
for the LIS). The referral will provide basic information like name, address, income, resources,
and SSN, but SCDHHS will need to determine specific information concerning resources. SCOHHS
plans to have MEDS automatically generate a checklist of information needed from the
individual to fill out and return. If the individual qualifies for Medicaid, SCDHHS will
communicate this to SSA.
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The worker searches MEDS by name, social security number, or date of birth to check if the
potential beneficiary is already eligible or if an old case exists.

CEP workers use the Partners for Health (PFH) Tracking System/Central Eligibility Tracking
System to track the status of an applicant’s application. The tracking system holds all
information related to the application and is used to track the progress of cases (See PFH
Tracking System/Central Eligibility Tracking System for technical details). Workers can also use
the tracking system to document reasons for actions related to eligibility determination and the
application. If an applicant is determined to be ineligible, MEDS will generate a notice for the
beneficiary. However, if the worker uses a reason code that does not trigger letter generation,
the worker can instead use the tracking system to generate a letter for the applicant (see
Manage Applicant and Member Communication). The PFH system is also used for automated
workflow management. Supervisors can route certain work to specific Central Eligibility workers.
Work can be assigned and then re-assigned electronically by the supervisor. The county
Eligibility offices do not have access to the PFH system. SCDHHS would like to have a system with
functionality similar to PFH (workflow management etc.) at the county offices.

It is standard operating procedure for CEP worker to enter all relevant actions/changes that are
made in MEDS into PFH. So if a CEP worker gets an alert (for a change of address etc.) in MEDS,
that worker would know to then enter that information into PFH. This is a redundant step;
however, the PFH system is essential to CEP operations.

The county Eligibility offices use various methods for tracking letters and applications. County
Eligibility workers utilize the notes sections of MEDS to document letters that have been sent
(and by whom etc.). Some county offices use MS Excel spreadsheets to track the status of
applicant’s applications. There is no standard method for tracking applications, letters and
distributing workflow. Additionally, if MEDS does not generate a letter, eligibility workers create
ad-hoc letters using MS Word or a similar tool to accomplish the task.

SCDHHS would like for MEDS to reflect how the application came in to the system (e.g. paper-
based via an interview, mail, drop-off at office, etc.).

SCDHHS would like to incorporate tracking and reporting features into MEDS for eligibility
determination including timeliness, verification, and redetermination reports available down to
the location and user level.

Eligibility Data Sources and Determination

Different programs require different information to determine eligibility. Some programs take
applicants at their word for resources while some programs require verification of resources or
have differences in what counts as a resource. Certain information is verified for all programs,
like income. Also, when a beneficiary has a change in income, he must notify the eligibility
worker within ten business days as this may affect his eligibility. The following are some of the
interfaces used to assist the eligibility worker to determine eligibility:

Eligibility workers use the Beneficiary Earnings and Data Exchange (BENDEX) interface as
part of the Income Eligibility Verification System (IEVS) to aid in determining an
applicant’s eligibility via past and present income (see BENDEX interface for technical
details). Another part of the IEVS is the ESC interface, which is used to verify
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receipt/non-receipt of wages and other benefits for Medicaid applicants (See ESC
interface for technical details).

SCDHHS receives data concerning who receives retirement benefits from the SCSRS via
the DSS. Any changes to this information automatically alert eligibility workers that a
redetermination of eligibility must be calculated (see SCSRS interface for technical
details).

Eligibility may be established based on data from the State Data Exchange (SDX), which
sends data to SCDHHS concerning who is receiving SSI from the SSA. If an individual is
SSI eligible, Medicaid eligibility is automatically established if it wasn’t already (see SDX
interface for technical details). Also, if an individual loses his SSI eligibility, the
beneficiary record is automatically updated to reflect ineligibility (see Disenroll
Member).

Eligibility workers use the State Verification and Exchange System (SVES) and the
Enumeration Verification System (EVS) to validate and verify information for new and
prospective beneficiaries including SSNs, SSA benefits, SSI benefits, quarters of
coverage, and prisoner status. Eligibility workers access this information online and
submit an inquiry to receive information for an individual (see SVES and EVS interfaces
for technical details).

Data returned from the Medicare Modernization Act (MMA) is used to automatically
update an eligibility record to reflect dual eligibility for certain Medicare and Medicaid
benefits (see MMA interface for technical details).

Eligibility workers use an Excel workbook developed by SCDHHS to determine if an individual
meets the financial requirements for Medicaid eligibility. A link to the workbook is available in
the forms sections of the MEDS website. Certain circumstances still require that a worker
complete the calculations manually. SCOHHS would like MEDS to have automated budget
calculations (income and resources) for all programs to assist in the eligibility determination
process. The eligibility worker manually inputs financial information including income and
resources into the workbook, which automatically determines if the financial requirements are
met. This workbook is printed and filed hard copy at the local eligibility office. The worker then
enters all income information and minimal resource data into MEDS. SCDHHS would like to
improve MEDS efficiency for eligibility workers’ use (e.g. only entering data once, system prompt
for mandatory fields, ability to make changes).

Pregnancies must be verified by a medical professional (e.g. doctor, midwife, registered nurse,
prenatal clinic) on official letterhead and include a date of expected delivery. This information is
required for input in MEDS.

SCDHHS would like for individual eligibility workers to have the ability to tailor MEDS to their
format and workload management. Currently, many workers have too much work to complete
for an individual workload. Workload management would allow for the workers to have and
create alerts, reviews, case transfers, and case notations in order to effectively manage their
time in opening new cases and allow for even distribution of the workload.
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In the near future, SCDHHS plans for all application paperwork to be scanned, set up in folders,
and provide a full case record in MEDS. This would allow for all documentation to be passed
electronically, and managers would then have the ability to distribute work to different areas.
SCDHHS would like to have an automated workflow, so that once an application is scanned, the
work would be distributed throughout the state to allow for more timely and efficient work.
SCDHHS would also like for all related application documentation to be linked to the case file
(e.g. insurance policy, etc.).

The worker enters application information into MEDS and pends the case within three business
days of receipt. If additional information is still needed, the case will go into pending status, and
the eligibility worker provides the potential beneficiary with a checklist to show what
information is still needed.

Workers can make an eligibility determination prior to information being entered into MEDS.
The worker will still enter information into MEDS in order to generate a denial of eligibility
notice.

MEDS does not currently have decision-making capabilities. However, MEDS does have edits to
catch things like income limits for different programs, so if a worker enters an income that
exceeds the limitation, an edit will catch this. SCDHHS would like MEDS to have logic that would
determine automatically all categories and programs for which an individual is eligible.
Currently, an individual may be denied for Medicaid when in actuality he/she is eligible under a
different eligibility category or program.

If an applicant fails to supply the required information to complete the application, a worker will
manually close the case after a certain period of time. Different offices have different standards
for how long they will keep a case open. If they must close a case, they will use the reason code:
“failure to provide information”.

When a beneficiary loses his eligibility, eligibility workers research at what point his eligibility
was lost. SCDHHS has a threshold for recouping money from beneficiaries when payments were
made on their behalf during a period of ineligibility. SCODHHS will not pursue recoupment if the
amount is below this threshold. The eligibility worker sends a letter and requests payment from
the beneficiary (see Manage Applicant and Member Communication).

Ex Parte Process

If it appears that an individual is not eligible for the program he applied for, the eligibility worker
will not take negative action until he has looked at all programs. This is known as the ex parte
process. MEDS will assist in this process by determining the payment category, but otherwise,
the worker must manually make this decision.

Ex parte would apply any time coverage cannot be established or is lost (when a new application
is denied or a redetermination or review results in a closure).
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Quality Control

Supervisors in each county review a small amount of eligibility workers’ work each month. For
new workers, a supervisor will review 100% of their work. The review consists partly of the work
in the eligibility office and partly of what’s entered into MEDS.

SCDHHS also contracts with a Quality Control contractor for other quality control reviews for
eligibility determination:

Medicaid Eligibility Quality Control (MEQC) This review consists of two options: 1. A
random sample is pulled, and the contractor assigns an error rate. 2. SCDHHS can identify a
specific area that is known to have problems and then must make a corrective action plan.

Payment Error Rate Measurement Review (PERM) This review is conducted for Medicaid
and SCHIP, and separate error rates and payment review processes are reported. If it is
found that a case should have been ineligible, an error in claims payment is reported.

Assistance for Coaching Excellence (ACE Review) This review has a sample of cases from
each supervisory unit. This review is different from the two above in that it is a desk review
and information is not verified again.

The contractor also conducts other reviews on an ad hoc basis including a review of SCDHHS
employees that receive Medicaid or a supervisor request to investigate an individual worker’s
cases. A supervisor will report their suspicions of the worker to the agency prior to the
contractor conducting a review. Currently, every review requires a correction action plan.
SCDHHS plans to require an annual corrective action plan instead.

The agency’s plans for online record access would allow for more reviews to be conducted.
Currently, SCDHHS sends the contractor the records to be scanned. The contractor has MEDS
and MMIS terminal access.

Redetermination

Annually, MEDS uses information from BENDEX to automatically recalculate the countable
income for beneficiaries also receiving SSA benefits. Findings may indicate that a beneficiary is
no longer eligible for Medicaid, which begins the disenrollment process (see Disenroll Member
and Manage Applicant and Member Communication).

SCDHHS would like for MEDS to close a case automatically once a death certificate is produced.

SCDHHS would like for cases for individuals who turn nineteen to automatically close. For this
population, it will be necessary to include information about applying for other Medicaid
programs if the beneficiary has a disability or is pregnant.

Any changes to a beneficiary’s record can trigger a redetermination of eligibility. The interfaces
described earlier in this document often supply data that affects a beneficiary’s eligibility.
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3.3.1.2.

Reviews

Most eligibility reviews are done by the mail. Annually, eligibility workers mail a review form to
beneficiaries. Some beneficiaries come in for an interview, but most choose to return the review
form via mail.

When a form is returned and all information is provided, the eligibility worker will indicate in
MEDS that the review was completed.

If a beneficiary does not return the form by the requested date, MEDS will auto-close the case,
terminating eligibility.

If it is found that a beneficiary is no longer eligible, the worker must complete the ex parte
process to ensure that the beneficiary is also not eligible for any other Medicaid program.

SCDHHS would like to generate a pre-populated review form that lists pertinent beneficiary
information (incomes, household members, etc.) to send to recipients. This way, beneficiaries
could confirm if nothing has changed or mark changes directly on the form. Currently, the review
form mirrors the application and requires the beneficiary to complete a substantial amount of
paperwork.

Enroll Member
Fee-for-Service

For new applications, all information is verified. Once an eligibility worker has entered all data
into the MEDS application screen and is ready to make an eligibility decision, MEDS has edits to
check things like the supplied income and resources against program requirements. The worker
will also do manual checks to ensure the applicant meets the criteria and selects the “make
decision” action. MEDS displays the information for the worker to review in case the worker
needs to make any corrections (see Determine Eligibility). Once the information is correct, the
worker selects the “act on decision” action, and MEDS inputs the date and changes the recipient
status from pending to current to reflect enroliment.

The different program areas that oversee Recipient Special Programs (RSPs)/waiver programs
are responsible for enrollment and entering beneficiary information into the MMIS via MMIS
online, which interfaces with MEDS to update its files (see MMIS to MEDS interface for technical
details; see Manage Member Information). Waiver programs have certain criteria that qualify
individuals for programs.

Managed Care

The agency contracts with an Enrollment Broker/Counselor for enrolling individuals into
managed care programs.

If the payment category is eligible for Managed Care, MEDS sends a file to MMIS (see MEDS to
MMIS interface for technical details). MMIS sends an 834 daily to the Enrollment Broker that
includes individuals that are eligible for Managed Care based on payment category and
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Recipient Special Program (RSP). No information is sent to the Enrollment Broker concerning
individuals that are not eligible for managed care. Monthly, the Enrollment Broker sends
enrollment decisions to MMIS, which confirms back to the Enrollment Broker that enroliment
decisions have been accepted. MMIS approves everything unless a member is no longer eligible.

Within two day of receipt of the 834, the Enrollment Broker sends enroliment packets to
managed care eligibles, which includes selection options and deadlines for returning their
responses.

The Enrollment Broker will send three mailings prior to the initial deadline for plan selection.

Regular managed care members can choose a plan or be auto-assigned. Once a regular member
chooses a plan, a confirmation letter is sent. If a regular member does not choose a plan, the
Enrollment Broker will auto-assign the member to a plan and sends the member a notification
letter.

Some managed care eligibles (e.g., foster care children) are not assignable, so they must choose
a health plan. These members will remain in fee-for-service until they make a choice. The
Enrollment Broker sends notification annually that these members must make a choice and
includes all options available to the member.

Some managed care eligibles are assignable, but they choose fee-for-service Medicaid instead of
a managed care plan. These individuals will receive an anniversary letter from the Enrollment
Broker that says they must choose a managed care plan or the Enroliment Broker will select one
for them.

Newborns are enrolled into an MCO if their mothers are in an MCO. Retroactively, the
Enrollment Broker enrolls newborns into the health plan up to three months from birth. If a
newborn is four months to one year, there is no retroactive enrollment. If the newborn is linked
to a mother in an MHN or fee-for-service Medicaid, the newborn will not be enrolled into
Managed Care.

Children eligible for HCK may choose their own health plan or have one auto-assigned. Typically,
plans are auto-assigned. Eligible children remain in HCK up until the month in which they turn
nineteen.

Depending on eligibility, a member can choose an MCO or an MHN. For members that are auto-
assigned, the Enrollment Broker has an auto-assignment algorithm that attempts to evenly
distribute members across all the health plan options. Family members are all assigned to the
same plan regardless of when each enrolled with Managed Care. If a family is in multiple plans,
the member will be placed in the plan with the higher number. If there is an even split between
plans, the placement will be random.

Whether the member or the Enrollment Broker chooses the plan, the enrollment is for the next
assignable period (occurs on a monthly basis), which depends on when the enrollment request
is submitted.

Members can make one change within 90 days from entry into a health plan (known as the 90-
day choice period). After 90 days, the member is locked into the health plan for the remainder
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of the year (known as the lock-in period). Every anniversary date, the member has the option to
remain in his current plan or choose another. The Enrollment Broker sends a letter to the
member 60 days prior to the anniversary date. If a member chooses another plan this is known
as a transfer. If the member does not choose another plan, he will remain in the same health
plan.

If a member wants to move to another health plan and the 90 days has passed, he must provide
“cause” (as defined by CMS regulations) and submit documentation to the Department of
Managed Care. The department reviews and processes all paperwork, and a worker updates the
MMIS to reflect new enrollment information. The Department of Managed Care tracks member
enrollment requests using the Beneficiary Users System (BUS; see BUS for technical details).

Disenroll Member
The following may trigger disenrollment of a beneficiary from the Medicaid program:

e Loss of eligibility, which is triggered by:
0 Redetermination calculations (see Determine Eligibility)
0 Loss of SSl eligibility (see SDX interface for technical details)
0 Change in medical condition (waiver programs have specific beneficiary health
requirements)
0 Findings from a Program Integrity investigation:
= Abuse and/or Fraud
= Receipt of Medicaid benefits from more than one state (see Public Assistance
Reporting, Office of Children and Family Services [PARIS] interface for technical
details)
e Hard copy disenrollment request sent from beneficiary

Fee-for-Service

Disenrollment letters include information concerning filing an appeal (see Manage Member
Grievance and Appeal). Eligibility workers send these letters when a beneficiary loses his
eligibility for one of the reasons listed above (see Manage Applicant and Member
Communication).

The same worker or area that enrolled a beneficiary is responsible for disenrollment and
updating the recipient file in MEDS or MMIS (for RSP only). Some disenrollments are
automatically initiated based on information from an interface. See Manage Member
Information.

Waiver program disenrollments are sent to MEDS nightly (see MMIS to MEDS interface for
technical details).

Managed Care

Members that selected or were assigned to a plan may disenroll one time in the 90-day choice
period by contacting the Enroliment Broker.
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If a member wants to disenroll from a health plan and the 90-day period has passed, he must
provide “cause” (as defined by CMS regulations) and submit documentation to the Department
of Managed Care. The Department reviews and processes all paperwork, and a Managed Care
worker performs a “zap” in the MMIS to reflect disenrollment. The Department of Managed
Care tracks member disenrollment requests using the BUS (see BUS for technical details).

Some disenrollments are due to a loss of Medicaid eligibility and are automatically generated
from the MMIS and sent to the Enroliment Broker (ex: a member is automatically disenrolled
from HCK when he turns 19). These are known as auto-closures.

If a member is auto-closed and then regains eligibility within 60 days, he will be placed back into
the plan from which he left and will keep the same anniversary date.

The Enroliment Broker sends a disenrollment notification to members for all managed care
disenrollments. Eligibility workers send disenrollment notifications to these members if they are
also no longer eligible for any Medicaid program.

Members enrolled with HCK may not disenroll and opt for fee-for-service Medicaid. SCHIP is the
only insurer for these members.

Manage Member Information
Beneficiary Files in MEDS

MEDS holds all family and recipient data stores for enrolled Medicaid members. MEDS does not
purge its recipient records and contains information for disenrolled recipients. SCOHHS would
like for MEDS to be web-based and easily scalable based on the number and location of users
with no system impact.

Eligibility office workers and workers in the Division of MED System Support update beneficiary
files. If an individual wants to make changes to a record but does not have update access, he
must go to his supervisor to make changes or the Division of MEDS System Support.

SSNs and some financial information are validated through various interfaces. In the future,
SCDHHS plans to release an RFP for an income verification system. Addresses are not validated.
SCDHHS would like to validate addresses based on US postal standards and have data matches
with credit bureaus.

MEDS interfaces with the MMIS in a nightly transfer of data that includes the Recipient Update
File(includes Budget group (family)) data and Member (Recipient/beneficiary) file, Medicaid
Card File, and Managed Care Update File This data is used to update MMIS with the latest MEDS
data, to request production of Medicaid cards for new beneficiaries, and to supply information
that the MMIS uses for a Managed Care file that is sent to the Enroliment Broker (see MEDS to
MMIS interface for technical details).

SCDHHS would like for all MEDS interfaces to automatically populate beneficiary records. This
would reduce time spent manually checking information received through an interface.
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SCDHHS would like for MEDS to have more audit trails related to a beneficiary’s record. SCOHHS
would also like a more user-friendly notes section to show a user’s reason for making changes.

SCDHHS would for the notices sent to beneficiaries to be directly accessible in MEDS.
Beneficiary Files in MMIS

MMIS interfaces with MEDS in a nightly transfer of data that includes beneficiaries to be
included in the Managed Care file and information to update the RSP indicator for beneficiaries
enrolled in waiver programs. After the MMIS applies Managed Care-specific edits, the Managed
Care file is sent to the Enrollment Broker, and the RSP indicator update keeps data synchronized
(see MMIS to MEDS interface for technical details).

All plan information is held in the MMIS. However, it does not show what specific services a
person is eligible for. The service type indicator only reflects if a beneficiary is eligible for full,
limited, or emergency services. SCDHHS would like a central screen to show all the services that
are available to a beneficiary. The MMIS also indicates enrollment in Recipient Special Programs
(RSPs) as updated by the program areas that administer RSPs.

Other Sources

o Eligibility Offices
0 Hard copy applications and supporting documentation
e Interfaces and Systems

0 The PARIS interface identifies individuals that may be receiving Medicaid benefits in
more than one state. Findings do not necessarily indicate fraud as some beneficiaries
may have forgotten to notify a state that they were moving (see PARIS interface for
technical details). Findings may trigger communication with a beneficiary (see Manage
Applicant and Member Communication) or a preliminary investigation (see Identify
Candidate Case).

0 Central eligibility workers use the PFH Tracking System/Central Eligibility Tracking
System to log and track information related to a Medicaid application (See PFH Tracking
System/Central Eligibility Tracking System for technical details).

0 SCDHHS uses BUS to track enrollment, disenrollment, and changes requested by
Managed Care members (see BUS System for technical details).

0 The Enrollment Counselor and MCOS/MHNs all have their own proprietary systems that
house beneficiary information.

0 MEVS is another data store that houses eligibility data (see MEVS interface for technical
details). This interface is populated nightly by extracts from the MMIS and used
primarily in the Inquire Member Eligibility process.

There are many other sources for beneficiary information not listed. See the MMIS and MEDS
interfaces section for a comprehensive listing of all interfaces that include the exchange of
beneficiary-related information.

SCDHHS would like to have all beneficiary information centralized including all information
relating to communication, grievances, appeals, and Program Integrity cases. Currently,
eligibility workers have to consult several sources to gather information on one individual.
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SCDHHS would like for the MEDS system to have more flexibility and adaptability to support
small and large-scale changes. Currently, any desired changes may take several months, and
some changes are never implemented due to other pressing agency issues. SCOHHS would like
for the MEDS system to be adaptable to support functional organization changes (e.g. intake,
processing, maintenance, privatized intake).

SCDHHS would like for beneficiaries to have access to an eligibility file in order to update
information like addresses and access to other program information.

Inquire Member Eligibility

Prospective beneficiaries call the Central Eligibility office to find out the status of their
application. Central Eligibility staff use the PFH Tracking System/Central Eligibility Tracking
System to look up the status of an application and respond to the caller’s inquiry (see PFH
Tracking System/Central Eligibility Tracking System for technical details).

Other methods to determine a prospective beneficiary’s eligibility are described below.

Data Match (see Data Match interface for technical details)

Providers and authorized consultants submit requests for eligibility data (in order to verify
eligibility for dates of service) on CDs, disks, or cassettes, and the BMSM returns the requested
data on diskette and, if requested, in hard copy. Providers and authorized consultants use this
process to request recipient data that is older than thirteen months (for queries within 13
months, the 270/271 HIPAA Transaction is used—see below). Currently, this is a manual task
and few providers use this process. Most providers have moved to using the 270/271 HIPAA
Transaction process described below.

IVRS

The IVRS can be used to check for an individual’s eligibility (see IVRS interface for technical
details).

Providers call the toll-free IVRS number and enter their Medicaid Provider ID or NPl number.
They are then prompted to enter dates of service and one of the following:

e Medicaid Member Number
e Social Security Number and full name or date of birth
e Full name and date of birth

SCDHHS contracts with a company that runs the IVRS. It sends a 270 transaction to MEVS at
Clemson, which is populated daily by eligibility information from the MMIS, and returns a 271.
(The contractor also receives a weekly payment file; this information is available through the
IVRS as well.) The 271 is used to generate an eligibility response to the provider.

270/271 HIPAA Transaction
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As with other HIPAA transactions, SCDHHS exchanges 270/271 transactions with trading
partners using an FTP server and the Translator at Clemson (see HIPAA mailbox interface for
technical details). First, trading partner agreements and submitter IDs are established as
described under Establish Business Relationship. Trading partners may also use the web
submission tool or a direct connection to exchange 270/271 transactions.

Submitters, both either clearinghouses and individual providers, transmit 270 files to Medicaid’s
FTP server. A separate FTP mailbox is maintained for each submitter. A process called ‘sniffers’
polls the mailboxes, picking up incoming files almost immediately. When it finds a file, it sends it
to the translator, which makes sure the file is HIPAA-compliant.

Noncompliant files generate an error message, which is placed in the outgoing folder for the
submitter to pick up. Compliant files are passed to MEVS (see MEVS interface for technical
details). In either case, a 997 (acknowledgment transaction — non-HIPAA but nonetheless widely
used) and a trace file (non-HIPAA — generated by the software) are generated for the submitter.
After translation, the file is uploaded to the mainframe; uploads happen every hour on the half
hour.

270 files should identify the intended individual by the following criteria:

1. Recipient Medicaid ID
2. SSN and Date of birth
3. Date of Birth and Name (First name, middle initial, last name; must be an exact match)

If the 270 request doesn't match any of these, a value 75—subscriber/insurer not found—is
returned to the requestor. If multiple individuals match, then a value 75 is also returned;
information for the beneficiary is only sent when one match can be determined.

Failure reasons include the Translator, MEVS, or FTP server being down, in which case the
transactions would just collect until systems were back up.

After identifying eligibility status for the appropriate individuals, MEVS generates an outbound
file containing the beneficiary’s information.

The 271 task on the translator is run hourly every day to pull the daily flat file (containing all 271
transactions that need to be returned to submitter's mailboxes) back down from the mainframe.
The daily flat file is typically ready on the mainframe between 2:30pm and 7:30pm each day.

Perform Population and Member Outreach

Any materials intended for beneficiaries are reviewed by the Medicaid Eligibility and Beneficiary
Services program area using the Common Sense Checklist. This tool was developed to ensure all
communications are consistent, correctly targeted, well planned, and necessary.

Some materials are translated into Spanish by the Public Information Office staff or by a
translation contractor, depending on the amount of work required.

To Potential Members

Self-Assessment Report Page 37 of 243




SCDHHS

South Carolina Medicaid Enterp J?

SCDHHS’ outreach to potential Medicaid and SCHIP beneficiaries is limited by budget concerns.
However, there is some outreach to potential beneficiaries.

Pressure from advocacy groups, the Medical Care Advisory Committee, and legislators often
influences outreach decisions. The Medicaid Eligibility and Beneficiary Services program area
consults with these outside entities and with internal stakeholders to identify outreach
priorities.

The Medicaid Eligibility and Beneficiary Services program area works with the State Budget &
Control Board to determine potential groups for outreach. For example, the board has run a list
of food stamp-enrolled families with children against a list of Medicaid-enrolled children to find
children potentially eligible for SCHIP or Medicaid; SCDHHS then prepared a targeted mailing to
those families.

Other groups such as the United Way have also worked with the agency to target outreach
through their programs in day cares, afterschool programs, unemployment offices, etc.

The program area responds to public requests for outreach. Speakers from the area make
presentations at conferences and seminars, and staff may set up informational tables at health
fairs and other events.

The managed care plans perform outreach of their own via billboards, flyers, etc., which have
the effect of promoting the Medicaid program to potential beneficiaries.

To Existing Members

The program area has to balance the need to educate beneficiaries about Medicaid with the
need to avoid information overload. The area reviews every policy or coverage change to decide
whether beneficiaries need to be directly informed of it, or whether providers and/or eligibility
workers can pass the information along. The Common Sense Checklist sometimes helps in this
review in that it can lead to a planned beneficiary letter being rejected or revised.

Beneficiary newsletters are one common outreach method, as they allow SCDHHS to pass along
information on several topics at once in a less formal manner than a letter. These newsletters
are coordinated by the Public Information Office with the help of the Medicaid Eligibility and
Beneficiary Services program area.

Letters and postcards are also used.

Mailings are often targeted by eligibility category type: there might be different versions of a
newsletter for Family Planning and regular Medicaid beneficiaries, for example.

The handbook sent to all new Medicaid beneficiaries with their ID card is another important
outreach method. The handbook is revised whenever supplies are low or a major change
requires it.

The main SCDHHS website contains information for potential and existing beneficiaries, such as
enrollment forms, contact information and eligibility criteria. There is also a page that lists
providers that participate in Medicaid. This list can be searched by provider type, city, county
etc. A worker from the BMSM utilizes a file from the MMIS_Provider database record created
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from a job on the mainframe (the job is in library HHS.PROD.JCL(PROVWEB)) to populate the
SCDHHS website with the Medicaid provider information.

The Enrollment Broker provides a website available to prospective and current members
concerning information regarding the Healthy Connection Choices and Kids programs. It explains
the plans and how to sign up for a managed care plan.

HIPP Outreach

SCDHHS staff conducts outreach to potential beneficiaries for the Health Insurance Premium
Payment (HIPP) program in South Carolina. For example, a letter about the program is sent to
every family of a TEFRA beneficiary, and some caseworker training has been held (see Prepare
Health Insurance Premium Payment for an explanation of the HIPP program). SCOHHS would
like to expand and enhance HIPP outreach.

Manage Applicant and Member Communication

It is possible for anyone in the agency to receive a call or communication from a beneficiary. If
the agency worker is unable to assist the beneficiary, the communication is routed to the
appropriate outlet (Managed Care area, local eligibility office, program area that manages a
waiver program, agency resource center, another agency, etc.).

Managed Care Communication

The Managed Care area receives calls from members concerning eligibility, program
information, etc. If the worker does not have access to the information needed, the caller is
referred to the appropriate MCO for further information. There is no standard call log for
tracking this communication. Each staff member maintains his own log either via hard copy or
electronically. Staff may use the BUS to log information related to hostile phone calls (see BUS
for technical details; see Manage Member Grievance and Appeal).

DME Equipment

The DME area receives calls from beneficiaries concerning the status of prior authorizations for
DME. The DME will give a status of the prior authorization (denied, approved, under review) but
cannot send any information back to the beneficiary since the provider is the one who sent the
prior authorization request. The beneficiary is encouraged to contact the provider who
requested the prior authorization for additional information. This is the only program area that
communicates with beneficiaries concerning prior authorization requests.

PFH Tracking System

The PFH Tracking System/Central Eligibility Tracking System generates letters based on
application-related events (e.g. acceptance or denial into Medicaid program) and to request
additional information from a prospective beneficiary. A prospective beneficiary that is denied
eligibility has appeal rights, which are detailed in the letter (see Manage Member Grievance
and Appeal).
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The Division of CEP receives hundreds of pieces of mail each day that must be forwarded to the
appropriate caseworker. The mail is opened, time stamped, and entered into the tracking
system. The original mail is filed, and a copy is forwarded to the appropriate caseworker.

The tracking system is used when a prospective beneficiary calls to inquire about their
application status. The worker receiving the call enters the tracking system to see what the
status of the application is and responds to the inquiry (See PFH Tracking System/Central
Eligibility Tracking System for technical details).

SCDHHS sends letters to those beneficiaries who will lose their eligibility based on a
redetermination (see Determine Eligibility). These letters indicate that the beneficiary has
certain appeal rights that may be exercised (see Manage Member Grievance and Appeal).

Medicaid Program Information

The card carrier, Medicaid ID card, and handbook sent out to newly enrolled beneficiaries are
revised and updated according to the same standards as outreach materials. (See Perform
Population and Member Outreach). SCDHHS has a contract for the printing of new Medicaid ID
cards and re-printing for beneficiaries who have lost their cards (see MCCS interface for
technical details).

The following item, though explained in the Prepare EOB business process for clarity, is also a
function of this business process:

e Sending of Recipient Explanation of Medical Benefits (REOMB) letters to beneficiaries

The following item, though explained in the Manage Member Grievance and Appeal business
process for clarity, is also a function of this business process:

e Any and all communication relating to a grievance or appeal

Manage Member Grievance and Appeal

The Manage Member Grievance and Appeal business process performs the necessary actions to
resolve beneficiary grievances and appeal cases through case reviews and hearings. Grievances
are managed and resolved by the Division of Constituent Services and Beneficiary Services or
the MCO or MHN a beneficiary is enrolled with. Depending on the nature of the appeal, appeals
are managed and resolved by different routes. Members enrolled in programs internally
managed by SCDHHS appeal to the Division of Appeals and Hearings. Members enrolled in an
MCO or MHN must first appeal to that organization prior to requesting an appeal through
SCDHHS. Members enrolled in programs managed by another agency must first appeal to that
agency prior to requesting an appeal through SCDHHS.

Grievances

The Division of Constituent Services and Beneficiary Services uses the Constituent Services
Tracking System to track beneficiary issues and complaints (see Constituent Services Tracking
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System for technical details). The database keeps a record of all issues and complaints that come
whether by telephone, agency email box, hard copy correspondence, legislative referrals, etc.
Users enter the name of the beneficiary into the system and information associated with the
issue. There is no standard format for how the information is entered into the system as this
occurs on an ad hoc basis. Division workers use the system to track the progress of the case and
its resolution. Division workers resolve the case and may consult other areas for information.
There is no standard process for resolving a grievance.

As stipulated in their contracts with SCDHHS, MCOs have an internal process for managing
grievances, and those are not appealable to the Division of Appeals. Each MCO must log the
following information for a grievance on a monthly basis (a table format is supplied in the
Managed Care manual; created in Excel):

e Reporting month/year
e Date that the contractor received the grievance
¢ Member Name and Number
e Brief description/summary of grievance
e Status:
0 Number of contacts with member
0 Actions taken for resolution
e Resolution:
0 Type of resolution
0 Response given to member
0 Date of resolution
e Resulting Corrective Action (any action taken on by the MCO as a result of grievance)

In the Division of Care Management, information concerning specific grievances/complaints is
communicated via a secure extranet site. Each MCO and MHN has its own secure site for this
communication with SCDHHS. Program managers receive grievance reports quarterly.

The Department of Managed Care uses the BUS to log hostile phone calls and complaints and
information related to these calls (see BUS for technical details).

Appeals
Beneficiary appeals may be triggered by the following:

e Loss of Medicaid eligibility

e Denial of Medicaid eligibility

e Recoupment for services for retroactive loss of eligibility

e Denial of Prior Approval for prescribed medication

e Denial of Prior Approval for medical procedure

e Discharge from a nursing home again the beneficiary’s will

Federal regulations require that a prospective or current Medicaid beneficiary be informed of
the cause for ineligibility or eligibility termination (see Manage Applicant and Member
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Communication). SCDHHS sends a letter to the beneficiary informing him of his
ineligibility/upcoming ineligibility, and he has 10 days to contact his case worker if he wants to
dispute the decision before MEDS reflects the upcoming closing of the case. If the beneficiary
contacts the Appeals and Hearings area instead of his case worker, the beneficiary will be
referred to his case worker to begin the appeals process. The beneficiary has a 30 day window
to appeal the ineligibility or eligibility termination. Within the thirty day window, there is a ten
day window for the member to contact the eligibility/case worker (located in a county eligibility
office) before the MEDS system reflects the upcoming loss of eligibility. This window allows the
eligibility worker to correct an error if it is discovered that that the beneficiary should remain
eligible for Medicaid before the beneficiary’s file reflects a change. If the beneficiary appeals
within the 10 day time period, he may ask for continued benefits during the appeal, and the
worker will leave the case open. If the beneficiary loses the appeal, the Program Integrity area
will ultimately research previously paid claims to recoup any money that they may have paid on
the beneficiary’s behalf during the continued benefits period.

Once the beneficiary contacts his case worker, the beneficiary must complete and sign a hard
copy “Request for Fair Hearing” form or submit a letter which acknowledges his desire to keep
the case open and dispute the decision. The worker then writes up a narrative detailing the
decision and provides supporting documents from the case file, such as copies of check stubs,
bank statements, deeds of property transfer, trust documents, life insurance policies, etc. that
were used in making the determination of ineligibility. This narrative and supporting information
is then sent via hard copy to the Division of Appeals and Hearings with a copy to the
applicant/beneficiary. If additional information is needed from the eligibility worker, the Division
of Appeals and Hearings contacts the worker via telephone or email. Any additional information
is returned via email, fax, or regular mail. The Division of Appeals and Hearings may also contact
the beneficiary directly for additional information, which the beneficiary returns via fax or
regular mail

Once an applicant/beneficiary files an appeal request (via regular mail), the Director of Appeals
will determine if it is an appealable matter based on the supporting documentation that the
worker provides. If the request for an appeal is honored, the Director of Appeals will assign a
case number and hearing officer to the appeal request. The Director then passes the request on
to an administrative assistant from the Division of Hearings and Appeals, who will key in
relevant information that identifies a case (name, address, case number assigned) into the
Appeals and Hearings Tracking System database (see Appeals and Hearings System PC
application for technical details). If the request for an appeal is not honored, no information
concerning the request is keyed into the tracking system. The administrative assistant prepares
a Case Management Sheet (CMS), an MS Word document, which is then sent to the assigned
hearing officer.

Certain boilerplate documents are identified on the CMS in drop-down menus, as well as drop-
downs for date, time, possible hearing locations, and names of “common personnel” (a list of
these individuals is maintained by the division) that are to be copied with the various
correspondences associated with the case. When the hearing officer determines which
document is needed, they select the appropriate responses from the drop-downs and email the
CMS back to the administrative assistant to create the document, envelopes, certified cards, etc.
Any and all mailed communication produced by the division is sent via certified mail. Some
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communication may be sent electronically. The Appeals and Hearings Tracking System database
tracks the case flow from the opening of the case to its closure. Currently, the administrative
assistant is the only user of the tracking system. The Division of Appeals and Hearings desires a
more user-friendly tracking system, which would encourage division-wide use.

A hearing officer will then examine the case. There is no standard operating procedure (SOP) for
managing an appeal. Currently, the Division of Appeals and Hearings is working to draft the SOP.
The Division of Appeals and Hearings has viewing capability of the MMIS, MEDS, BENDEX, and
SDX to verify information for case research. The Division of Appeals and Hearings can contact
the case worker at any time for additional information concerning the case. If the hearing officer
determines that the case worker made no error in discontinuing Medicaid eligibility, an
Interlocutory Order is sent to the beneficiary. The beneficiary has ten days to review and
produce an error in writing or provide a cause. However, the beneficiary will not be asked to
provide a cause for something like a denial of disability (up to hearing officer’s discretion). If no
error or cause is produced, the Division of Appeals and Hearings will dismiss the appeal. The
hearing officer will then write an Order of Dismissal, including such information as when the
records were sent to the beneficiary, the failure to produce an error or cause, etc. The Order of
Dismissal will be signed by the Director of Appeals and sent out to relevant SCDHHS areas.

If anyone feels that the appeal should stand, the case may be appealed to the South Carolina
administrative law court. The Appeals and Hearings Tracking System database will be updated to
reflect the closing of the case.

When the appeal is not dismissed, the Division of Appeals and Hearings must give the
beneficiary at least 30 advance notice for a scheduled hearing. The beneficiary can choose to
waive the 30 days of preparation, which would expedite the case. The hearing office and an
agency representative, and the beneficiary attend the hearing. The agency and the beneficiary
each give testimonies in the quasi-judicial hearing and must provide copies for everyone present
of any documents referenced. The hearing is recorded, and the hearing officer reviews the
recording, documents, and evidence to reach a decision. Currently, the Appeals and Hearings
area uses analog recorders, but they hope to move to digital recording in the near future. The
Director of the Division of Appeals and Hearings reviews the decision, and a cover letter is
signed. The decision is sent to the Petitioner (entity who filed the appeal) and other interested
parties.

Final Decisions and Orders of Dismissal are imaged, and the case files are archived after two
years. These documents are easily accessible through Application Xtender.

If anyone feels that the Hearing Officer’s decision is in error, they have 30 days to appeal to the
South Carolina administrative law court (ALC). The Appeals and Hearings Tracking System will be
updated to reflect the closing of the case.

When a beneficiary chooses to appeal the decision, they must file with the ALC. The Office of
General Counsel and the Division of Appeals and Hearings will receive a notice from the court
informing them of the filing, and SCDHHS must prepare a full record. The Division of Appeals and
Hearings has forty-five days from receipt of the notice to prepare a complete copy of the record
and a written transcript of the recorded hearing. Kinko’s prints and binds the full record copies.
The hearing officer will review the entire record and sign off to verify its completeness. The
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court receives three copies of the record, and the beneficiary and SCDHHS General Counsel each
receive a copy. The court will affirm, reverse, or remand the SCDHHS decision. When the
decision is remanded, SCDHHS must comply with the directives of the ALC, which may include
holding a second hearing. If the beneficiary chooses to appeal from the second hearing, they
must appeal to the South Carolina Court of Appeals.

Managed Care Appeals

Through the Managed Care area, the MCOs have an internal appeal process that beneficiaries
must request prior to filing an appeal with the SCDHHS Division of Appeals. Each MCO must log
the following information for an appeal on a monthly basis (a table format is supplied in the
Managed Care manual; created in Excel):

e Reporting month/year

e Date that the contractor received the appeal
e Member Name and Number

e Brief description/summary of appeal

e Status:

0 Number of contacts with member
0 Actions taken for resolution
e Resolution:

0 Type of resolution
0 Response given to member
0 Date of resolution
e Resulting Corrective Action (any action taken on by the MCO as a result of the appeal)

Each MCO has its own appeals procedures. In the Division of Care Management, information
concerning specific appeals is communicated via a secure extranet site. Each MCO and Medical
Homes Network (MHN) has its own secure site for this communication with SCDHHS. Program
managers receive appeal reports quarterly. In the case of a denial of Medicaid service to a
beneficiary by an MCO, the beneficiary is told on the MCO denial notice that they can appeal to
the SCDHHS Division of Appeals. A Managed Care area representative attends the hearing as a
source of information and acts as a neutral party.

Other Agency Appeals

If a beneficiary is appealing to another agency (e.g. DDSN administers two waiver programs for
SC Medicaid), the beneficiary is first instructed to request an appeal through that original
agency. If the beneficiary is denied again, he/she is sent a summary of the decision, and
informed of their appeal rights (through SCDHHS Division of Appeals). If the beneficiary decides
to appeal, he/she contacts their assigned local eligibility worker, who then will begin preparing
documents on their behalf.

Member Management (ME)” Wish-list” Table
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Online applications with web-based submission.

¥

Determine Eligibility

Context-driven interviews to gather applicant information more
effectively

Determine Eligibility

System should have functionality similar to PFH (workflow management
etc.) at the county offices.

Determine Eligibility

MEDS should reflect how the application came in to the system (e.g.
paper-based via an interview, mail, drop-off at office, etc.).

Determine Eligibility

Tracking and reporting features for eligibility determination including
timeliness, verification, and redetermination reports available down to
the location and user level

Determine Eligibility

Automated budget calculations (income and resources) for all programs
to assist in the eligibility determination process

Determine Eligibility

Improve MEDS efficiency for eligibility workers’ use (e.g. only entering
data once, system prompt for mandatory fields, ability to make changes).

Determine Eligibility

Ability to tailor MEDS to user format and workload management. Create
alerts, reviews, case transfers, and case notations.

Determine Eligibility

Automated workflow to distribute work throughout state once
application is scan. All related application documentation should be
linked to the case file.

Determine Eligibility

Logic to determine automatically all categories and programs for which
an individual is eligible

Determine Eligibility

Close a case automatically once a death certificate is produced.

Determine Eligibility

Automatic case closure for individuals who turn nineteen. For this
population, it will be necessary to include information about applying for
other Medicaid programs if the beneficiary has a disability or is pregnant.

Determine Eligibility

Generate pre-populated review forms for beneficiaries.

Determine Eligibility

MEDS should be web-based and easily scalable based on the number and

Manage Member

user’s reason for making changes.

location of users with no system impact. Information

Validate addresses based on US postal standards and have data matches | Manage Member

with credit bureaus. Information

All MEDS interfaces should automatically populate beneficiary records. Manage Member
Information

MEDS should have more audit trails related to a beneficiary’s record. Manage Member

SCDHHS would also like a more user-friendly notes section to show a Information

Notices sent to beneficiaries should be directly accessible in MEDS.

Manage Member

cases.

Information
A central screen should show all the services that are available to a Manage Member
beneficiary. Information
All beneficiary information should be centralized including all information | Manage Member
relating to communication, grievances, appeals, and Program Integrity Information

MEDS should have more flexibility and adaptability to support small and
large-scale changes. MEDS should be adaptable to support functional

Manage Member
Information
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Wish-list [tem Related Business Process

organization changes (e.g. intake, processing, maintenance, privatized

intake).

Beneficiaries should have access to an eligibility file in order to update Manage Member
information like addresses and access to other program information. Information

Expand and enhance HIPP outreach. Perform Population and

Member Outreach
The Division of Appeals and Hearings desires a more user-friendly tracking | Manage Member
system, which would encourage division-wide use. Grievance and Appeal
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Provider Management (PM)
Asls

South Carolina has a diverse network of providers, from rural dentists filing paper claims to large
research hospitals and pharmacy chains. Providers enroll by paper application; their enrollments
and updates are processed by the enrollment contractor.

Contact with providers is fairly decentralized, with providers communicating with their
individual program areas and very little tracking. Training and outreach are partly informal, via
program areas, and partly delivered under the claims administrator contract.

SCDHHS seeks changes to the kinds of provider data gathered and the way the agency interfaces
with providers.

To Be
The major goals for Provider Management are:

1. Collect more comprehensive information about providers:

e Email addresses

e Multiple billing and pay-to addresses

e Office hours, languages spoken, and other member-friendly information

e Provider ownership, controlling interest, and managing employees (Statement of
Ownership and Disclosure) to comply with federal standards.

2. Improve the way providers interface with South Carolina Medicaid. Pivotal ideas are:

e |Implement a front-line, first-level call center for general provider inquiries from all
provider types: claims status, address changes, eligibility verification, etc. More
complex calls would be routed to the proper specialized program staff. Incorporate
the call center into MMIS.

e Increase communication via email and other electronic means.

e Track all contact with providers in a central repository or tracking system that
houses information concerning all provider communication.

3. Further develop and improve the re-verification process for enrolled providers.

Promote provider use of EHRs.

5. Develop a workflow management system that displays a history of contact with the
provider.

E
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Provider Information

T — Provider Support

3.3.3.1. Enroll Provider

South Carolina Medicaid enrolls providers into the Medicaid program, allowing them to render
services and file claims for payment.

Providers who enroll with South Carolina Medicaid are divided into two major types: contracted
and non-contracted. The steps for contract negotiation, rate setting, and other processes
specific to contracted providers are covered under the Award Contract business process.

Providers initiate the enrollment process by contacting the program area or Provider Enrollment
contractor (or, for contracted provider types, the Division of Contracts or the program area). The
Provider Enroliment contractor or Division of Contracts sends the provider an application and
associated forms depending on the type of services the provider renders. South Carolina
Medicaid only accepts hard copy enrollment applications. The provider completes the forms and
mails or faxes them to the Provider Enrollment contractor, MCCS.

Beginning in the first quarter of 2010, the Dental ASO will manage provider enroliment and
credentialing for dental providers.

For contracted providers, the Division of Contracts mails enrollment materials to the Provider
Enrollment contractor. They mark the applications by hand using internal procedures to signal
the Provider Enrollment contractor that they’ve reviewed the documents and consider them
complete/ready for the enrollment process.
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MCCS tracks all enrollment applications using a proprietary tracking system; the MMIS has no
enrollment tracking of its own. The system is used to record applications received and all actions
taken and contacts made for each application. SCDHHS is interested in incorporating tracking
functions into the MMIS.

MCCS staff check to see that all required information is included with the enrollment. If
information is missing, the contractor sends the provider a letter requesting the missing
information. These letters are generic and are designed by SCDHHS for use by the contractor.

MCCS staff then manually verify information on the enrollment application following detailed
procedure manuals. The information varies according to provider type. State board licensure,
CLIA certification, and other information are verified online through the websites of the various
entities. Other information must be verified by letter or telephone. Providers are also manually
checked against sanction lists: the Program Integrity exclusions list, the OIG, the LEIE, etc.

If a contracted provider fails screening/ verification, the provider enrollment contractor returns
the enrollment documents to the Division of Contracts with a cover sheet stating why the
provider cannot be enrolled. The Division of Contracts then makes contact with the provider and
the program area informing them why the enrollment cannot be processed. For non-contracted
providers, the contractor sends a notice directly to the provider.

SCDHHS would like to expand how information is gathered during the enrollment process.
SCDHHS desires automated verification of provider information via interfaces. For example,
information from DHEC is needed for verifying facility licensure; an automated interface with
DHEC would speed up the enrollment process.

The provider is then assigned a legacy ID number. These assignments follow a compositional
logic — for example, a dental provider ID may consist of a “DN” prefix followed by a sequential 4-
digit number. The Provider Enrollment contractor and the Division of Contracts maintain
separate paper logs of legacy ID numbers to help them assign the correct numbers. SCDHHS is
interested in automating the ID assignment process.

SCDHHS would like to end the use of legacy numbers and use NPl numbers as the identifier in the
system. However, the new system will need a way to assign a unique ID to a provider who does
not have an NPI.

MCCS does not enter enrollment data into the MMIS until all enrollment requirements have
been satisfied —that is, the MMIS holds no records of rejected or dropped applications.

The only thing that can result in a failed enroliment during data entry is NPI-related: if the
provider has one NPl and multiple legacies, and the new enroliment NPI taxonomy and ZIP+4
matches information already listed in MMIS for that NPI, the keyer will get an online edit, thus
stopping the enrollment process. SCDHHS program staff research the issue and update the
taxonomy and zip, if possible. If SCDHHS can't update the info listed in MMIS, the provider is
contacted to explain why the enrollment cannot be processed.

MCCS staff key the provider information into MMIS screens. The exact screens used vary by
provider type. Online edits verify the data as it is entered.
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A turnaround document showing the keyed data is generated by the MMIS and sent to the
Provider Enrollment liaison (within the Department of MMIS User Services) at SCDHHS. For
contracted providers, it is sent to the Division of Contracts.

The physical provider file is kept on file at the office of the Provider Enrollment contractor. It is
not imaged.

If the enrollment is successful, MCCS sends the provider a packet of information including his or
her provider number (if applicable), provider manual, and other program information.

Disenroll Provider

The Disenroll Provider business process performs the voluntary or involuntary
disenrollment/termination of providers who no longer meet eligibility requirements to remain in
the Medicaid program.

The following conditions would require the disenrollment of a provider:

e Listed on the HCFA/CMS exclusion List
e License Expiration

e  Fraudulent activity

e lllegal activities or records

e Self-termination

e Inactivity (One year of no payments)

e Death

SCDHHS would like to improve and expand its processes for finding conditions that would cause
disenrollment. Currently, this process is manual and takes significant staff time. Automated
interfaces with DHEC, the SSA, and other relevant entities would assist in process improvement.

Once the qualifications for disenrollment are present, an MCCS worker updates the provider’s
record in reflect his or her termination from the program, along with the date of termination.
No SCDHHS worker has the ability to update a provider record to reflect disenrollment. Only
MCCS has update capabilities to provider records under the supervision of SCDHHS.

In order to change the provider’s record, an update form must be completed with the necessary
information and signed by an authorized SCDHHS worker. Program areas and the Division of
Contracts both have workers who retain this authority. A listing of those authorized is created
by the agency (hard copies are archived) and is maintained by MCCS.

Status indicators in the provider file indicate the reason for termination. MCCS then sends a
turn-around-document (TAD) back to the agency containing screenshots verifying that the
provider has been disenrolled from the system. In cases where the provider has decided to self-
terminate from the Medicaid program, the provider will either call or send a letter to MCCS or
the agency. If the agency is the recipient of the notice, they fill out the update form and send it
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to MCCS. If MCCS is the recipient of the notice, they make the requested changes, and send the
TAD back to the agency. No formal written notice is sent to the provider confirming the update.

The Division of Pl monitors providers for potential disenrollment (e.g. suspected abuse of the
Medicaid program). The Pl Division does not notify MMIS User Services or MCCS that the
provider is being monitored for potential disenrollment. However, when a provider in placed on
suspension, the PI Division completes an update form with a termination status that only the
division uses for suspension and forwards it to MCCS for processing. That termination status can
only be removed by the division via an update form.

The Department of MMIS User Services performs file maintenance annually by running a routine
maintenance report from the MMIS to find providers that have been inactive for over a year.
Some program areas with inactive providers choose to review the inactivity report®. The
program area reviews the inactivity report and communicates to MCCS those providers to
terminate and those to remain active. The program area uses predetermined annotations on the
report, which indicate to MCCS whether the provider is to remain active or be terminated. The
program areas also have the option to call their providers instead of mailing inactivity letters
(which is noted in their annotations on the report). The program areas have 30 days from the
date the report is sent to their area to notate actions and return the report back to MCCS for
processing. Once the program area has returned the report, MCCS will then send out the letters,
giving the providers 30 days notice to respond before they are terminated.

For program areas that do not choose to review the inactivity report, MCCS receives the
inactivity report from the Department of MMIS User Services. MCCS automatically sends the
inactive provider a letter (to the address listed in the MMIS) asking if the provider wishes to
continue to participate in the program. If the provider does not respond within 30 days, he/she
is automatically terminated, and his/her record will reflect the termination status and the
effective date.

If a provider does not respond within 30 days but wishes to remain in the program, he or she
will have to re-enroll. The provider will retain the same identification number, but the
enrollment dates will indicate a break in service. The letters that MCCS sends to providers
inquiring about their participation are manually tracked. MCCS assigns one worker to handle file
maintenance, who notates all action on the report to include when the letter was mailed and
the deadline to receive the letter back. When the letters are received back, they are then
tracked in MCCS’ tracking system.

! The decision to receive the inactivity report is left up to the individuals responsible for the management
and maintenance of the program.
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3.3.3.3. Manage Provider Information

The MMIS holds all enrolled provider information gathered during the enrollment process and
during subsequent updates. MCCS is responsible for updating the MMIS.

Program areas, Provider Enrollment, the Division of Contracts, other areas of SCDHHS, and
MCCS all receive information from providers about new addresses, license renewals, etc. via
hard copy letters or calls in the Manage Provider Communication business process. If the
provider calls, the SCDHHS or MCCS worker will request that the provider send in written
correspondence, detailing the change in information. However, this is not a consistently
exercised policy as there have been cases where the worker will take down information over the
phone.

SCDHHS staff fills out universal paper update forms and forwards them to MCCS to update a
provider’s record in MMIS. If MCCS originally received the request to update information, they
complete an update form indicating the requested changes from the provider and attach it to
the letter sent by the provider.

Only certain MCCS staff members have MMIS update access to create and alter provider
records; these workers key the information into the MMIS that is listed on the update form. The
next day, the TAD is printed, which MCCS compares with the information on the update form to
ensure changes were keyed accurately. If the changes were not keyed accurately, MCCS must
wait until the next day to process the new TAD. Once the MCCS worker confirms the changes, a
copy of the TAD is placed in the hard copy provider file along with the update form and the
provider’s written request. A second copy of the TAD is sent to the applicable SCDHHS program
areas. No correspondence is sent to the provider confirming the update.

MCCS will only process the update form if it includes an authorized signature. MCCS maintains
an Authorized Signature Card File that lists all of the authorized SCDHHS staff signatures that are
acceptable for processing the update forms. SCDHHS management sends new authorized
signatures to MCCS to add to the Authorized Signature Card File. The program areas would like
for the providers to have web-based access to verify updates for correctness and eventually
allow providers to make changes themselves.

Manual processes can lead to inaccurate provider information. For instance, provider addresses
are not validated to ensure their accuracy in accordance with United States postal service
standards. The program area would like to interface with various entities that would allow for
automated verification of provider information.

SCDHHS would like to dramatically expand the amount and types of information the MMIS
provider file can hold. Field length is a concern, as are the different types of fields. For example,
they would like the “name” field to be longer than 28 characters and the “license number” field
to be longer than six characters. They would like more fields for different types of addresses —
currently, they have to lump “billing agent” and “pay-to” address together, and it would be
useful to separate them. An end date on the license number field would also be useful, as would
multiple CLIA certification categories.
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Provider Exclusion Lists

The Office of Inspector General (OIG) sends a hard copy notification of newly excluded providers
to the PI Division. The OIG website also lists the excluded providers. The exclusion notification
triggers the PI Division to fill out an update form and send it to MCCS, if the excluded provider is
enrolled in the SC Medicaid program. The Pl Division uses a status 5 on the MMIS provider file to
reject any claims submitted by the excluded enrolled provider. Only the PI Division can put this
status on claims or remove it.

The OIG and the PI Division send notification letters (hard copy) to the provider, notifying him of
the exclusion, via certified mail. The Pl Division only sends a letter to the provider if he is
currently enrolled in the SC Medicaid program.

The PI Division may also exclude a party convicted under State or Federal law of a criminal
offense from participating in the Medicaid program. The PI Division website maintains an
updated version of these two exclusion lists (OIG exclusions and SCDHHS exclusions). Currently,
the SURS Division manages the two lists and sends them monthly to the SCDHHS webmaster for
loading to the website. SURS also sends the updated list to designated individuals within the
agency and to other agencies and/or professional entities. MMIS User Services and MCCS rely
heavily on this information to stay informed of providers that have been convicted of a criminal
offense or that have been excluded for some other reason. MCCS or MMIS User Services might
learn about a criminal offense or some other circumstance that warrant exclusion from SC
Medicaid via a less formal source (newspaper, prosecutors handling the case etc.).

MMIS User Services does ask as part of the Participation Agreement that providers disclose if
they have been convicted of a criminal offense or any other circumstances that would exclude
them from SC Medicaid. In addition, Pl is working on an additional form to be included with the
enrollment package that providers must complete and sign regarding convictions of criminal
activity.

Other provider information stores include:

e Paper provider contracts are kept on file by the Division of Contracts.

e MCCS keeps paper enrollment applications on file.

e Program areas and areas such as the Pl Division and the Division of Appeals and Hearings
may keep performance data, contact records, complaints, case files, and other information
on providers as needed. Such data are not centralized.

e The MCCS’ proprietary tracking system holds information on enrollment applications,
contact with providers, and other enrollment-related occurrences.

The following item, though explained in the Enroll Provider business process for clarity, is also a
function of this business process:

e Input of enroliment application information into MMIS

Self-Assessment Report Page 53 of 243




SCDHHS

3.3.34.

3.3.3.5.

South Carolina Medicaid Enterpri J?

The following items, though explained in the Disenroll Provider business process for clarity, are
also functions of this business process:

e Reflecting disenrollment in a provider’s record
e Routine maintenance report to flag inactive providers.

The following item, though explained in the Manage Provider Communication business process
for clarity, is also a function of this business process:

e Tracking correspondence with a provider

The following item, though explain in the Manage Provider Grievance and Appeal business
process for clarity, is also a function of this business process:

e Tracking information related to a provider grievance or appeal

Inquire Provider Information

The Inquire Provider Information business process manages inquiries related to enroliment
verification of providers by providers, internal agency staff, or other outside entities. For
example, North Carolina Medicaid requests additional information for their own verification
process that includes the types of services provided and the date of enrollment.

Inquiries concerning enrollment verification come via telephone or letter to either SCDHHS or
MCCS. If the correspondence is received by MCCS, they will respond to the enrollment inquiry
based on information available in their proprietary tracking application (Remedy). If the
correspondence is initially received by SCDHHS, they will respond to the enrollment inquiry
based on information housed in the MMIS. Only enrolled provider information is housed in the
MMIS. The MMIS does not house information related to pending or denied enroliment
applications. Information concerning pending or denied enrollment applications is housed in
MCCS’ proprietary tracking application. SCDHHS will forward the call/letter to MCCS for inquiries
when no provider record is found in the MMIS (letters are sent via interoffice courier).

If the correspondence is written, the Provider Enrollment specialist (located at MCCS) handling
the inquiry will document contact with providers using the contractor’s proprietary tracking
application. However, if the correspondence is a phone call, the inquiry is not tracked.
Information and records concerning enrolled providers are found in the MMIS.

Manage Provider Communication

The Manage Provider Communication business process manages communication to and from
prospective and current providers regarding program and personal enrollment information.
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Prospective or current providers contact program representatives, provider enrollment
representatives (located in the Department of MMIS User Services or off-site at MCCS), or other
areas within the agency looking for general Medicaid program information or a specific question
concerning the eligibility of a certain or covered services. Contracted providers may be directed
to the Division of Contracts or the program area that is the contract owner for specific
information.

MCCS utilizes a proprietary tracking system, which provides information regarding the status of
a provider’s enrollment and is used to track provider communication. The MMIS houses other
information including payment information, claims submission history, provider address
information (to enable MCCS to mail communication) etc. The MMIS only houses information
concerning enrolled providers. Agency workers may use the MMIS, the SCDHHS website, and/or
provider manuals for research purposes to resolve a caller’s inquiry.

Any number of areas, including program areas and MCCS, has the ability to mail requested
materials to a provider.

Each program area has a different method for tracking communication with providers. For
example, the Division of Physician Services logs the calls in a paper or online document, which
includes information such as provider name, date and time of call, provider ID, and the
comment and/or issue. The log also tracks when the program manager returned the call along
with the resolution. The Division of Care Management and the Division of Hospitals requires
each staff member to track their calls to and from a provider separately. There is no
standardization for the logs. They may be managed via hard copy or electronically. SCDHHS
would also like to create a central communication tracking system to standardize the way the
agency tracks any communication with providers.

General Information including enrollment packages are mailed to inquiring prospective
providers as well. The MMIS is used to look up a provider’s address. Currently, SCDHHS is
working to provide more information to prospective and current providers via the web to
answer frequently asked questions and reduce the number of calls that the agency receives for
these types of inquiries. Plans include posting enrollment procedures by provider type, which
providers will click to view an entire enrollment package as well as an expansion of general
program information. Currently, providers can access some Medicaid information pertaining to
their specific provider type in the provider manuals on the SCDHHS website.

Currently, written correspondence sent to providers is not standardized throughout the agency.
Some program areas utilize form letters while other areas manually draft correspondence as
necessary.

In the future, a central call center could manage the call volume and direct inquirers to
appropriate program areas. A central agency policy and information online resource is also
desired to reduce call volume, answer FAQs, and standardize agency responses. This would also
improve customer satisfaction by having information at hand instead of transferring calls.

The following items, though explained in the Enroll Provider business process for clarity, are
also functions of this business process:

e Receipt of enrollment applications via hard copy or fax
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e Request to provider for missing enrollment application information
e Failed enrollment notification

The following items, though explained in the Disenroll Provider business process for clarity, are
also functions of this business process:

e Receipt of voluntary disenrollment request
e Tracking correspondence with inactive providers

The following item, though explained in the Inquire Provider Information business process for
clarity, is also a function of this business process:

e Tracking correspondence related to enrollment status

The following item, though explained in the Perform Provider Outreach business process for
clarity, is also a function of this business process:

e Sending e-bulletins

The following item, though explained in the Manage Provider Information business process for
clarity, is also a function of this business process:

e Exclusion notifications

The following item, though explained in the Manage Provider Grievance and Appeal business
process for clarity, is also a function of this business process

e Any communication with a provider concerning a grievance or appeal

Manage Provider Grievance and Appeal
Grievances

Any grievances/complaints received by the Division of Appeals and Hearings are initially passed
back to the program area that the provider is enrolled with. Program staff attempt to resolve
grievances/complaints via telephone or hard copy letter response. Each program area tracks this
communication by various methods. Most keep a hard copy or electronic file that details any
communication associated with the complaint. Provider manuals that contain policy and
procedure guides can be used as a tool in resolution of a grievance.

Appeals

Providers have the right to the appeal the following:
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o Rejected claims®

e Denial of a prior authorization (PA) request
e Nursing home audits

e Pl Audits

e Terminated Contracts

e Federal Exclusions

The notice a provider receives for any of the appealable matters listed above will inform the
provider of his right to appeal. For instance, an exclusion notice (sent by the PI Division) will list
the provider’s right to appeal. However, the program area or other SCDHHS area will informally
work with the provider to resolve the situation as much as possible prior to scheduling a
hearing.

For nursing home audit appeals, the Division of Appeals and Hearings will issue an Order for
Prehearing Conference, which is attended by the SCDHHS program area, the nursing home
accountants and the State Auditor’s Office. The purpose of this conference is to resolve or
narrow the issues as much as possible prior to forwarding the case to a hearing officer (For non-
nursing home provider audits, the Pl Division offers a “pre-hearing” conference option prior to
appealing to the Division of Appeals and Hearings as well. However, the Division of Appeals and
Hearings is not involved in those conferences. Refer to Manage Case business process for
further information). If no resolution is met or is unsatisfactory, the nursing home provider
receives a notice explaining the findings and details their appeal rights. Other types of provider
appeals usually only have a single or limited number of issues, so a pre-hearing conference to
resolve or narrow the issues is not necessary. A provider who then decides to file an appeal
sends a hard copy appeal request and any supporting documentation to the Division of Appeals
and Hearings via regular mail.

Once a provider files an appeal request, the Director of Appeals will determine if it is an
appealable matter based on the supporting documentation submitted by the provider. If the
request for an appeal is honored, the Director of Appeals will assign a case number and hearing
officer to the appeal request. The Director then passes the request on to an administrative
assistant from the Division of Hearings and Appeals, who will key in relevant information that
identifies a case (name, address, case number assigned) into the Appeals and Hearings Tracking
System database (see Appeals and Hearings System PC application for technical details). If the
request for an appeal is not honored, no information concerning the request is keyed into the
tracking system. The administrative assistant also prepares a CMS, which is then sent to the
assigned hearing officer.

Certain boilerplate documents are identified on the CMS in drop-down menus, as well as drop-
downs for date, time, possible hearing locations, names of “common personnel” (a list of these
individuals is maintained by the division) that are to be copied with the various correspondences

% SCDHHS does not have a reconsideration process for rejected claims. The appropriate program area will
work with a provider to correct errors on a claim in the Edit Claim business process. If no resolution is met
or is unsatisfactory, the avenue of last resort is for a provider to file an appeal.
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associated with the case. When the hearing officer determines which document is needed, they
select the appropriate responses from the drop-downs and email the CMS back to the
administrative assistant to create the document, envelopes, certified cards, etc. Any and all
mailed communication produced by the division is sent via certified mail. Some communication
may be sent electronically. The Appeals and Hearings Tracking System database tracks the case
flow from the opening of the case to its closure. Currently, the administrative assistant is the
only user of the tracking system. The Division of Appeals and Hearings desires a more user-
friendly tracking system, which would encourage division-wide use.

A hearing officer will then examine the case. There is no SOP for managing an appeal. Currently,
the Division of Appeals and Hearings is working to draft an SOP. The Division of Appeals and
Hearings has viewing capability of the MMIS, MEDS, BENDEX, and SDX to verify information for
case research. The Division of Appeals and Hearings can contact the provider at any time for
additional information concerning the case. If the hearing officer determines that the original
decision stands, an Interlocutory Order is sent to the provider. The provider has 10 days to
review and produce an error in writing or provide a cause. If no error or cause is produced, the
Division of Appeals and Hearings will dismiss the appeal. The hearing officer will then write an
Order of Dismissal, including such information as when the records were sent to the provider,
the failure to produce an error or cause, etc. The Order of Dismissal will be signed by the
Director of Appeals and sent out to relevant SCDHHS areas.

If anyone feels that the appeal should stand, the case may be appealed to the South Carolina
administrative law court. The Appeals and Hearings Tracking System database will be updated to
reflect the closing of the case.

When the appeal is not dismissed, the Division of Appeals and Hearings must give the provider
at least 30 days advance notice for a scheduled hearing. The provider can choose to waive the
30 days of preparation, which would expedite the case. The hearing office and an agency
representative attend the hearing. The agency and the provider each give testimonies in the
quasi-judicial hearing and must provide copies for everyone present of any documents
referenced. The hearing is recorded, and the hearing officer reviews the recording, documents,
and evidence to reach a decision. Currently, the Appeals and Hearings area uses analog
recorders, but they hope to move to digital recording in the near future. The Director of the
Division of Appeals and Hearings reviews the decision. If the Director disagrees with the hearing
officer’s decision, the two will discuss the case and reach a consensus. The Director signs a cover
letter. The decision is sent to the Petitioner (entity who filed the appeal) and other interested
parties.

Final Decisions and Orders of Dismissal are imaged, and the case files are archived after two
years. These documents are easily accessible through Application Xtender.

If anyone feels that the Hearing Officer’s decision is in error, they have 30 days to appeal to the
South Carolina ALC. The Appeals and Hearings Tracking System will be updated to reflect the
closing of the case.

When a provider chooses to appeal the decision, they must file with the ALC. The Office of
General Counsel and the Division of Appeals and Hearings will receive a notice from the court
informing them of the filing, and SCDHHS must prepare a full record. The Division of Appeals and
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Hearings has forty-five days from receipt of the notice to prepare a complete copy of the record
and a written transcript of the recorded hearing. Kinko’s prints and binds the full record copies.
The hearing officer will review the entire record and sign off to verify its completeness. The
court receives three copies of the record, and the provider and SCDHHS General Counsel each
receive a copy. The court will affirm, reverse, or remand the SCDHHS decision. When the
decision is remanded, SCDHHS must comply with the directives of the ALC, which may include
holding a second hearing. If the provider chooses to appeal from the second hearing, they must
appeal to the South Carolina Court of Appeals.

3.3.3.7. Perform Provider Outreach

The Perform Provider Outreach business process maintains provider manuals, conducts provider
training, and sends information concerning program changes and updates to providers via
electronic bulletins. There are also less formal ways that SCDHHS utilizes to conduct provider
training, which includes the whole agency working to educate and reach out to the provider
community.

Typically, SCDHHS does not conduct any provider recruitment. However, some program areas
have reached out to providers in order to fulfill a particular provider need. For example, the
autism waiver requires a highly specialized provider type, which is not common in South
Carolina. SCDHHS may contact a specific provider to encourage enroliment into the Medicaid
program. There is no defined procedure for contact.

Provider Manuals

SCDHHS holds a contract for provider outreach, and one aspect of the contract is to maintain all
provider manuals (there are about 30). All manuals contain generic sections concerning the
Medicaid program as a whole, and each manual has program-specific sections as well. The
manuals have specific formatting standards as determined by SCDHHS or the specific program
area. Manuals are updated for various reasons (policy change in a bulletin, overall program
change, updated codes etc.) The program area that owns the manual will contact a contractor
instructional writer to update the manual. Communication method varies based on the
relationship established between the program area and the writer. The default contact is the
provider outreach contractor manager. Currently, the provider outreach contractor utilizes a
folder system on a shared drive to manage Word and PDF versions of the documents and all
supplementary materials. A document management system for all the documents associated
with the manuals could enhance tracking, reporting, and issuing manual changes.

Once the changes are written into the manual, the program area must sign off on them before
the manual is published in an updated form. (Brand-new manuals require the signature of the
Director, but changes/revisions only need program area sign-off.) The signoff process by the
program areas is not formalized; program staff usually email the contractor to say they approve
the changes.

If the change resulted from information in a bulletin, the new version may be published
immediately. If it is a routine change, the updates occur once a month, and the new sections are
posted on the SCDHHS website. The provider outreach contractor sends the final version of the
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manual in a PDF file to the SCDHHS webmaster. There is a change control record that goes along
with each manual to track the amendments. This record is posted online for providers to see
changes.

New providers receive the manual on CD-ROM free of charge as part of the packet of materials
mailed to new providers. Providers may also contact Provider Outreach to order additional CD-
ROMs or hard copies for a fee. The contractor manages a small database to log manual orders
and print invoices. Providers send checks for manuals to the contractor. A daily courier takes the
checks to the Bureau of Fiscal Affairs at SCDHHS for processing.

Once a year, the State Library receives updated provider manuals free of charge. Program areas
can order copies of provider manuals for their own use at any time.

Depending on the size and scale, manual printing may occur through the provider outreach
contractor, SCDHHS, or another print shop. Currently, the manuals are quite long and not
necessarily user friendly. A more Interactive website with full look-up capability or a revised
manual format would aid providers in finding the information they need.

Provider Training Classes

Provider training classes are also part of the contractual agreement with the provider outreach
contractor. The contract has certain specifications regarding the number and location of certain
types of classes that the contractor must conduct. An example of permanent training would be a
class called “Medicaid Basics,” which offers a provider an overview of the Medicaid program
from member eligibility to billing to payment. Specialized training is also conducted, and this
depends on the needs of the agency or a specific program area. SCDHHS can utilize the
contractor to conduct the training classes or set up their own training. Training classes may be
updated to provide additional information if a program area or SCDHHS notices a pattern in the
provider community.

SCDHHS must approve any presentations or handouts created for the training classes. The
contractor advertises training through e-bulletins (SCDHHS recently discontinued the use of
weekly remit stuffers), postings on the provider outreach contractor website, announcements in
the Web Tool Times (the newsletter for users of the web-based claims tool), and other routes as
necessary.

The contractor uses their EDI support call center and Provider Outreach website for enrolling
providers into training classes and monitoring class size. Providers can view the class list and
training calendar online, enroll online, or call the contractor to sign up for a class.

The training classes are hosted throughout the state at facilities that are free of charge (libraries,
etc.). All training sessions are free to providers. As determined by SCDHHS, the contractor or
someone within SCDHHS will conduct the training. The contractor utilizes an evaluation form (to
be completed by attending providers) at the end of the session to monitor performance.

Some virtual training is also offered, which includes a live conference class plus an online
tutorial. SCDHHS would like to expand training to include more online training that is self-paced
for providers. SCDHHS program areas also conduct ad hoc individual training on an as-needed
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basis. Program area representatives go onsite to providers’ offices for this training. Any
materials for this training are developed by the program area.

Provider Bulletins

Bulletins are typically developed when there is a policy change or policy clarification needs to be
communicated to providers. Policy changes are approved by management and then the Bureau
Chief assigns someone within the bureau to draft the bulletin. A program representative can
also make the recommendation to the Bureau Chief that a bulletin is needed if he notices a
pattern of misunderstanding a policy by the provider community.

Once the bulletin is ready for review by the agency, the bulletin creator emails a copy to a
“Bulletin Review” email group (established by the bureau chiefs within SCDHHS) with a deadline
for comments. The body of the email should read as follows:

Please review the attached draft Medicaid Bulletin. Reply to this email (no “reply all”)
with comments by close of business (provide due date). The bulletin will be finalized
based on comments received by the deadline. If you have no comments, please reply to
this email (again, no “reply all”) with “No Comments”.

All members of the group must respond either with comments or a message reading “no
comments”. Once the deadline for comments has passed, a manila folder is established with the
following:

e All comments received

e A Transmittal for Director’s Signature form on blue paper (Bureau Chief and Deputy
signature is required, at minimum)

e Acopy of the bulletin

e A completed copy of the Provider Distribution List

Once the transmittal form is signed, the folder goes to the public information coordinator, and
the electronic version of the bulletin and distribution deadline is emailed to the public
information coordinator. The bulletin is formatted, and the Agency Director’s signature is
obtained. The bulletin is converted to PDF, and a copy is emailed to the Bureau Chief, requesting
approval for its release to the listserv and web. Upon approval, the bulletin is released to the
listserv and sent to the webmaster for posting on the web. The hardcopy folder and all
signatures are kept in the Office of Public Information.

Online registration is required to receive bulletins at http://bulletin.scdhhs.gov/. Bulletins are
also available at www.scdhhs.gov. A provider must select the types of bulletins he wants to
receive (the default is all Medicaid bulletins) and answer a few fields to provide contact
information, etc. A confirmation email with a verification link will be sent to the email address.
Once the provider clicks on the link, registration is complete, and the provider will receive future
bulletins and newsletters. E-Bulletin subscription is also now part of the Enroll Provider business
process for prospective providers.
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3.3.4. Provider Management “Wish-list” table

Wish-list Item ‘ Related Business Process

Add tracking functions into the MMIS. Enroll Provider
Automate provider licensure verification steps. Enroll Provider
Automate the ID assignment process. Enroll Provider
Use NPl numbers as the identifier in the system. However, the new system Enroll Provider
will need a way to assign a unique ID to a provider who does not have an
NPI.
Build an interface with DHEC, SSA, and any other relevant licensing Disenroll Provider
boards/entities.
Allow providers to have web-based access to verify updates for correctness | Manage Provider
and eventually allow providers to make changes themselves. Information
Improve accuracy and automated of provider information verification. Manage Provider
Information
Dramatically expand the amount and types of information the MMIS Manage Provider
provider file can hold. Information
Create central communication tracking system to standardize the way the Manage Provider
agency tracks any communication with providers. Communication
Create a central call center and a central agency policy and information Manage Provider
online resource and repository. Communication
The Division of Appeals and Hearings desires a more user-friendly tracking Manage Provider
system, which would encourage division-wide use. Grievance and Appeal
Create a document management system for all the documents associated Perform Provider
with provider manuals. Outreach
A more Interactive website with full look-up capability or a revised manual Perform Provider
format would aid providers in finding the information they need. Outreach
Expand training to include more online, self-paced training. Perform Provider
Outreach
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3.3.5. Contractor Management (CO)
As s

Within the agency, the Contractor Management business processes are fairly decentralized,
with multiple areas managing their own contractor relationships and data stores.

Many contractor management activities are handled at the state government level rather than
the agency level. The state procurement office provides an automated web portal and other
MITA-aligned contractor outreach/communication strategies.

To Be

The state procurement office will continue to manage the procurement process for contracts
above a certain dollar amount.

Within the agency there are two major goals for this business area:

1. Improve and centralize reporting on contractor performance.
2. Image and electronically store contracts and contractor files.

A centralized contract data repository would allow designated staff throughout the agency to
access needed information about contract dates and contact information, for example.

Contractor
Management

h Administrative Contractor
Contracting Contracting Contractor

. . Information
Enrollment Brokers,
M F&CPRSNIIJ,%F%::.) EORO, P o ot Management Support
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3.3.5.1. Award Administrative or Health Services Contract

South Carolina awards contracts in many different ways depending on the type of commodity,
service, or contracted entity. Some contracts also have a Memorandum of Understanding
(MOU) when some sort of exchange is taking place. A Business Associate agreement and/or a
Trading Partner Agreement (TPA) may also be used with a contract.

The state Materials Management Office or IT Management Office (MMO/ITMO) administers the
contract process when the cost of the good or service exceeds SCDHHS’ procurement authority,
which is currently set at $150,000 for goods and services and $125,000 for IT procurements.

There is significant overlap between the administrative services and health services contracting
processes. There is also significant coordination between the Division of Contracts, the Bureau
of Federal Contracts, the Division of Procurement and Support Services, and state procurement
agencies.

Contracts fall more or less into the following categories:
Provider Contracts

Certain providers are considered contracted providers because there are terms and conditions
for their participation in Medicaid beyond the provider enroliment agreement. (For example,
they may be required to submit cost reports.) Most provider contracts meet CMS’ definition of
Health Services contracts.

The program area, the Division of Contracts, and Provider Enrollment (Department of MMIS
User Services and MCCS) are all involved in the provider contract process.

In most cases, the program area is contacted by a prospective provider, and the area works with
the provider to gather required documentation. These requirements are set by the individual
program areas. Required documents may include budgets, staffing plans, seclusion and restraint
policies, etc.

The agency occasionally finds prospective providers using a bid or grant process; however, no
such projects currently exist.

Next, the contract owner (program area) contacts the Division of Contracts to begin the contract
process. The Division of Contracts works with the program area to complete the draft contract
(ultimately, the program area is the one that drafts the contract — but the Division of Contracts
assists when necessary). The Office of General Counsel reviews the contract to approve its
content. The contract owner works with the provider to complete the enrollment application.
The contract owner signs the Contract Approval Form (102), which accompanies the contract
from the program area to the Division of Contracts. The Division of Contracts then passes the
Contract Approval Form (102) and a copy of the contract to the SCDHHS Bureau of Fiscal Affairs.
Fiscal encumbers the funds based off of the Contract Approval Form (102). The Contract Log
System (CLS) is used to log all new contracts as they move through the Division of Contracts and
the Fiscal Services.

Self-Assessment Report Page 64 of 243




SCDHHS

South Carolina Medicaid Enterp J?

The Division of Ancillary Reimbursements area works with the program area to set the
provider’s rates. The Office of General Counsel must approve all new contracts. Fiscal Services
must encumber funds for all new contracts.

Once the contracting process is completed, the Division of Contracts forwards all enroliment
information to the Provider Enrollment contractor, which completes the provider enrollment
process as described under Enroll Provider. TADs generated by MCCS are sent to the Division of
Contracts, which are put in the contract file.

Interagency Contracts

Certain administrative services and health services are performed by other state agencies under
an agreement with SCDHHS. First, the Contract Approval Form (102) is completed by the
contract owner and sent to the Division of Contracts. Next, the contract is drafted by the
contract owner. If the contract is for certain administrative services, the Division of Contracts
now completes an MMO Form 136 to justify the interagency contract (this is only required for
some administrative services, and is not required for health services contracts). The Division of
Ancillary Reimbursement must approve the contract if rates are involved. Also, as with all
contracts, the Office of General Counsel reviews the contract to approve its content. Once the
Division of Contracts has finalized the contract, the contract is returned to the contract owner
for approval. Once approved, the Division of Contracts sends the contract, along with the
Contract Approval Form (102) to the Bureau of Fiscal Affairs. Some of these other agencies are
enrolled and reimbursed via the MMIS as though they were providers (i.e. submitting claims to
receive payment). Others, like Clemson University or the State IT Office, operate under
agreements with SCDHHS and submit invoices for payment. The SCDHHS contract owner signs
the invoice and forwards it to the Fiscal area. The Fiscal area processes the payment outside of
the MMIS (see Perform Accounting Functions).

Invitation for Bids (IFBs)

Most bid requests are for goods and services that do not meet CMS’ definitions of
administrative or health services contracts. There are exceptions, however: SCDHHS has
procured items like eyeglasses via a sealed bid process, then enrolled the supplier as a Medicaid
provider, setting the bid amount as the provider rate and paying the provider via the standard
MMIS claims payment process.

Program staff or other SCDHHS staff complete a 192 form and send it to the Procurement
division to begin the requisition process.

SCDHHS requests bids from vendors using an IFB. Bids for procurements over $50,000 must be
sealed and kept confidential. The state has established a standardized format for the IFB, with
certain boilerplate, terms, and conditions. The agency includes the specifications for the
material or service and releases the bid via the MMO website (www.mmo.sc.gov/); a link is also
provided on the state Procurement website) to submit requests which are handled by the
MMO; this system is part of the SAP/SCEIS (Systems, Applications and Products in Data
Processing/South Carolina Enterprise Information System).

On the closing date, SCDHHS or the state procurement office opens the bids and compares the
prices. The contract is awarded to the lowest bidder that meets the established requirements.
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Awards are published on the state Procurement website (www.procurement.sc.gov/) and
posted on a public bulletin board at SCDHHS’ main office.

Request for Proposals (RFPs)
RFPs are issued as described under Produce RFP. Most RFPs are for administrative services.

For most RFPs, after the closing date, the state procurement office (ITMO or MMO) makes sure
all bidders are compliant with the RFP requirements. A group of SCDHHS evaluators then
reviews and scores the technical proposals according to evaluative criteria that were laid out in
the RFP. The procurement officer calculates the scores, using a formula to balance cost against
technical scores, and announces the Intent to Award. Vendors have 10 days to protest; these
protest hearings are handled by the state procurement officer. Amounts under $50,000 are non-
protestable. After the protest period, the contract is officially awarded.

Grant Application Requests (GARs)

In rare cases, SCDHHS conducts internal RFPs (known as GARs); these GARs are conducted in
nearly the same manner as those handled by ITMO or MMO except that no bids are accepted.
Applicants are scored based on their ability to meet the criteria outlined in the GAR. The Division
of Contracts functions as the procurement officer. Each GAR has a specific value and is
evaluated on the following review factors: Scope of Work and Objectives, Coordination and
Collaboration, Performance Measures Outcomes, Experience/Project Management Experience.
The intent to award is sent via certified mail to all parties that were involved in the grant request
process. Also, the intent to award is posted on the public bulletin board at SCODHHS’ main office
and the SCDHHS website. Participants in GARs have no appeals rights (all decisions are final).

Emergency and Sole Source Contracts

Under certain conditions, SCDHHS bypasses the standard IFB and RFP procurement processes.
For sole source contracts, the agency must justify to the state procurement authority that only
one vendor can provide a product and or service. In emergency situations, the agency makes a
procurement decision to quickly obtain needed products or services without undergoing an
extended bid or RFP process. The program area drafts the contract, which is sent to the Division
of Contracts and the General Counsel for approval. The Contract Approval Form (102) is signed
by the contract owner, and accompanies the contract from program area to the Division of
Contracts and the Bureau of Fiscal Services.

The following items, though explained in the Establish Business Relationship business process
for clarity, are also functions of this business process:

e Preparation and generation of other contract documents like the MOU, TPA, and/or
Business Associate Agreement
e Establishment of data exchange requirements including privacy and security protocol
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3.3.5.2. Close out Administrative or Health Services Contract

Contracts end for various reasons. Some expire. The program area, Pl, or another area of
SCDHHS may request that a contract be terminated. Contractors and providers may also request
that a contract be closed or not renewed. Other conditions such as noncompliance, failure, the
state’s convenience, nonappropriation of funds, etc., are spelled out in the contract boilerplate.

In most cases, the Division of Contracts or Procurement sends a letter or change order to the
provider or vendor announcing the end of the contract via certified mail. The agency aims to
give 30 days’ notice (or 90 days where a product is being manufactured for the agency). General
Counsel would like to add information concerning the appeals process to the termination letter,
so the contractor has the information ready and available for use if he chooses to appeal the
termination.

Prior to sending the termination notice, the General Counsel may be consulted as part of the
Terminate Business Relationship business process, but consultation is not a necessary precursor
for termination of a contract. Termination negotiations may also occur as part of the Manage
Contract business process.

The Division of Contracts or Procurement sends a copy of the termination letter to Fiscal
Services to unencumber the funds by change order form or via email. For contracted providers,
they notify MCCS to perform the Disenroll Provider process via hard copy update forms.
Currently these processes are manual.

If the contract is a service contract, it is terminated out of the MMIS. The BMSM and/or EDI
Support Center remove any data access for the contractor.

In each RFP, the vendor/contractor is required to submit a turnover plan, which outlines how all
documentation, files, etc. will be transitioned at the end of a contract. At the close of the
contract, if the vendor/contractor is not re-awarded the contract, SCDHHS requests the turnover
plan and works with the two vendors/contractors to complete a smooth transition and turnover
of deliverables.

The following item, though explained in the Terminate Business Relationship business process
for clarity, is also a function of this business process:

e Division of Contracts’ use of the CLS

3.35.3. Manage Administrative or Health Services Contract

The agency manages and monitors contracts at various levels. Individual program areas monitor
the performance and compliance of contracted providers when the area is familiar enough with
the contract to perform these duties. The Bureau of Federal Contracts and Pl monitor
administrative contracts and larger contracts. The Procurement division monitors supplier
performance.

The agency contract contact (usually someone in the program area) routinely schedules
meetings between the agency (could include staff from various areas) and the contractor. The

Self-Assessment Report Page 67 of 243




SCDHHS

South Carolina Medicaid Enterp J?

frequency of these meetings depends on the needs of a contract. New issues, upcoming
changes, and other contract matters are discussed during these meetings.

A contract monitor (from the Bureau of Federal Contracts) tracks and measures contract
deliverables (including reports) and performance standards for certain contracts (see Develop
and Manage Performance Measures and Reporting and Monitor Performance and Business
Activity). The contract monitor creates a deliverables spreadsheet, based on the contract, to
monitor that all the deliverables are being met. The monitor also regularly schedules meetings
with the contractor/vendor to go over any issues, missing deliverables, etc. The monitor also
collaborates with the program area that holds the contract and the agency IT area throughout
the duration of the contract.

Any issues discovered by SCDHHS require a detailed corrective action plan (to be submitted by
the contractor). Some issues require immediate attention like safety. The monitor and program
area will work to resolve issues with the contractor via meetings and on-site visits, as necessary.
Any further deficiencies are addressed and escalated to the Office of General Counsel, as
needed.

The Managed Care area (program area) is responsible for monitoring the Enroliment
Broker/Counselor, MCO, and MHN contracts. The contract monitor (Bureau of Federal
Contracts) schedules individual meetings with the contractors on an as-needed basis. The
Managed Care area also schedules quarterly meetings with all MCOs and MHNs that are
contracted with SCDHHS. These are advertised via the public notice website. In the past,
quarterly meetings were scheduled for each individual contractor, but SCDHHS has found that it
is more effective to combine the groups to talk through relevant issues.

Like the contracts monitored via program areas or the Bureau of Federal Contracts, Managed
Care contract monitors have reporting requirements and performance standards that are
monitored through various contractor-produced reports, depending on the contract. Some
reports like grievances/appeals, subcontractors listing, etc. are sent via email or hard copy.
Other reports that include encounter data, TPL are sent via Connect Direct (C:D). For reports
that utilize Document Direct (D:D), accessible records only date back by eighteen months, and
the Managed Care area would like to increase the availability of data history. In general, the
Managed Care area finds that there is limited access to reports utilized by other entities or
interfaces (ex: the Enrollment Broker), so an overall increase in access for reports is desired.

A current contractor may request an amendment to the contract based on a rate change,
change in scope or size of contract, or any other number of reasons; or SCDHHS staff may
request an amendment. If amendments to a contract are required, the program staff works out
the details of the amendment with the contractor, then contacts the Division of Contracts
and/or the Procurement division about the change. General Counsel also reviews contract
amendments and updates (see also Manage Business Relationship).

Though not required by contract language, the agency may hold a termination negotiations
period to resolve contract issues. Resolved negotiations may require an amendment to the
contract. Failed negotiations will result in termination of the contract (see Close Out Contract
and Terminate Business Relationship)
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3.354.

The following items, though explained in the Manage Business Relationship business process
for clarity, are also functions of this business process:

e Monitoring contract expiration

Produce Administrative or Health Services RFP
For certain services, SCDHHS produces RFPs soliciting proposals from vendors.

RFPs are produced when the agency identifies a need that must be fulfilled by an outside entity.
RFPs ask vendors to propose solutions; they are not issued when the agency will make its
decision based on price alone (e.g., when procuring a copy machine of a particular desired brand
and model). In those cases, the agency will use an existing state contract or use one of the other
procurement methods described under Award Contract.

The state MMO or ITMO administers the RFP issuance and contracting process when the cost of
the good or service exceeds a certain amount. That amount is known as SCDHHS’ procurement
authority; it is currently set at $150,000 for goods and services and $125,000 for IT
procurements. Because RFPs are most commonly issued for larger, more complex projects,
almost all Medicaid RFPs are handled by these two state procurement authorities.

The agency also produces an RFP when an existing contract is coming to the end of its term and
must be re-procured.

To develop an RFP, the Bureau of Federal Contracts or the Procurement department works with
the SCDHHS program area to design requirements and guidelines for the RFP. If the RFP is for an
existing contract, they determine whether and how the Statement of Work should be amended.

If more than $5 million of Medicaid funds will be spent over the entire contract term, and the
procurement is related to automated data processing, the agency must produce an Advance
Planning Document (APD) to submit to CMS (e.g. Clemson, MCO contracts). CMS has 60 days to
review and respond to the APD. The agency also submits the draft RFP to CMS for review and
approval.

Procurements with an IT component require the Division of Procurement to write and submit a
State IT Plan to the State IT Planning group.

Approval of all final RFPs is done by the SCDHHS Bureau Chief of the program area and General
Counsel. Once the agency has approved the RFP, it works with the state MMO or ITMO to
develop, issue, and manage the RFP process.

In rare cases, SCDHHS creates and manages internal RFPs known as GARs. The Division of
Contracts maintains a list of potential GARs to answer inquiring potential contractors of
upcoming opportunities (this list contains those that have sent applications before, or that have
specifically asked to be included in future opportunities etc.). These RFPS are conducted in the
same manner as those handled by ITMO or MMO. The main difference is that the cost cannot
exceed the agency certification of $150,000 (MMO) or $125,000 (ITMO), and the Division of
Contracts will function as the procurement officer. RFPs for dollar amounts that exceed $25,000
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must be advertised in SCBO (South Carolina Business Opportunity Newsletter). Approval of all
final RFPs is done by the SCDHHS Bureau Chief of the program area and General Counsel.

The Division of Procurement uploads the completed RFP and associated documentation to the
state procurement website (http://www.procurement.sc.gov/).

The RFP is advertised in the SCBO newsletter (if it exceeds $10,000) and is posted on the state
Procurement website. The state procurement officer or SCDHHS Bureau of Federal Contracts
may also contact individual vendors to let them know about the RFP (excluding GARs, which are
handled strictly by the Division of Contracts). They may be vendors who expressed an interest in
the contract or who SCDHHS has identified as important players in the industry.

The RFP process is governed by state and federal law; most requirements and procedures are
set by outside entities over which SCDHHS has no control. Agency procurement staff does not
use the MMIS and MEDS systems.

Manage Contractor Information

The Manage Contractor Information business process maintains any information associated with
the contractor as well as updating the files to reflect the most recent information concerning
the contractor.

The Division of Contracts utilizes a CLS to track any necessary information about the contract
and its contractor. Information logged includes date stamps used for when paperwork was sent
to/returned by program areas, contractors, and the Director.

The CLS also tracks when a 102 was finalized, which says all necessary paperwork has been
distributed. The CLS does not track when enrollment sheets (processed by MCCS) are sent to the
MMIS. Enrollment paperwork is tracked in the provider enrollment contractor’s log (see
Provider Management). If paperwork or an approval is still outstanding, the CLS also provides
this information. Other information concerning contracted providers and renewal list reports is
also housed in the CLS.

Currently, no contracts are kept electronically in the Division of Contracts (The Fiscal area scans
the majority of contract-related paperwork that they receive using ApplicationXtender (see
ApplicationXtender PC application for technical details), so the CLS also tracks where the original
contract and supporting documentation is kept, down to the particular file cabinet it is housed
in. Division workers are able to make necessary changes to a contractor’s file. Common changes
include a change of address, and the CLS is updated to reflect such changes. Changes within the
CLS may also be triggered by action occurring in the Manage Contract or Close out Contract
business processes.

The Division of Procurement utilizes the CLS to track contract numbers for contractor payments
processed in the Fiscal area. Additional information is tracked in a hard copy spreadsheet. The
spreadsheet manages contact information for the contractors and is updated manually by a
Procurement staff member. Information from ITMO and MMO is also used to keep the
spreadsheet up to date.
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In cases where a vendor is suspended or debarred, a list is maintained on the MMO and the
ITMO website. The Division of Contracts also utilizes provider exclusion lists to verify a provider
is not excluded from participation (see Manage Provider Information). SCDHHS will not conduct
business with a listed vendor for up to three years.

The following items, though explained in the Manage Contractor Communication business
process for clarity, are also functions of this business process:

e Tracking correspondence with a contractor
e Maintenance of potential vendors list

The following item, though explained in the Support Contractor Grievance and Appeal business
process for clarity, is also a function of this business process:

e Tracking information related to a provider grievance or appeal

Inquire Contractor Information

The Inquire Contractor Information business process responds to contractors’ inquiries by
verifying data housed in the CLS or referring a contractor to the appropriate program area.

Contracted providers will contact SCDHHS to inquire about their enrollment or contract status.
The Division of Contracts receives these inquiries via telephone calls directly to their
department. A staff member can confirm whether the provider is contracted by utilizing the CLS.
Only contracted providers’ information is kept in the CLS, whereas enrolled providers would
contact a Provider Enrollment specialist to confirm their enroliment.

The Division of Contracts or Procurement occasionally receives FOIA (Freedom of Information
Act) requests for agency contracts from outside entities and internal agency staff. These
requests (via hard copy/fax/email) are logged and entered into the executive log system (an
administrative system; see Executive Log System for technical details) by the Public Information
Office and given a log number (assigned manually in sequential order) by the Public Information
Office and then routed via the Deputy Director/Bureau Chief (of the Office of Finance and
Administration/Bureau of Administrative Services) to the Procurement Division or Division of
Contracts. The log letter also includes a blue sheet (prepared by the Public Information Office)
that indicates the action and response required, along with the due date (FOIA requests must be
completed within 14 days). The Division of Contracts or Procurement will complete the log letter
and blue sheet and send the request back through to the Bureau Chief to the Public Information
Office. The Division of Contracts does not track or log FOIA requests. The Public Information
Office will prepare a letter, copy the contract, prepare an invoice for the copy fee, and mail the
packet to the requestor. The log letter is then marked as complete in the executive log system. If
it is an MMO contract, no packet is sent, and a response is returned to the FOIA requestor,
which will provide contact information for the MM/ITMO. In cases of a request for a response to
an RFP, the contractor or vendor reserves the right to mark certain pages as confidential, and
those pages would not be sent in a request.

The following item, though explained in the Inquire Provider Information business process for
clarity, is also a function of this business process:
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e Inquiries related to a pending enrollment status (applies to contracted providers)

3.3.5.7. Manage Contractor Communication

The Manage Contractor Communication business process manages communication to and from
current or potential contractors regarding program and/or contract information.

Potential contractors contact the Division of Contracts or Procurement via telephone for
information regarding contracting with the Medicaid program, upcoming contracts,
advertisement of vendor services, etc. A staff member will provide information based on the
type of inquiry or route the inquirer to the appropriate agency area. Inquiries related to existing
or upcoming contracts may be directed to the program area that holds the contract. Potential
contractors that also need to enroll as Medicaid providers are encouraged to send a hard copy
request to the Division of Contracts.

Current contractors contact the Division of Contracts, Division of Procurement, a program area,
or the contract owner via telephone, email, or hard copy correspondence. In cases where the
contacted area does not have sufficient information, the call or correspondence will be routed
to the appropriate agency area for resolution. An agency worker researches the majority of
requests by using the MMIS, the CLS (only Division of Contracts access), or hard copy files.

The Division of Contracts does not track any calls received from Health Services contractors. If a
Division of Contracts worker feels that the call needs to be documented, a note can be attached
to the paper file. There is no specific format for documenting the call.

The Procurement office does not maintain any communication records for existing contractors
unless there is an issue that needs to be documented, which is attached to the paper file. Bid
files for Administrative contracts must be maintained for seven years, so any communication
tied to that file will be stored. The Procurement Office also keeps a manual list of who calls for a
bid and then responds to that bid.

Program areas and contract owners each have their own method, electronic or paper-based, for
tracking correspondence and call logs.

The Procurement office maintains an electronic list of vendors that would like to be added to a
list to be considered for future contracts. A procurement specialist will ask for a copy of the
vendor’s W-9 and contact information. These records will then be sent to the buyer/owner for
an upcoming or potential contract.

The Managed Care area maintains question and answer sheets for each MCO that is contracted
with SCDHHS. Contractors submit questions through the spreadsheet, and the Managed Care
area provides responses in the spreadsheet and returns to the contractor. The program
manager responsible for the spreadsheet determines the schedule for sending
questions/answers. The spreadsheet must be coordinated by one person in the MCO, which
eliminates duplicate questions and encourages complete dissemination of the responses. These
spreadsheets provide a complete history of communication and track where the questions have
been forwarded. Copies are maintained electronically.
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3.3.5.8.

The Managed Care area does not formally track any calls received from contractors. Managed
Care workers manually maintain call logs, which are kept via hard copy or electronically. There is
no standard for the documentation of these calls.

The following item, though explained in the Inquire Contractor Information business process for
clarity, is also a function of this business process:

e Tracking correspondence related to enrollment or contract status

The following item, though explained in the Manage Contractor Information business process
for clarity, is also a function of this business process:

e  Tracking receipt of information from a contractor

The following item, though explained in the Support Contractor Grievance and Appeal business
process for clarity, is also a function of this business process:

e Any communication with a contractor concerning a grievance or appeal

Perform Contractor Outreach

The Perform Contractor Outreach business process allows for all necessary communication
(bulletins, changes to a specific program, creation of a new program or contract) to be
transmitted from a program area within the agency to relevant contractors.

For potential contracts, a Request for Information (RFI) will sometimes be posted in SCBO to
gather information about available services from potential vendors. SCBO is a newsletter,
available in hard copy or electronic form, which advertises all solicitations over $10,000 by all
state, local government, higher education and school districts. The newsletter provides contact
information for vendors to request information on the solicitation from the agency. Potential
vendors can then respond to the request providing their solution.

As often as quarterly, SCDHHS is invited to vendor and minority business fairs to learn about the
newest advancements in technology and new services that vendors/businesses offer to
Medicaid programs. The Division of Procurement attends these fairs to make contact with
potential contractors and add interested vendors/businesses to a contact list for future
contracts. In general, SCDHHS does not conduct any sort of recruitment to attract potential
contractors. Like the Perform Provider Outreach business process, there have been rare cases
in which a program area may contact a provider or hospital if they perform a specialized service.

For provider contracts, SCDHHS communicates program or policy changes on a regular basis to
the contractors via e-bulletins and program manuals. Administrative and other contracts do not
regularly receive bulletins, unless the contractor requests to receive any communication. The
procedure concerning the creation of bulletins and registration to receive bulletins may be
found in the Perform Provider Outreach business process.

The Department of Managed Care does not perform direct outreach to MCOs, but the area does
utilize a website to provide information to prospective and current contractors. The website
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provides information concerning contracts, Frequently Asked Questions (FAQs), policy and
procedures, monthly listing of potential eligibles, etc. The website is also designed for use by
potential or current members in the Perform Population and Member Outreach.

Support Contractor Grievance and Appeal

The Support Contractor Grievance and Appeal business process works to resolve grievances and
appeals through data research and formal hearings (if pre-hearing conferences did not resolve
the issue) to reach a decision suitable for the agency and the contractor.

Grievances

The Division of Contracts and/or the Procurement area will send a hard copy demand letter
when a contractor is not performing to contract standards. This is attached to the contractor
file. Otherwise, the Division of Contracts does not formally document any complaints or
grievances that are not subject to appeal in an electronic record or log. If a worker feels that the
situation should be documented, a hard copy note may be attached to the file.

Grievances or complaints that come through the Appeals and Hearings area are first routed to
the appropriate program area for resolution. The program area may use contract
documentation, MMIS data, or other agency resources as needed to resolve the grievance.
Program areas do not use a standardized tracking system to track grievances.

Contract Award Protests

The MMO hears protests for Administrative service contracts/vendors against a state agency
that are conducted by the MMO/ITMO. For contracts above $50,000, the MMO/ITMO will hear
the protest. Any contracts under $50,000 are non-protestable. SCDHHS does not hear any award
protests. SCDHHS reserves the right to reject any and all Grant Proposals that are deemed to not
meet the requirements of the specific GAR. SCDHHS is the sole judge as to whether an
applicant’s Grant Proposal has or has not satisfactorily met the requirements of the GAR (See SC
CO Award Administrative or Health Services Contract for details of GAR).

Contract Termination Protests

If a buyer at the MMO/ITMO conducted the solicitation/contract, then they are the buyer of the
record and would hear the protest. When the buyer is at the agency, the agency is the buyer of
the record and would entertain protests.

A contractor may protest a contract termination notice prepared by the Division of Contracts.
The request for termination comes from the program area or contract owner. The Office of
General Counsel assists the contract owner with the termination. Copies of this notice are sent
to the Fiscal area, program area, and the Division of Contracts and/or Procurement Office. This
notice (in some cases) offers the contractor 30 days’ notice or the contract will be terminated.
Communication regarding the dispute of a notice of termination is directed to the chief
procurement officer. The appeals language included in the contract is provided below:

Requests for resolutions and disputes, claims whether for money or other relief arising
hereunder shall be submitted to the appropriate chief procurement officer, in writing
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not later than one (1) year after the date that ******* |ast performs work under this
contract. Nothing herein shall preclude the State from requiring submission of an
invoice for final payment within a certain time after completion and acceptance of the
services and/or supplies herein specified. Pendency of a claim shall not delay payment
of amounts agreed due.

When a contractor disputes a termination notice, the Procurement area will work with the
contractor to resolve the dispute (the Division of Contracts refers the contractor to the program
area for this situation). The contractor can dispute a termination notice by appealing the
decision with the Division of Appeals and Hearings.

Pre-Hearing Conferences and Hearings

Pre-hearing conferences are often held between the contractor and the contract owner (i.e. the
program area or other SCDHHS area will informally work with the contractor to resolve the
situation as much as possible prior to scheduling a formal hearing). In rare instances, the
Division of Contracts has participated in a contractor hearing. The hearing process is managed
by the Division of Appeals and Hearings. Appealable matters include termination of a contract or
audit findings. The Procurement area does not have an appeals process for contractor issues.
Appeals are handled by the MMO for administrative service contracts that are approved by
MMO.

The notice a contractor receives for either appealable matter will inform the contractor of his
right to appeal. For instance, a termination notice (sent by the Division of Contracts) will list the
contractor’s right to appeal.

Once a contractor files an appeal request, the Director of Appeals will determine if it is an
appealable matter based on the supporting documentation submitted by the contractor. If the
request for an appeal is honored, the Director of Appeals will assign a case number and hearing
officer to the appeal request. The Director then passes the request on to an administrative
assistant from the Division of Hearings and Appeals, who will key in relevant information that
identifies a case (name, address, case number assigned) into the Appeals and Hearings Tracking
System database (see Appeals and Hearings PC application for technical details). If the request
for an appeal is not honored, no information concerning the request is keyed into the tracking
system. The administrative assistant also prepares a CMS, which is then sent to the assigned
hearing officer.

Certain boiler plate documents are identified on the CMS in drop-down menus, as well as drop-
downs for date, time, possible hearing locations, names of “common personnel” (a list of these
individuals is maintained by the division) that are to be copied with the various correspondences
associated with the case. When the hearing officer determines which document is needed, they
select the appropriate responses from the drop-downs and email the CMS back to the
administrative assistant to create the document, envelopes, certified cards, etc. Any and all
mailed communication produced by the division is sent via certified mail. Some communication
may be sent electronically. The Appeals and Hearings Tracking System database tracks the case
flow from the opening of the case to its closure. Currently, the administrative assistant is the
only user of the tracking system. The Division of Appeals and Hearings desires a more user-
friendly tracking system, which would encourage division-wide use.
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A hearing officer will then examine the case. There is no SOP for managing an appeal. Currently,
the Division of Appeals and Hearings is working to draft the SOP. The Division of Appeals and
Hearings has viewing capability of the MMIS, MEDS, BENDEX, and SDX to verify information for
case research. Contract documents may also be used for case research. The Division of Appeals
and Hearings can contact the contractor at any time for additional information concerning the
case. If the hearing officer determines that the original decision stands, an Interlocutory Order is
sent to the contractor. The contractor has 10 days to review and produce an error in writing or
provide a cause. If no error or cause is produced, the Division of Appeals and Hearings will
dismiss the appeal. The hearing officer will then write an Order of Dismissal, including such
information as when the records were sent to the provider, the failure to produce an error or
cause, etc. The Order of Dismissal will be signed by the Director of Appeals and sent out to
relevant SCDHHS areas.

If anyone feels that the appeal should stand, the case may be appealed to the South Carolina
ALC. The Appeals and Hearings Tracking System database will be updated to reflect the closing
of the case.

When the appeal is not dismissed, the Division of Appeals and Hearings must give the contractor
at least thirty days advance notice for a scheduled hearing. The contractor can choose to waive
the thirty days of preparation, which would expedite the case. The hearing officer and an agency
representative attend the hearing. The agency and the contractor each give testimonies in the
quasi-judicial hearing and must provide copies for everyone present of any documents
referenced. The hearing is recorded, and the hearing officer reviews the recording, documents,
and evidence to reach a decision. Currently, the Appeals and Hearings area uses analog
recorders, but they hope to move to digital recording in the near future. The Director of the
Division of Appeals and Hearings reviews the decision. If the Director disagrees with the hearing
officer’s decision, the two will discuss the case and reach a consensus. The Director signs a cover
letter. The decision is sent to the Petitioner (entity who filed the appeal) and other interested
parties.

Final Decisions and Orders of Dismissal are imaged, and the case files are archived after two
years. These documents are easily accessible through Application Xtender.

If anyone feels that the Hearing Officer’s decision is in error, they have 30 days to appeal to the
ALC. The Appeals and Hearings Tracking System will be updated to reflect the closing of the
case.

When a contractor chooses to appeal the decision, they must file with the ALC. The Office of
General Counsel and the Division of Appeals and Hearings will receive a notice from the court
informing them of the filing, and SCDHHS must prepare a full record. The Division of Appeals and
Hearings has forty-five days from receipt of the notice to prepare a complete copy of the record
and a written transcript of the recorded hearing. Kinko’s prints and binds the full record copies.
The hearing officer will review the entire record and sign off to verify its completeness. The
court receives three copies of the record, and the contractor and SCDHHS General Counsel each
receive a copy. The court will affirm, reverse, or remand the SCDHHS decision. When the
decision is remanded, SCDHHS must comply with the directives of the ALC, which may include
holding a second hearing. If the contractor chooses to appeal from the second hearing, they
must appeal to the South Carolina Court of Appeals.
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The following item, though explained in the Manage Provider Grievance and Appeal business
process for clarity, is also a function of this business process:

e Contracted provider’s appeal of federal exclusions

3.3.6. Contractor Management “Wish-list” Table

Wish-list Item ‘ Related Business Process

Add information concerning the appeals process to the termination letter. Close-out Contract
Increase access to contract deliverables. Manage Contract
The Division of Appeals and Hearings desires a more user-friendly tracking Support Contractor
system, which would encourage division-wide use. Grievance and Appeal

Self-Assessment Report Page 77 of 243




SCDHHS

South Carolina Medicaid Enterprise J?

3.3.7. Operations Management (OM)
Asls

The capabilities and limitations of the MMIS shape many of the Operations Management
business processes. In particular, South Carolina Medicaid moves a lot of paper, from hard copy
claims and adjustments to paper TPL referrals to paper prior authorization requests.

To Be

A redesigned MMIS is the primary mechanism by which SCDHHS hopes to accomplish changes to
this business area:

1. Automate the service authorization process.
a. Allow for electronic submission of authorization requests and electronic
notification of decisions.
b. Automate the validation of prior authorization numbers.
2. Rethink how reference data is handled by the Medicaid Enterprise system, eliminating
subfiles and program-area-specific files.
3. Incorporate National Correct Coding Initiative and more sophisticated rules-based
editing and auditing into claims processing.
4. Improve audit trails and reporting.
5. Significantly extend the length of time claims history is maintained in the system:
a. Expand claims history information and improve its accessibility to MMIS users.
Keep history of all claims, not just paid claims.
6. Centralize mailroom operations:
a. Image all documents and automate workflow for paper communication.
7. Incorporate a way for the MMIS to pay claims for QMBs based on the Federal Statute.
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Operations
Management

OM 5 Payment OM6E Member
Information Payment
Management Management

OM7 Cost OM1 Service
Recoveries Authorization

Payment
Management

OM2 Claims/ M4 Capitation
g:;anlfaﬂ?:t Encounter and Premium
Eporting Application Preparation

3.3.7.1. Authorize Referral
Department of Managed Care

The Department of Managed Care currently holds contracts with six MCOs and one MHN. Each
plan authorizes referrals with internal forms, mechanisms, and procedures. The contract
between SCDHHS and the plan lays out some guidelines, but it is up to each organization to
decide what services require referrals and how the plan will accept and process referral
authorizations.

SCDHHS does not monitor the specific referral authorizations. The encounter data passed to
MMIS by each plan includes the referring provider IDs.

Each organization is also required to send a number of reports to SCDHHS (as determined in the
contract). These reports are reviewed by the contract monitor and the Department of Managed
Care. Further information about contract management is listed in the Contractor Management
business area.

3.3.7.2. Authorize Service
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Hospital Services and Physicians Services

SCDHHS contracts with a QIO contractor for reviews of prior/pre-authorizations and support
documentation for services rendered by physicians.

Codes requiring PA or support documentation are listed in SCDHHS provider manuals.

It is the physician’s responsibility to obtain prior authorization for a service or submit support
documentation (i.e., for hospital-based services requiring authorization, the physician, not the
hospital, obtains the authorization).

Urgent or emergent services go through back end or post authorization. MMIS generates an
ECF, and MCCS sends the edit correction form (ECF) to the QIO contractor. The contractor then
sends this documentation to the program area (as the service has already been provided and
there is nothing to "prior authorize"). The program area makes the decision to pay or reject the
claim and returns the ECF to MCCS for processing (see Manage Edit Correction Forms). All
documentation is routed via fax or hardcopy. Elective services must receive PA.

There is a general prior authorization form for submitting PA requests to the contractor. Certain
services also have specific prior authorization forms, such as:

e South Carolina Medicaid Program Surgical Justification Form for Hysterectomy
e Transplant Prior Authorization Request Form

The provider sends required forms for services and any accompanying notes must be sent to the
contractor for review via hard copy or fax.

If the contractor grants prior authorization for the service, the contractor reviewer will assign an
authorization number and send a hard copy letter. The provider puts the authorization number
on the claim.

When a provider submits a claim to MCCS with procedure codes that are the contractor's
responsibility to authorize and the provider attaches supporting documentation, these claims
are scanned in the system at MCCS, and the document indicator on the claim record is set to “Y”
indicating that the claim has attachments. As part of the Edit Claim process, the MMIS identifies
that a procedure code on the claim requires authorization by the contractor. The MMIS checks
the document indicator. Because of the “Y” document indicator, the claim suspends as an in-
house ECF. MCCS sends the ECF and the claim attachment(s) to the contractor for review via fax
or hard copy.

When a provider submits a claim to MCCS that includes a service requiring support
documentation and does not also submit this documentation, the MMIS checks the document
indicator field, finds an “N,” rejects the claim, and generates a hard copy ECF, which MCCS mails
to the provider.

The provider sends support documentation and the ECF to the contractor via fax or hard copy.
Recently, the contractor implemented a new web-based program called i-exchange, which
allows providers to also send documentation to the contractor via the web.
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The contractor evaluates the support documentation and uses a proprietary tool to determine
the medical necessity of the service.

If the support documentation is approved by the contractor, a reviewer will mark the ECF with
his or her analyst ID to indicate the edit may be removed from the claim. The ECF is then
returned to MCCS to process the claim for payment in the MMIS. If the support documentation
is denied by the QIO contractor, the QIO contractor does not mark the ECF or return it to the
provider or MCCS.

Some services have specific forms that must be completed and submitted with the claim, such
as the Abortion Statement Form.

For both PAs and support documentation, if the provider did not send adequate information or
the contractor does not determine the service to be medically necessary, the contractor’s
internal physician will contact the provider who submitted the request to gather additional
information. If further documentation does not support medical necessity (or none is provided),
the contractor mails or faxes a letter informing the provider of the decision to deny the request.

The contractor has its own internal tracking system for support documentation and prior
authorization tracking. Requests from providers are not prioritized and are evaluated in the
order that the contractor receives them.

The contractor does not validate a provider’s participation or verify member eligibility in the
Medicaid program. The contractor does not use 277 or 278 HIPAA transactions. Currently, there
is no connection or interface between the MMIS and the contractor.

The contractor communicates with SCDHHS via hard copy, including a monthly report from the
contractor that details what activities occurred.

Some hospital services go through agency-internal review. These are reviewed by the hospital
services RN and medical directors. Currently, the internal review process is for unlisted drugs
and services and for codes not covered under contract with the contractor. Unlisted codes
require not only authorization but pricing, which is why they are handled internally. Unlisted
codes suspend to the program area for this review (see Manage Edit Correction Forms).

Internally reviewed claims are tracked using the Hospital Tracking System (see Hospital Services
Tracking System PC application for technical details).

Hospital and Physicians management recommend an interface between the agency and its
contractor to automate the prior authorization and support documentation process and reduce
hard copy communication. The contractor should not be responsible for marking up ECFs; their
expertise is in medical review. This interface could also allow for prior authorization information
to be included in member files. Having the contractor send prior authorization and support
documentation approval directly to MCCS for payment processing would improve this process
and greatly reduce fraud.
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Behavioral Health Services

For behavioral health services, other state agencies such as DSS are responsible for the
Authorize Service business function. SCDHHS provides guidelines for the referral authorization
process but does not monitor it except through postpayment review (see Identify Candidate
Case). The providers should receive the authorization/referral forms from the state agencies
prior to rendering services. The agencies assign providers a PA number according to rules set by
SCDHHS. Providers submit claims to SCDHHS, and the MMIS uses the PA number on the claim to
identify the proper fund code for that agency so the reimbursement can come from the
appropriate source.

The Behavioral Health area would like to allow these other agencies access to the Medicaid
Enterprise system or provide some other program allowing them to enter prior authorization
data. They would also like to automate the validation process of referrals.

DME

Certain codes relating to DME require PA. A provider submits a PA form (DHHS 214) to the DME
area along with any supporting documentation via hard copy or fax. The DME area recommends
imaging or electronic submission of this information, which would greatly reduce the volume of
hard copy materials received. Documentation varies based on the code; required
documentation for each code is listed in the DME provider manual and may include physicians’
notes, lab reports, manufacturer’s information, and/or a completed Medicaid Certificate of
Medical Necessity for that equipment or service type. The DME area will review received
documentation to determine if the code meets the criteria for medical necessity. Increased
functionality in the MMIS and MEDS system including the ability to view multiple screens and do
criteria-specific searches would greatly improve this process. The DME area also conducts an
eligibility check for the beneficiary. In cases of new equipment or special cases, the medical
director at the agency may review the request.

The DME area utilizes a tracking system that lists the name, date of birth, Medicaid beneficiary
number, medical services provider, and the equipment requested and approved for prior
authorization requests (see DME PC application for technical details). Only approved requests
are tracked in this system. The tracking system is used frequently by DME staff to ensure that
there are no duplications of requests.

If the request is denied, a hard copy letter will be mailed to the provider explaining the reason
for not granting PA. The letter may request that the provider send additional information in
order to grant prior authorization. The DME area will keep a copy of this letter until the provider
sends additional information.

If the request is approved, the DME area will assign a unique PA number (always begins with 0,
total of 7 digits) and enter the number and codes approved into the DME PA tracking system.
Three copies of the letter listing the PA number are made — one for the provider; one for MCCS;
and one for the DME area file.

The MMIS has edits that look for a prior authorization number, if needed, on DME claims. The
claim will suspend in-house at MCCS with an ECF for resolution (see Manage Edit Correction
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Forms). MCCS has a hard copy list of DME PA numbers to compare to the claim. If the number
listed on the claim does not match the number MCCS has on file, the claim is denied.

Pharmacy Services

Certain drugs require PA including non-preferred drugs, which are those not listed on the
Preferred Drug List (PDL). Some therapeutic classes or a drug within a therapeutic class may also
require PA. The SCDHHS Pharmacy manual lists other reasons for requiring PAs and exceptions.

A prescriber sends PA requests via phone, fax, or web tool to the Point of Sale (POS) contractor.
The web tool on the contractor’s website is the encouraged route for prescribers, and the other
mechanisms, phone and fax, also advertise and encourage use of the web tool. The contractor
also recently increased their online capabilities to include look-up status for any drug (whether it
is covered or requires PA, etc.).

The web tool provides real-time denial or approval of the PA. If the request is denied, the
request will be forward to the clinical call center to verify that the request should be denied or if
further documentation is required.

PA denials are sent via hard copy letter to the prescriber and the beneficiary. The beneficiary
has appeal rights through the contractor. SCDHHS receives monthly spreadsheets of the prior
authorization requests that have been denied.

The contractor tracks any and all prior authorization requests and their status.

If a request is approved, the contractor assigns a PA number and processes the request for use
at a pharmacy.

Dental

PA is required for non-covered services deemed medically necessary via an Early and Periodic
Screening, Diagnosis, and Treatment (EPSDT) screening or for services that extend beyond
service limits listed in the SCDHHS Dental provider manual. Any requests for prior authorization
must be for cases of medical necessity. Certain services (ex: Dental implant) are automatically
denied, and the PA request will be denied.

Providers submit a PA form (DHHS 214) and supporting documentation to the Dental area. The
PA form can be found in the provider manual. A Dental consultant reviews the request to
determine medical necessity. The request is either denied or approved and given a
reimbursement rate if necessary (if a non-covered service). A standard rate sheet (based on
Medicare rates) is used to establish a rate for the service. This rate is written on the hard copy
PA form.

Requests for a covered service that exceed normal service limits (ex: an additional panorex/x-
ray) can be authorized by the Dental area program area staff without referring the request to
the Dental consultant. Any request that could come back as an appeal for medical necessity is
initially reviewed by a Dental consultant. In the past, a Dental consultant has attended hearings
for a Dental appeal. The Dental area utilizes the Dental Prior Authorization System (DPAS)
tracking system for PA requests that have been approved. There is no place in the tracking
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system to log denied PA requests. Information for the approved PA request is entered into this
system (provider number, recipient number, reimbursement rate, services approved, etc.). DPAS
then assigns a unique number for each approved PA request. This system also houses
information concerning a beneficiary’s prior authorized treatment history and the provider’s use
of the PA approval. Hard copy files of the requests are also maintained (see DPAS for technical
details).

A request may require further documentation, which places the request in a pending status. The
Dental area will usually call the provider and request that additional documentation be sent.
Once the additional documentation is sent, the Dental area or Dental consultant can review the
request again. If a provider does not send additional documentation within a set time period (as
determined by the Dental area), the request will be denied.

The program area sends a hard copy letter approving or denying the request to the provider. If
approved, the PA number and prior authorization form, with reimbursement rate, is sent back
to the provider. When the provider submits the claim, the PA number is entered into the
appropriate field. The claim is marked with a D9999 procedure code. The PA number is specific
to a single service, with a one-time use, and will expire within a year. If the number is not used
within a year, the provider must restart the PA request process.

The claim should suspend back to Dental area, so that the Dental area may write on the green
suspended claim sheet the correct pricing value for the service.

SCDHHS recently awarded a contract to a Dental ASO to manage the PA request process for the
Dental area in the future.

The entire PA process in the Dental area is manual and completed using hard copies. This process
would benefit from automation in any way possible.

Department of Managed Care

The Department of Managed Care currently holds contracts with six MCOs and one MHN. Each
plan authorizes services with internal forms, mechanisms, and procedures. The contract
between SCDHHS and the plan lays out some guidelines, but it is up to each organization to
decide what services require authorization and how the plan will accept and process prior
authorizations.

SCDHHS does not monitor the specific service authorizations. The encounter data passed to
MMIS by each plan does not include data about whether or not a service was authorized.

Each organization is also required to send a number of reports to SCDHHS (as determined in the
contract). These reports are reviewed by the contract monitor and the Department of Managed
Care. Further information about contract management is listed in the Contractor Management
business area.

Division of CLTC Waiver Management

The Division of CLTC Waiver Management uses case managers (mostly providers who work for
other agencies) to authorize services for individuals via a waiver program. All forms related to
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authorizing services are located in the CLTC Case Management System (CLTC CMS). Each service
requires a different form. After meeting with the beneficiary, the case manager determines the
amount, scope, and direction of service to be provided. The case manager fills out the necessary
forms in the CLTC CMS electronically, which are then uploaded to a central server, which makes
them available for access by SCDHHS staff (see CLTC CMS for technical details). The case
manager also faxes a copy of the authorization of service to the provider. The case manager is
making all authorization decisions; SCDHHS (local area offices) reviews cases periodically to
ensure that the case manager is consistently providing authorizations that are appropriate for
need levels. The case manager can authorize a certain number of hours for a service up to a pre-
determined limit (this limit is set by SCDHHS). SCDHHS does not have to approve the form prior
to the service being provided unless the case manager exceeds the pre-determined threshold, in
which case SCDHHS (local area office staff) must prior authorize the determination by the case
manager. Care Call will receive the authorization that night (see Care Call for technical details).
The authorization decisions are made outside of CLTC CMS —the case manager is simply entering
the authorization information into CMS. Further information concerning the CLTC program is
located in the Care Management business area.

Out-of-State Services

When needed services are not available in South Carolina or within 25 miles of its borders (the
South Carolina Medical Service Area, SCMSA), South Carolina Medicaid providers can refer
members to providers outside the SCMSA. No authorization is needed in emergencies. In non-
emergencies, providers coordinate with an out of state provider and obtain written
confirmation that the outside provider will accept Medicaid payment. The SC Medicaid provider
then files a paper Referral Request for Out-of-State Services form to SCDHHS along with
specified supporting documentation.

The agency’s Out-of-State Coordinator at SCDHHS reviews the form and documentation and
decides whether or not to approve the service. He or she sends a letter to the in-state physician
saying whether the service is approved. There is no authorization number.

The Out-of-State Coordinator maintains a file on a shared network drive for each recipient of
out of state services. The folder houses all documentation associated with the referral request.
Access to the folders is limited.

Out-of-state providers must enroll with South Carolina Medicaid through MCCS Provider
Enroliment before Medicaid will process claims for the authorized service (the providers often
send the claim form and enrollment agreement to MCCS at the same time). The enrollment
procedures are the same as for non-contracted providers under Enroll Provider. This is for both
emergency services and pre-authorized services.

Authorize Treatment Plan

The Care Management business area describes how services are planned and coordinated for
particular individuals. The “authorization” of those treatment plans is not a separate business
process at SCDHHS.
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Apply Attachment

Currently, the submission and validation of attachments is a strictly manual and hard copy
process that varies in each program area. SCDHHS desires to automate the submission of
attachments.

There is no way for a provider to submit an attachment electronically.

Providers can submit hard copy attachments with hard copy claims. Those attachments are
scanned by MCCS and associated with the claim by CCN. All images are stored on microfilm. If a
service or item on the claim requires further documentation or some sort of attachment, the
claim will suspend with an in-house ECF or reject to the provider, depending on the rules for the
claim. For in-house ECFs, the claims area at MCCS routes the attachment, hard copy claim, and
ECF to the appropriate program staff. Once the documentation is received, the claim analyst or
program representative will review the attachment and take appropriate action on the claim.
(See Manage Provider Communication and Manage Edit Correction Forms).

Hard copy attachments can also be sent in with ECFs.

Apply Mass Adjustment

When the BMSM identifies a need (either internally or via communication with a program area)
for a mass adjustment (e.g. retroactive rate change, system error), one of the following actions
is completed based on the scope (volume of claims):

e  Provider has to re-file the claim(s) or complete a 130 form for each claim® (See Perform
Adjustment)

o Affected program area(s) fills out a 130 form for each claim (See Perform Adjustment)

e Mass adjustment by Clemson via “void and replace” process

BMSM staff looks at the magnitude of affected claims by identifying the time period of affected
claims and any other information that will narrow the affected claim pool. For example, a
retroactive rate change has an effective date, so only claims that contain services on or after the
effective date would be considered for the mass adjustment. Rate changes may affect only
certain provider types or claim types. A BMSM staff member sends all identifying information to
Clemson in an email.

Based on the identifying information sent from BMSM, Clemson runs a search of the MMIS and
generates a report and a file that lists all the affected claims, which is sent to SCDHHS affected
program areas. The process of having the MMIS run through all claims takes a significant
amount of time. BMSM management would like to automate and accelerate the process of
identifying affected claims in any way possible. Program staff view Clemson’s report via D:D to

? Institutional providers cannot use the Form 130. They submit claim-level adjustments by
coding the UB-04 claim form as an adjustment.
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confirm and verify that the claims listed should be adjusted. The program area will email
Clemson once the listed claims are verified; if multiple program areas are involved, the BMSM
will coordinate this communication. Clemson then schedules the adjustment.

Once the identified claims are verified, Clemson schedules a “void and replace” mass
adjustment job. This process essentially voids the original claim and replaces it with a claim
containing the correct rate. When the claims are picked up in the MMIS for processing, they
look like new claims. The void process creates a debit for the amount of the original claim, which
will be debited from the provider (also known as a debit adjustment). When the “new” claim
goes through the MMIS, a new payment (also known as a credit) processes through the MMIS
for use in the payment process. The difference of the debit/credit amount will appear on the
same remittance advice/check for a provider.

Once the payment of the mass adjustment is scheduled to run, the BMSM manually produces a
provider community-adjustment letter. This letter identifies what will appear on a provider’s
remittance advice and explains the reason for the adjustment. The letter also lists the date of
the adjustment (this is the date that the credit or debit mass adjustments will appear in the
provider’s payment), provider reference number, and submitter code. The reference number
and submitter code are also two fields on the remittance advice to aid the provider in
identifying the adjusted claims. BMSM photocopies the letter, produces mailing labels, and
sends the information over to MCCS, which sends out the letter to the affected providers via the
Manage Provider Communication business process.

BMSM would like to add to the functionality of the MMIS to include the ability to “void and
replace” a claim (from individual claim level to mass adjustment level) that has already been
replaced.

3.3.7.6. Audit Claim-Encounter

There is currently very minimal auditing of claims within the MMIS. These few audit processes
are currently part of claims adjudication and are described under Edit Claim/Encounter. SCDHHS
would like to perform much more extensive auditing of claims and encounters, most likely
through a third-party vendor that would audit claims in real time and determine whether they
were edited correctly by the MMI.S

The MMIS currently checks claims against skeletal history during the editing of the claims. It
checks for duplicates and for exceeding frequency limitations.

SCDHHS would like to automate the validation of PA numbers. Currently, the claim suspends,
and the program area or administrative contractor, MCCS manually checks the number against
the PA form.

Correcting these deficiencies and contracting with a claim auditing service would improve claims
payment accuracy.

3.3.7.7. Edit Claim-Encounter
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Each claim that comes into the MMIS is assigned a Claim Control Number (CCN), which is unique
to the claim. The MMIS has cycles (1* cycle, 2" cycle, etc.), which identifies if the claim is new or
a recycled claim. Regardless of the cycle a claim is on, the MMIS verifies all fields.

The MMIS verifies the claim against the following MMIS reference files:

e Skeletal history (checking for duplicate and conflicting claims and frequency)

e Duplicate CCN

e Provider Information: valid enrollment status, NPI/legacy ID, provider type

e Recipient Information: eligibility, age, demographics, special programs that a recipient falls
under (RSP), benefit package

e TPLdata

e Claim type

e Procedure Code file (lists age/sex limitations for certain services; codes listed compared to
provider type)

e Diagnosis file

e Revenue code

e DRG Grouper information

The MMIS checks the claim against skeletal history. It checks for duplicates and for exceeded
frequency limitations. Currently, MMIS skeletal claims history only extends back 18 months.
Thus, procedures with lifetime limits are not verified against a true lifetime of claims history.

SCDHHS would like to automate the validation of PA numbers. Currently, the claim suspends,
and the program area or administrative contractor, MCCS, manually checks the number against
the PA form.

Any Information listed on a claim can generate an edit. The MMIS has 999 edit code slots and
386 active edit codes. Edit codes are driven by certain logic. If the right circumstances are
present, an edit will occur, and the claim will either reject back to the provider or suspend in-
house (MCCS resolution). For example, an edit relating to a prior authorization number may
suspend to MCCS resolution for forwarding to the appropriate program area.

Edits can apply at the claim and line level. Some edits reject a whole claim while others can
reject a single line. Some claim forms (like the CMS 1500 and dental claims) have lines, so a
single line could reject while the rest of the lines pay. A single line could cause the entire claim
to suspend as a result of a need for manual pricing (see Price Claim-Value Encounter).

“Clean” /approved claims (claims that have no edits or errors) and denied (those with reject
errors) claims continue through the adjudication process. Denied claims move to a rejection
status once they have completed the payment process. Rejected claims generate ECFs for
providers to correct the errors (indicated by edit codes). Providers can also submit a new claim.
Refer to Manage Edit Correction Forms for further information on this process.

Some claims receive an edit that suspends the claim and creates an ECF for in-house resolution.
Refer to Manage Edit Correction Forms for further information on this process.
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Adjustment claims, both gross-level and claim-level, are also edited by the MMIS. Like claims,
they can be denied or approved or can suspend for in-house resolution.

Pharmacy Claims

Pharmacy POS claims are first edited by the Pharmacy POS contractor. When the claims are sent
to the MMIIS for payment, the claims go through additional high-level editing.

Encounters

Encounter data submitted by transportation brokers and MCOs goes through a separate process
from regular (fee for service) claims. This process includes a variety of presence, validity, and
consistency edits as well as checking for duplicate encounters. Some of the same MMIS
reference files used in regular claims editing are used in encounter editing - for example
procedure code file and diagnosis file. Encounters have their own skeletal history file and their
own set of error codes which are assigned when an encounter fails an edit. Some errors are
considered critical and cause an encounter to reject. Accepted encounters are added to
encounter archives. As a result of the editing process, the MCO receives two files. One is a copy
of their original file, and the other is a file of edited encounters, which contains any errors
assigned to the encounters. The MCOs use this information to correct rejected encounters and
resubmit them. In addition to the two files, the MCO receives a summary report which includes
information such as the number of encounters accepted/rejected and a list of errors assigned
and the number of occurrences.

Performance Standards

SCDHHS/MCCS meets the federal standard of processing a claim within 30 days from the date of
receipt. Hard copy claims received must be keyed and transmitted to Clemson within five
working days of receipt. Claims Resolution must resolve 98% of the suspended claims within 30
calendar days of receipt.
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3.3.7.8. Price Claim-Value Encounter

Pricing is mainly an automated function of the MMIS. There are a variety of sources of pricing
information in the MMIS database that form the basis of claims pricing. The major sources
include:

1. Procedure Code Pricing Information — For purposes of editing as well as pricing, SCOHHS
varies data related to a procedure code according to different categories called subfiles.
Examples of these categories are: ADA, Nurse, Physicians Assistant, Diabetes etc. Within
these subfile/procedure code combinations, pricing varies by a combination of procedure
code modifier and pricing specialty.

2. The provider rate — for contracted providers. For certain provider types, the MMIS checks
the database to see whether a contracted rate is listed for that provider number.

3. Diagnosis Related Group (DRG) — for Inpatient Hospital services. The DRG is assigned by
MMIS via a vendor supplied “Grouper” program which uses information such as diagnosis
codes, surgical codes, age, sex, and discharge status.

4. Revenue Codes — Outpatient hospital

The MMIS determines the rate for each listed service and if applicable, multiplies the service
rate by the units associated with the service. There are numerous other factors in the
algorithms. Examples include copayments, outliers, coinsurance and deductibles, bundling of
codes, etc.

In some situations MMIS assigns an error causing the claim to suspend for manual pricing. For
example, if the services do not have a specific rate or a miscellaneous code is listed, the claim
suspends to the program area for manual review as an ECF. The procedure code book indicates
which claims are manually priced.

Each program area has internal calculations to determine the rate for a service. Some
miscellaneous services do not have a price, so the program area representative will use a pricing
form to determine the amount. The procedure modifier and units of service listed on the claim
are used to determine pricing. If the provider bills higher than the Medicaid reimbursement
rate, the provider is only paid the maximum reimbursement rate. If the provider bills lower than
the Medicaid reimbursement rate, the billed amount will be paid.

A program area representative corrects the ECF manually in red and lists his/her analyst
number. The ECF is returned to MCCS for processing and payment. There are no automated or
electronic features to manual pricing of claims.

Encounters

Encounters are not priced by SCDHHS. The MMIS accepts the amount listed by the
transportation broker or MCO.

A project is underway to determine the accuracy of this encounter data and to begin setting
managed care capitated rates based on encounter data rather than fee-for-service data.

BMSM would like to retain a complete history of all pricing for all services. Currently, the MMIS
holds the current price and one prior price. A system request has been made for this new
functionality.
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Prepare COB

Most of South Carolina’s TPL processes are described under Manage TPL Recovery. This
problem statement only describes how the MMIS generates invoices to insurers for non-
institutional claims identified in Pay & Chase and Retro Health processes. South Carolina
Medicaid does not invoice third party insurers for cost avoided claims; in those cases, providers
must bill the third party insurers themselves.

When there is a policy online that may potentially cover a service that falls under pay and chase,
the MMIS processes and pays the claim but also creates a pay and chase record. These pay and
chase records are pulled into weekly and quarterly jobs which ultimately result in the creation of
retro claim and associated records in the potential action/retro area of the MMIS database.
Another quarterly process extracts data from the potential action/retro area and generates an
invoice for the third party payer/insurer. Clemson prints and sends these invoices to the
Medicaid Insurance Verification Services contractor (MIVS), which mails them to the third party.

Also, at the end of each quarter Clemson runs a process referred to as Retro Health that
identifies claims from non-institutional providers for which a third party may be liable. These
also end up in the potential action/retro area of the MMIS database and are therefore included
in the same quarterly extract and invoice process as the pay and chase claims. MIVS mails out
the invoices. In some cases, MIVS generates claim forms to send in place of the MMIS-generated
billings for certain carriers; those are proprietary agreements not negotiated by SCDHHS.

Insurers who do not respond are billed a second time four months later. Generally, the state
takes no further action.

South Carolina Medicaid does not generate EDI claims or invoices to third parties, only paper.

Note that South Carolina Medicaid also retroactively invoices providers for certain claims. That
process is described under Manage TPL Recovery.

Prepare EOB

Under the Bureau of Compliance and Performance Review, the Pl Division manages the REOMB
Program. No other EOBs are generated by SCDHHS.

Every month, Clemson University Data Center, as a function of MMIS, generates letters to a
random selection of 400 Medicaid recipients. Clemson uses standard parameters (year, month,
number of letters) to run the job. The PI Division can also request that Clemson modify the
sample pool to select recipients based on specific criteria. The Pl Division would like to directly
generate the sample selection and modify the criteria as necessary. Currently, there is not
enough staff to manage this process in the division.
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The letter lists all non-confidential services paid on behalf of the recipient during the preceding
45 days. The letter requests that the recipient verify that he/she received the service(s) listed.
Clemson sends these letters to the Pl Division. Mailing the letters and receipt of responses is
described in the Program Integrity Identify Candidate Case business process.

Prepare Home and Community Based Services Payment

Claims data for services under CLTC waiver programs is collected somewhat differently in South
Carolina than for other claims. That process is described under Enter Claim. However, once the
claims for these home and community-based services are in the MMIS, the claims are edited,
priced, and paid the same as other claims. There is no unique Prepare HCBS Payment business
process in South Carolina.

Prepare Premium EFT/Check
HIPP

HIPP premiums are paid by the TPL contractor and billed to SCDHHS as pass-through costs. The
calculation of the HIPP premium is documented under OM Prepare HIPP Payment. The
contractor collects the beneficiary’s pay stubs, premium invoices, or other needed data, logs
them to the HIPP Access database, and then prepares and mails a check to the beneficiary or
other payee. The MMIS and the accounting system are not involved in the transaction.

TPL staff believe that if the HIPP program is directly administered by SCOHHS again in the future,
it would make sense to pay these premiums through the MMIS so payments could be associated
with the recipient file and claims history.

MCOs, MHN, and Transportation Brokers
All capitated payments are via electronic file transfer (EFT).

After the payment amount is calculated as described under Prepare Capitation Premium
Payment, the EFTs are generated by MMIS.

EFT payments are pulled into a file and sent to Wachovia each Wednesday. The file contains the
provider’s bank routing number, account number, the check date, payment amount, and other
relevant data for each payment.

Wachovia balances the report and creates an error report that must be worked each week by
Fiscal staff, who access it online via the Wachovia website. Staff remove any providers for whom
there are errors from EFT so they can resolve the problem and issue a manual check.

Wachovia sends the EFT file to the Federal Reserve, which routes the payments to the various
payee accounts.

Medicare
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The Buy-In payment amount that goes to CMS is based on the billing statement (paper
document) received from CMS (see Prepare Medicare Premium Payment for a description on
calculating the payment amount). MCCS prints a check for the amount in the MMIS payment file
(the MMIS payment file and the billing statement from CMS may be two different figures). Using
the standard check pull process, MCCS forwards the check to Fiscal (see Perform Accounting
Functions). Fiscal then voids the check (that is based on the MMIS payment file) and processes a
wire transfer (that is based on the billing statement) to CMS. If there is a discrepancy between
the MMIS payment file and the CMS billing statement, BMSM staff determines the cause (the
majority of discrepancies stem from rejected claims). The problem is corrected (if it is rejected
claims that are the issue, they are corrected and rerun so the money in the MMIS payment file
balances with the CMS billing statement).

Prepare Provider EFT/Check

The MMIS generates payments weekly based on adjudicated claims data from the previous
week.

Claims processing jobs are normally run every evening after normal work hours. There is a limit
of 50,000 claims to the number of claims that can be processed in a batch processing run.
Depending on nightly production scheduling, multiple claims runs will be processed. Claims that
are unable to be pulled into these runs are held until the next cycle. The weekly payment cycle
will include all claims processed since the previous payment run. Priority adjustments, Care Call
claims, Pharmacy POS, and other claim types as deemed necessary during processing are given
priority; otherwise, claims payment is based on claim receipt date.

The MMIS calculates payment based on claims and adjustments in the system. It then generates
a payment amount. Information generated by the payment file serves as the input to the
remittance advices generated in Prepare Remittance Advice Encounter Report.

The provider database file in MMIS holds data about whether a provider is paid by EFT, paper
check, or interdepartmental transfer (IDT). Provider payments are sent to the pay-to address on
the provider file. That address cannot be overridden by information on the claim.

EFT: EFT payments are pulled into an ACH file and sent to Wachovia each Wednesday. (See the
EFT Interface Template for technical details) The file contains the provider’s bank routing
number, account number, the check date, payment amount, and other relevant data for each
payment.

Wachovia balances the report to ensure that all records were received. Wachovia also creates
an error report that must be worked each week by Fiscal staff, who access it online via the
Wachovia website. Whenever there is an error with an EFT payment, the Fiscal staff use MMIS
to change the provider's payment method to paper check, then work to resolve the problem
and issue a manual check to the provider. Once the problem is corrected, the provider can be
put back on EFT.

Wachovia sends the EFT file to the Federal Reserve, which routes the payments to the various
provider accounts.
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Paper Checks: Paper checks are printed by MCCS. Check stock is stored in a safe at MCCS. The
signature plate is kept by SCDHHS staff at the contractor site. When it is time to print checks, the
check stock and signature plates are pulled. Check numbers are pre-printed on check stock.
Before payment runs, the SCDHHS staff provides Clemson with the starting check number
before beginning the payment cycle. The file concerning check information is sent from Clemson
to the contractor’s check printer. The SCDHHS staff supervises the check printing for the
duration of the printing with an MCCS staff worker. The SCDHHS staff will verify throughout the
printing process that the checks are printing properly. When printing is complete, the check
stock and signature plate are returned to their safes. The SCDHHS staff will send the starting
check number for next week’s payment cycle to Clemson. MCCS staff manually burst the checks
and stuff them with the remittance packages.

If checks were mutilated during the printing process, the affected checks are sent to Fiscal for
regeneration and noted in Fiscal’s record. The manual checks are then returned to MCCS for
stuffing with the remittance packages.

IDT: State agencies who contract with SCDHHS are paid via IDT. The transactions are generated
in the MMIS and sent through the interface to GAFRS. Fiscal staff post expenditure items to the
correct agency IDT based on the agency ownership code which maps to a vendor in GAFRS. The
IDTs are then sent to the Comptroller General to post the expenditure data to SCDHHS and the
revenue data to the appropriate agency. Individuals IDTS are generated for each agency paid
(e.g. DMH, DDSN, USC, COC, etc.). The State Treasurer’s Office creates a credit and debit memo
and emails this to SCDHHS and the other agencies.

MMIS generates remittances in payment type order. MCCS stuffs and mails remittance advices
for EFT payments first. Then they stuff and mail the remits and paper checks, followed by IDT-
associated remits. Paper checks are generally mailed out on Mondays.

Some debits and credits occur within the MMIS as a result of mass adjustments, recoveries,
payment offsets, or other forms of recoupment (see Apply Mass Adjustment, Perform Claim
Level Adjustment, Perform Gross Level Adjustment, Manage Cost Settlement, Manage TPL
Recovery, Perform Accounting Functions). These debits and credits are entered into MMIS and
calculated against the provider’s MMIS payment.

Other debits/credits occur as a result of the check pull process. Garnishments by other agencies,
liens against a provider, tax debts, etc., are not entered in the MMIS. Instead, those checks are
removed manually from the check run by MCCS and delivered to the Fiscal Services area. The
process is described under Perform Accounting Functions.

SCDHHS would like to be able to enter all debits and credits into the MMIS before the payment is
calculated, doing away with the manual check pull process.

Early each Tuesday morning, the MMIS also generates a file to be loaded to GAFRS. That process
is described under Perform Accounting Functions and Manage State Funds.

The payments are recorded to MMIS payment history, which is linked to the provider file.
Systems such as the IVRS use this information (see Inquire Payment Status). The 1099 process
also amasses payment history data (see Manage 1099s).
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CMS mentions payroll processing as a potential function of this business process. The MMIS
does not generate payroll payments. However, it does generate an 835 transaction that is sent
to First Data Government Solutions, which provides the Care Call contractor with an 837 for
provider payroll purposes.

Prepare Remittance Advice-Encounter Report

This process takes adjudicated claims data from the previous week (Tuesday through Monday
night) and formats it into a remittance advice for each provider. The MMIS performs this
function early Tuesday morning. The generation of remittance advices is included as part of the
payment process.

The remittance advice shows the status (Paid, Rejected, or Suspended) of each claim
adjudicated during the previous week, along with payment data, provider data, and other
relevant data about each claim, adjustment, or encounter. A provider ECF is also generated for
each claim with status “R,” and an in-house ECF is produced during claims adjudication for each
claim with status “S.” (See Manage Edit Correction Forms.)

The weekly payment cycle includes all claims processed since the last payment run. Priority
adjustments, Care Call claims, Pharmacy POS, and other claim types as deemed necessary during
processing are given priority; otherwise, claims payment is based on claim receipt date.

Currently, many providers receive paper remittance advices. The formatted remits and provider
ECFs are printed by Clemson and delivered to MCCS by courier for bursting, hand-stuffing, and
mailing.

An indicator on the provider file allows providers to opt out of receiving paper remittance
advices. In such cases, the MMIS does not generate a remittance advice. Provider Enroliment is
responsible for updating the indicator field as requested by providers.

Providers can sign up for 835 electronic remittance advices (See Establish Business
Relationship). The general process for exchanging HIPAA transactions is described under the
HIPAA mailbox interface.

If a provider chooses to receive 835s, unless they also separately opt out of paper remittance
advices, they will receive both 835s and paper remits.

The agency plans to discontinue paper remittance advices in fall 2009. Instead, providers will
access PDF files of their remittance advices and ECFs online via a new secure web option. If the
provider wishes to send in an ECF, he or she will have to print it from the web and fill it out.

Prepare Capitation Premium Payment

South Carolina Medicaid currently pays capitated rates to transportation brokers, MCOs, and
the MHN. These rates are negotiated as part of the contracts with those entities.
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SCDHHS exchanges data with these entities via the 834 (member listing) and the 820 (premium
payment) transactions. All capitated payments are via EFT. See Prepare Premium EFT/Check for
information on the actual payment.

All capitated payments are calculated by the MMIS. Rates are stored in the MMIS reference file
and updated by MCCS as needed.

Transportation

Transportation brokers are paid a contracted per-member-per-month rate based on the number
of eligibles in a particular region. Brokers are currently paid at the beginning of the month based
on the previous month’s enrollment numbers, but the agency intends to soon begin paying at
the end of the month instead.

Each month, Clemson runs a job to calculate the payment, which creates a capitated premium
claim (called a J claim) for each eligible. The claims are processed and paid but due to the
volume are not stored in the database. They are written to an archive file for inclusion in
reporting as needed. Currently no remits, 835s, or 820s are created for these. The agency would
like to store this data in the MMIS and in the DSS/SURS to show in which months premiums were
paid for a member.

Managed Care Organizations

MCOs are paid a per-member-per-month rate for all beneficiaries enrolled with that MCO.
These rates are adjusted/impacted by age, sex, and pay cap.

MCO payments are prospective; they are calculated and paid for the upcoming month. That
calculation is performed at the beginning of the month based on data from the previous month.

The RSP file of the MMIS holds information about beneficiaries’ enrollment in managed care and
other programs. Each day, as the MMIS determines potential managed care eligibles, a file of
beneficiary data is sent to the Enrollment Broker, which maintains a count of eligibles for
payment purposes and syncs the list to its own roster. The Enrollment Broker sends data on
enrolled eligibles to the MMIS via the 834.

Based on 834 data received from the Enrollment Broker, the MMIS updates the RSP file and uses
this information to calculate the payment to the MCOs.

A second payment is made later each month to reconcile any members who lost and then
regained their eligibility within the month. Such members are declared eligible back to the
beginning of the month, and a payment must be made to the MCO.

SCDHHS transmits a collective 834 to the Enrollment Broker, which splits it out for the various
plans. The agency transmits a separate 820 to each plan.

Medical Homes Network

The MHN is paid a per-member-per-month fee based on a contracted rate. In the MMIS, the
MHN is listed as a “board.” Its associated providers are listed as primary care providers.
Payments are calculated and paid twice monthly as for MCOs above.
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Any errors in the calculation of capitated payments must be handled manually. Agency staff
must sometimes make adjustments, override gaps in member eligibility, and perform other
MMIIS functions to correctly prepare capitated payments.

Prepare Health Insurance Premium Payment

The HIPP program in South Carolina is managed by MIVS with policy and oversight provided by
an SCDHHS liaison. Currently about 200 Medicaid beneficiaries participate in the HIPP program.

The program receives referrals from many sources, including providers, caseworkers, DSS, CLTC,
and beneficiaries themselves. The sources send or fax in a referral form that includes
information on the beneficiary and his or her insurance policies, employer information, etc.
Program staff may also collect this information themselves from the beneficiary.

The contractor then sends out an initial contact package, which contains detailed information on
the program.

If a beneficiary calls or sends a letter indicating he or she wishes to participate, the contractor
must then gather data for a cost effectiveness decision. Four to six months’ worth of claims data
are needed, so the contractor asks for copies of EOBs sent to the beneficiary by the insurer,
both health and pharmacy. In some cases, the MMIS may house claims data for the beneficiary
as well. The contractor logs all this data to an Access database called SC HIPP.

Cost effectiveness is calculated based on 40% of billed charges, which is roughly what SCDHHS
has estimated Medicaid would pay. A database called the SC HIPP Cost Saving Worksheet is used
to calculate cost effectiveness. For the other side of the equation, the contractor staff input the
cost of the premium, the deductible, the per-member-per-month administrative cost for a six-
month period, and any other relevant costs. Program staff also looks at comparative data for the
beneficiary’s diagnosis, including expected procedures, drugs, and hospitalizations and forward
the information to the contractor.

If SC Medicaid can potentially save $600 every six months, the beneficiary’s participation in HIPP
is deemed cost effective.

The contractor performs a redetermination every six months, examining the same data as
explained above for the recent utilization. Redeterminations are also performed anytime the
contractor learns of a change such as an increased or decreased premium or new carrier.

If the case is approved, the contractor sends an approval letter to the beneficiary. It lists the
terms of the agreement —i.e., who South Carolina Medicaid will pay (the employer, the
beneficiary, the COBRA administrator, etc) and what the beneficiary will need to send to the
contractor. Throughout their participation in HIPP, beneficiaries must send the contractor their
EOBs, premium invoices, pay stubs, and other information required for continued cost
effectiveness determinations and program recordkeeping. Staff must develop a working
relationship with the beneficiary to encourage cooperation. The contractor logs into the SC HIPP
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database all data elements required to calculate cost effectiveness and to generate checks.
These documents are also scanned into the image workflow and storage system.

The generation of HIPP premium checks is explained under OM Prepare Premium EFT/Check.

When a beneficiary is to be dropped from the program, the contractor sends a letter explaining
the decision. The beneficiary can appeal the decision through standard appeals channels (see
Manage Member Grievance and Appeals), though the contractor will perform an informal
reconsideration of the decision first.

All HIPP materials are imaged by the contractor along with other TPL mail and handled via
automated workflow. A hard copy file of case materials is also maintained while the case is
active. Contacts and other case-related data are logged to the SC HIPP database. These images
are accessible by the on-site SCDHHS liaison that uses them to review and audit cases.

The MMIS recipient file contains no indication that a beneficiary participates in HIPP. However,
the TPL Policy File contains an indicator in the Source field (a “P”), updated by MIVS, to show
that the beneficiary is a HIPP participant. This excludes the beneficiary from the list of potential
managed care eligibles sent to the Enrollment Broker. No HIPP information is sent to MEDS.

The outreach to potential beneficiaries for the HIPP program in South Carolina is handled by
SCDHHS staff. For example, a letter about the program is sent to every family of a TEFRA
beneficiary, and some caseworker training has been held (see Perform Population and Member
Outreach). SCDHHS would like to expand and enhance outreach.

SCDHHS has attempted in the past to design predictive models to find potential HIPP
participants based on claims history and actuarial projections. Such efforts have not been
successful so far. However, claims data could be used to provide leads in the future. Although
SCDHHS is not allowed to target beneficiaries for HIPP inclusion based on diagnosis, they may be
able to look for high-claim beneficiaries with other insurance, for example.

Prepare Medicare Premium Payment

The purpose of the Buy-In program is to permit states to provide Medicare to certain groups of
needy individuals. This arrangement benefits the states in that it has the effect of transferring
some medical costs for those who are eligible for Medicaid away from the Medicaid program
(which is partially state financed) to the Medicare Program (which is funded by the Federal
government and by the payment of premiums).

Payment of Medicare premiums is a service provided by SCDHHS to SC Medicaid recipients.
SCDHHS transmits the premium payments to CMS as documented under OM Prepare Premium
EFT/Check. For certain payment categories, i.e. SLMB, QMB, and Qualified Individuals (Ql1),
payment of the Buy-In Part B premium is the only Medicaid benefit provided. The Buy-In system
must be operational to provide this service.
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Clemson University performs the matching process (using interface eligibility data described
below) against MEDS that ultimately determines those that are eligible for the Buy-In program.
Medicare data received through interfaces with the Social Security Administration (SDX and
BENDEX), CMS (MMA), Coordination of Benefits Contractor (COBC), and from the Medicaid
applicants and recipients is updated to the MEDS member records (see MEDS interfaces for
technical details). The Buy-In subsystem extracts Medicare and other data from the MEDS
member records to create a Buy-In transaction (See the data layout for the Buy-In Input record
for a list of the data required for submission of a Buy-In request). The system identifies those
who are potentially eligible for Buy-In and those who are ineligible and creates the Buy-In
transactions to be sent to CMS.

From this, Clemson University generates two Buy-In files (one for Medicare Part A and one for
Medicare Part B).

Weekly, the MEDS Buy-In interface transmits the Buy-In (Part A and B) accretions, deletions and
changes to CMS. CMS processes the file and responds the next day sending multiple types of
records

The Buy-In subsystem processes the files received back from CMS automatically, assessing the
files for accuracy and completeness. Additionally, the Buy-In subsystem then posts the changes
to MEDS. The Buy-In subsystem produces reports that list unmatched entries and other errors
that require SCDHHS manual research. Workers are notified of discrepant information through
reports and alerts. The SCDHHS workers use these various reports and alerts to research and
correct as many as possible. SCDHHS may also send a problem discrepancy form(s) to the CMS
Exceptions Processing if it requires action on their part. Additionally, the Department of
Interfaces workers may make phone calls to CMS, the SSA etc. to resolve issues with the
information. The Buy-In subsystem has a screen available that allows workers at SCDHHS to
manually enter a record that will merge in with the MEDS automatic transactions. SCDHHS does
not produce notifications to members concerning the Buy-In program.

The Buy-In subsystem processes the daily Buy-In transactions and monthly billing file received
from CMS and generates a monthly file of claims to MMIS for processing of Medicare premium
payments (see Prepare Premium Payment EFT-Check for a description of the payment process).
The Medicare Buy-In payment amount is based on the billing statement (paper document)
received from CMS.

Wish List:

e SCDHHS would like the Buy-In table to be re-written. The table has many flaws, which causes
many processing errors.

e SCDHHS would like Buy-In to handle retroactive Buy-In eligibility automatically (e.g. a case
worker approves someone for May — then later determines the beneficiary was eligible for
April as well — currently a manual accretion is required by SCDHHS).

e SCDHHS would like for the eligibility office to always take the name of the potential
beneficiary from the Social Security card (sometimes SCDHHS has the wrong name — this is
an eligibility office issue).

e SCDHHS would like to have access to the EDB interface (listed on the CMS template).

e SCDHHS would like Buy-In to correctly update the QMB indicator.
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Providers check claims status in three ways: calling their program representative, using the Web
Tool, and sending/receiving 276/277 transactions. The IVRS can be used to check the amount of
a provider’s last check, but not to check claims status (see IVRS interface for technical details).

When a provider calls, program representatives can look up claims status in the MMIS and tell
the provider the status over the phone.

The Web Tool maintains six months’ worth of claims status data. Providers who are registered
Web Tool users (they register through the EDI Support Center) can log in and check claims status
using particular search parameters.

As with other HIPAA transactions, SCDHHS exchanges 276/277 transactions with trading
partners using an FTP server and the Translator at Clemson (see HIPAA mailbox interface for
technical details).

First, trading partner agreements and submitter IDs are established as described under Establish
Business Relationship.

Submitters (either clearinghouses or individual providers) transmit 276 files to Medicaid’s FTP
server. A separate FTP mailbox is maintained for each submitter. A process called ‘sniffers’ polls
the mailboxes, picking up incoming files almost immediately. When it finds a file, it sends it to
the translator, which makes sure the file is HIPAA-compliant.

Noncompliant files generate an error message, which is placed in the outgoing folder for the
submitter to pick up. Compliant files are passed to the MMIS. In either case, a 997
(acknowledgment transaction — non-HIPAA but nonetheless widely used) and a trace file (non-
HIPAA — generated by the software) are generated for the submitter.

After translation, the file is uploaded to the mainframe; uploads happen every hour on the half
hour.

276 files should identify the intended claim by the following criteria:

e Claim Control Number(CCN)
or

e If no CCN sent, must match Recipient ID, NPI (or legacy number for atypical providers), dates
of service (first and last must match), and amount charged

If the 276 request doesn't match either 1 or 2, a 'claim not found' response is sent. If multiple
claims match, then all claim matches are sent; a 276 can identify one or more unique claims.

Failure reasons include the Translator, MMIS, or FTP server being down, in which case the
transactions would just collect until systems were back up.

After identifying claims status for the appropriate claims, the MMIS generates an outbound file
containing the information.
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The 277 task on the translator is run hourly every day to pull the daily flat file (containing all 277
transactions that need to be returned to submitter's mailboxes) back down from the mainframe.
The daily flat file is typically ready on the mainframe between 2:30PM and 7:30PM each day.

Statuses returned are:

Paid
Rejected
Suspended
Approved
Denied

vk wn e

“Approved” and “Denied” are for claims that have completed processing but are awaiting the
weekly payment cycle.

Manage Payment Information

MMIS Access is based on job role. The majority of staff has inquiry only access. Update access is
given to staff that have a specific role requiring update. For example, a claims resolution clerk
needs update access to the claims; a provider enrollment clerk needs update access to the
provider file. All access is controlled by a user ID and password.

SCDHHS requires the use of a TPA for anyone outside of the agency to have inquiry-only access
to the MMIS. The specific conditions within the TPA are established in the Business Relationship
Management business area.

Each week, adjudicated claims from the previous week (Tuesday through Monday) are fed into a
payment cycle in order to determine the providers’ payments (See Prepare Remittance Advice-
Encounter Report, Prepare Provider EFT-Check for more information). The date of the payment,
the check number and the payment amount are stored in MMIS and connected to the provider.

Staff can perform inquiries on payment information by provider through MMIS. The payment
information is also provided to the IVRS which allows a provider to obtain information on their
most recent payment. Payment information is also used in many management reports (See
Manage Program Information).

Payments cannot be manually altered through the MMIS.

Monthly, the payment data is written to electronic archives and is retained forever. The archives
database exceeds state and federal record retention requirements. Archives are not available
online.

Calculate Spend-Down Amount

This business process is not done by SCDHHS. SCDHHS previously had a spend-down program
known as Medically Needy. This program is no longer in effect.
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3.3.7.21. Prepare Member Premium Invoice
SCDHHS does not perform this business process.

3.3.7.22. Manage Drug Rebate
SCDHHS contracts with a POS contractor to manage drug rebates, both OBRA and Supplemental.

Each quarter, CMS mails SCDHHS a tape listing all rebate-eligible NDCs. The tape is passed on to
the contractor. CMS is supposed to send the tape within 45 days of the end of the quarter; the
contractor then has 15 days to prepare and send out invoices to meet the federal 60-day
timeliness standard.

The contractor applies CMS’ data to pharmacy claims history — both the POS claims, which are
fed weekly to the contractor from the MMIS, and the claims with J codes (physician
administered drugs), which are fed quarterly. The contractor determines which claims should be
invoiced to the manufacturers for rebate.

The contractor then generates and sends out invoices to the manufacturers. Claims are rolled up
by NDC, and each invoice contains all the NDCs produced by that manufacturer. Invoices are
sent both on paper and on diskette in the same envelope.

Manufacturers send rebate checks to the contractor, which receives the checks through a
lockbox (checks are made payable to SCDHHS). The checks are deposited directly by Wachovia,
which then sends copies of the checks, any attached communication, and a Reconciliation State
Invoice to the contractor, so they can post them to their rebate accounting system and track
payments. Rebates are tracked at the NDC, manufacturer, and year/quarter level.

SCDHHS' Fiscal Services area accesses Wachovia daily online to monitor drug rebate payments.
Fiscal Services enters these payments into a receipt tracking log accessible to both the pharmacy
program area and Fiscal Services (hosted by Wachovia Bank).

The contractor forwards summarized invoice totals to SCDHHS. Fiscal Services tracks these in the
Accounts Receivable database and GAFRS (see Perform Accounting Functions). Fiscal Services
splits the drug rebate receivables into three categories using GAFRS journal entries:
PDL/Supplemental, CMS/OBRA, or Diabetes Supplies.

At the end of the month, Fiscal performs a reconciliation between GAFRS, the contractor and
Wachovia.

If manufacturers do not pay within 38 days, interest begins to accrue. The manufacturers are
responsible for calculating and paying their own interest; however, the contractor tracks
interest to make sure manufacturers pay correctly. These interest rates are calculated based on
federal standards pinned to Treasury bills.

Should a manufacturer dispute the amount of a claim or group of claims, they will notify the
contractor, which tracks and researches these disputes. The contractor first contacts the
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manufacturer to say they’ve received the dispute. They then research the matter and write off
any incorrect units before the next invoice cycle (the next quarter).

The process works well and meets federal standards. However, the agency would like it if drug
rebate data were stored along with claims history in the data warehouse, or was somehow made
directly accessible to the agency. Attorneys preparing class action lawsuits often seek large
volumes of drug rebate data which the agency has to retrieve through the contractor. Currently,
no drug rebate data is fed into the MMIS or the Thomson Reuters DW.

Manage Estate Recovery

The Estate Recovery (ER) process begins when the SCDHHS ER department learns of the death of
a Medicaid member who was receiving CLTC or nursing facility services. Staff find out about
deaths in various ways:

e MCCS sends all Form 181s indicating death to ER. (Nursing homes attach the 181 to their
TAD billing and send it to MCCS.) This is a less useful avenue than it once was, as many
members are enrolled in hospice care when they die and the billing process is different.

e Caseworkers send the 238 form to ER when they learn of a death.

e The agency receives daily file transfers from DHEC's Department of Vital Statistics. The file is
run against the MMIS, and matches are pulled into a sub-database, then run against the ER
database to determine whether cases exist yet for those potential matches.

e An MMIS report shows all dates of death recorded on claims.

Currently, only members who received CLTC or NH services within the past 18 months can be
identified, since the above death data sources are all compared against MMIS claims history to
determine whether there is a potential case. The ER area would like to expand their ability to
match deaths against claims for nursing home or CLTC services anytime in the past several years
prior to the death.

They would also like more automated death notifications and data matches.

Next, the ER staff searches MEDS for family contact information. They used to use MMIS, but
find MEDS has more information of this sort. ER staff prints the Family and Recipient screens
from MEDS. These screens are used to generate the initial contact letter and questionnaire. The
screens are scanned for archival purposes if there is no case to pursue. If there are sufficient
assets to pursue, then a paper file is maintained. Upon closure, the paper file is scanned and
then destroyed. Application Xtender is used for archiving files.

The ER database maintains a file on each ER case (see Estate Recovery PC application for
technical details). It allows staff to create notifications/alerts for follow-up contact — for
example, they can set a notice to re-send a letter 30 days after initial contact. The system also
helps staff generate letters based on Microsoft Word templates.
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The staff sends an Estate Questionnaire to the deceased’s family. The document asks whether
there are assets, whether the estate is in probate, who the surviving family members are, who is
handling the estate, etc.

In case the questionnaire does not provide enough information or contact information is
unavailable, ER also contacts the probate courts. ER staff run a query of the ER database to
capture the names of estates potentially in probate, and mails a monthly report to the probate
court asking whether any are in probate and seeking documentation. The report has blank
blocks next to the decedent names for filling in information ER needs. If the decedent has an
estate, the probate court will fill out all the information requested by ER (case number, personal
representative name etc.). If they do not have an estate, they put N/A beside the decedent
name. The probate courts mail the same reports that were sent to them, with the requested
information on them. (NOTE: There are about five counties that ER can get all of the necessary
information online, so these counties don't get the report).

Using the completed questionnaire, and other research/follow-up if necessary, the ER staff
decides whether the case should be pursued or closed. Estates worth less than $10,000 are
closed, because after court fees, funeral fees, etc., there is seldom money left for Medicaid to
collect in those cases. ER must close cases where there is a surviving spouse, disabled, or minor
child.

For cases ER wishes to pursue, the ER claim analyst researches the beneficiary’s claims history
using SURS (goes back 7 years), MEDS, MMIS, and data from caseworkers to determine how
much is due Medicaid. This involves not only finding all appropriate claims, but also any
adjustments, changes in eligibility, or other complicating factors. For nursing home residents, all
claims can be recovered; for CLTC patients, only hospital and drug charges can be recovered, so
the analyst must review each claim one by one. The analyst then compiles the data in a
spreadsheet and sends it to the probate court.

The research process would be much easier if caseworkers’ documentation was electronically
accessible — perhaps uploaded and attached to the member file. As it is, the ER staff must ask the
caseworker to dig up a paper file and send it in; sometimes files can be misplaced or incomplete.
The ER staff also find discrepancies between MEDS and MMIS — for example, the TPL indicator is
not always the same in both systems.

Next, from the probate court, ER should receive documentation of the estate’s true assets,
though sometimes ER must look to tax assessors or other sources for complete and accurate
information. The agency is also sometimes asked to approve real estate sales or actions taken
on the estate.

Once the amount due Medicaid is determined and any real estate or other transactions have
occurred, the court or closing attorney will write a check to SC Medicaid and send it to the
SCDHHS Fiscal department or directly to the ER department. When the check goes to Fiscal, the
Accounts Receivable (AR) staff handles it like any other account receivable (see Perform
Accounting Functions). AR staff enters the check into GAFRS (SCDHHS accounting system) as an
ER check. If the check is received by the ER Department, the check is posted to the ER database,
and then sent to Cash Receipts (in the Fiscal area) along with a Form 205 prepared by the ER
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staff. The Fiscal area handles the check like other accounts receivable, entering it into the AR log
and Cash Receipt log in addition to GAFRS (see Perform Accounting Functions).

ER staff receive a weekly cash report from AR that they use to reconcile the ER database with
AR. If ER staff finds any checks that have been posted to ER in GAFRS, but are not logged in the
ER database, they use ApplicationXtender (see ApplicationXtender PC application) to access and
print the image of the ER checks and then post the checks into the ER database. ER staff collect
the weekly cash reports and perform the reconciliation between the ER database and GAFRS on
a monthly basis.

From beginning to end, the estate recovery process can take many, many months, susceptible as
it is to everything from the housing market to family dynamics to legal issues.

ER staff often have a lot of contact with the families of deceased beneficiaries, as well as with
realtors, probate courts, attorneys, and others. Each contact related to a case is documented in
the ER database—staff write a description of the contact in the ER database) that occurred so
anyone in the department can handle a case.

Through their research, ER claims analysts sometimes find billing errors that must be corrected
by providers —for example, sometimes a nursing facility will bill for an entire month when the
resident died partway through the month. ER staff sometimes work with providers to resolve
these issues.

An overhaul of the ER database is planned in the future, including a way to attached scanned
documents to files.

Manage Recoupment

Processes described in Program Management, Program Integrity Management, and Operations
Management describe the recoupment process. Manage Recoupment is not considered to be a
separate business process performed by SCDHHS.

Manage Cost Settlement

The Bureau of Reimbursement Methodology and Policy (BRMP) annually requests cost reports
from certain providers via hard copy correspondence to conduct cost settlements. The following
provider types submit cost reports (Medicaid and/or Medicare related) to the BRMP:

e Nursing Homes

e Nursing Homes-ICF/MR

e Hospital (inpatient and outpatient)

e Federally Qualified Health Centers (FQHCs)
e Rural Health Clinics (RHCs)

e Home health agencies
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e Various state agency services (e.g. DDSN administers waiver programs for SCDHHS)

Some nursing home and hospital providers undergo a process similar to the retrospective cost
settlement. However, a final settlement/rate is determined based on audit findings of the cost
reports. All other provider types undergo a retrospective cost settlement.

Currently, only non-ICF/MR nursing homes submit electronic cost reports. The BRMP would like
to receive electronic cost reports from all providers and design agency-specific spreadsheets to
reduce re-entry of data. This would reduce the amount of hard copy reports that the BRMP
receives and would help to automate this process.

Home health providers directly file their Medicare cost reports to the BRMP.

RHCs also file their Medicare cost reports to the BRMP. If the report is not sent, the BRMP will
contact the Medicare intermediary (either Palmetto GBA or Riverbend Government Benefits
Administrator) for the RHC report.

A BRMP worker uses the units of service that are listed on the report to calculate the
reimbursement rate for the units using liable cost definitions. Liable cost definitions are based
on federal and state regulations and manuals. There are also certain cost limitations based on
provider type built into the state plan.

Some provider types have multiple payers, so the BRMP worker will look at the total units
reported and the total units paid by Medicaid. If there is a difference, the BRMP worker will
perform manual reconciliations with the provider prior to setting the rate.

The BRMP worker uses MARS reports (generated by the Division of MMIS System Management)
and/or DS contractor reports (generated by a BRMP worker or the Office of Reporting, Research,
and Special Projects) to pull statistics and payment information (Including TPL data reflected for
any individuals).

The liable units (can range from minutes to days, depending on the service) are multiplied by
the rate to determine the maximum amount a provider can receive. The maximum value is
compared to the interim rate payment. If the provider was underpaid, a BRMP worker requests
a gross adjustment by completing a 115 form, which is sent to MCCS for keying (see Perform
Adjustment). If the provider was overpaid, the BRMP worker will complete a 1158 Accounts
Receivable form, which is sent to the Fiscal area to recoup funds (see Perform Accounting
Functions, payment offset process). Some providers like DDSN (administers services for the
waiver program) could be underpaid in some areas and overpaid in others. The debits and
credits for each provider are rolled up to generate one reconciliation amount.

The BRMP aims to have the cost settlement data and any calculations reviewed twice: first, by
the original worker who prepared the computations and then a second worker reviews the data.

The BRMP prepares and sends hard copy letters to providers, which identify the cost settlement
amount. Letters identifying overpayments that require the 1158 form or reconciliation are also
sent to the Fiscal area.
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For underpayments and overpayments that require debit adjustments (also known as a gross
adjustment; see Perform Adjustment), the BRMP verifies that the adjustments went through
the MMIS and processed. For overpayments that established the 1158, the Fiscal area monitors
those to ensure payment is received.

The BRMP maintains hard copy files for each provider. The BRMP documents underpayments
when paid to the provider.

Ideally, a BRMP worker will spend approximately three to four months to determine the cost
settlement amount if all reports are received on a timely basis. However, cost settlement delays
like not receiving a report in a timely manner or findings from an independent audit may cause
the BRMP to take a few years to resolve the settlement.

The cost settlement process can impact the rate setting process as it may identify a need for an
increased rate (see Manage Rate Setting). This is done on a case by case basis as the rate setting
process is affected by many factors.

Manage TPL Recovery

SCDHHS contracts with a TPL contractor to provide TPL research and recovery services. An
internal SCDHHS department called Health, Development, and Recovery in the Division of TPL,
part of the Bureau of Fiscal Affairs, oversees the work of the contractor and handles other TPL
matters.

TPL Leads, Research, and Updates

MIVS, the TPL contractor, researches TPL information from a variety of referral sources and data
matches. These “leads” indicate potential policies that must be added to the TPL Subsystem of
the MMIS.

MIVS uses an automated scanning, indexing, workflow, and tracking system to forward leads to
analysts who research them using a variety of tools (phone, carrier websites, mail, etc.) The
analysts add policies to the TPL Subsystem and make revisions to those policies in their own
proprietary system, which is populated by information from the MMIS. MIVS’ TPL data is added
to the actual MMIS throughout the day as leads are verified and QC-ed. These updates are made
via the contractor’s proprietary automated data entry/user emulation process.

MIVS only adds lapsed policies if they find at least $500 of recoverable claims in MMIS skeletal
history.

Information on sources of TPL data appears below.

TRICARE-DEERS Interface — Through an annual data match with Department of Defense,
SCDHHS receives new TRICARE policies and updates. SCDHHS sends the entire Medicaid
enrollment file. DEERS identifies subscribers and offspring for those beneficiaries and passes the
information back. Clemson creates policy records or updates existing policies as necessary.
Clemson passes a file to MIVS to verify the leads for TRICARE for Life and to load all coverage
(see TRICARE-DEERS interface for technical details).
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ESC - Using ESC data match, Clemson automatically generates questionnaires, which are sent to
employers (see following BCBSSC section). MIVS uses the returned questionnaires to identify
Medicaid beneficiaries that hold insurance policies through their employer (see ESC interface for
technical details).

BCBSSC — MIVS also receives the ESC files electronically from SCDHHS. MIVS has an automated
monthly job that goes into the BlueCross BlueShield of South Carolina (BCBSSC) eligibility system
to identify Medicaid beneficiaries that potentially have insurance with BlueCross. The job sends
a screenshot of the BlueCross eligibility file to a MIVS proprietary application for viewing by the
MIVS worker. The automated interface help to minimize the amount of letters sent.

Other Insurers — MIVS also sends the ESC file to CIGNA, Aetna, and United Healthcare to do a
data match. Then a MIVS worker calls the employers to determine effective dates of potential
insurance policies found by the data matches.

CSE - To be implemented February 2010, SCDHHS will exchange data with Child Support
Enforcement (CSE, within the Department of Social Services). CSE will send SCDHHS a full data
file of court-ordered insurance information (including the carrier name and policy
number/subscriber) for SCDHHS to do a comparison to MMIS TPL data. Subsequently, CSE/DSS
will send regular updates to SCDHHS. When SCDHHS discovers lapsed insurance, SCDHHS will
have an interface back to DSS to say that it lapsed, so DSS may contact the non-custodial parent.

3230 - The eligibility form 3230 is faxed or couriered to SCDHHS or MIVS from eligibility offices.
The faxed and hard copy documents are forwarded to MIVS, which images them and researches
the lead. TPL would like to streamline and automate this process, eliminating the need for MIVS
to key information from paper forms when that information has already been captured by the
eligibility worker.

TPL Weekly Claims Processing Reports — Roughly half of all TPL leads are generated by
providers entering TPL information on claim forms. If the provider indicates an insurance
payment that does not match a known policy in the TPL file, the MMIS will flag the claim to
indicate there is unmatched insurance paid (referred to as report 3) or unmatched insurance
denied (report 7).

Reports 4 and H are also used for TPL research. Report 4 is a maintenance report of when a
provider has reported a denial but there is no indication in the policy file that the claim should
have been denied by the carrier. MIVS calls these carriers to determine why the claim was not
paid. MIVS updates lapsed or altered policies in the MMIS. MIVS compiles reports of potentially
fraudulent activity for the Division of Program Integrity from time to time.

Report H details claims that have an insurance payment on them when the beneficiary
insurance indicates the insurance is lapsed prior to the date of service.

Clemson transmits these weekly claims processing reports to MIVS weekly. MIVS scrubs those
reports electronically, then researches the remaining leads.

Lapse Exception Reports — When an insured policy record is lapsed, the MMIS is programmed
to automatically check the TPL Recovery database for claims with dates of service that are after
the lapse date. MMIS updates those to a status of "carrier denied payment" to prevent further
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pursuit. Report TPLO175 reports on any of those claims for which a reimbursement has already
been posted and therefore cannot be changed. MIVS researches or contacts the provider and/or
insurance to determine whether or not the lapse date online is correct, or if the provider used
an old insurance carrier code for new insurance that is in force.

SSA 8019 — Clemson receives insurance data from SSA and transmits to MIVS a file of
beneficiaries with health insurance (see SSA 8019 interface for technical details).

MCO Leads — These are transmitted electronically from the individual Medicaid MCOs to
Clemson, which transmits them to MIVS.

Insurer Inquiries — Insurance companies send letters to MIVS or TPL inquiring about
beneficiaries’ Medicaid coverage, asking if Medicaid will pay for a claim, etc. A worker
researches the matter and answers the company’s inquiry. At the same time, if the insurance is
not listed in the MMIS, the letter is treated as a referral requiring follow-up and a possible policy
load or maintenance.

Provider Refunds — Providers submit voluntary refunds to MIVS. MIVS researches these refunds
to determine if new insurance has been identified. If so, this becomes a lead.

Health Insurance Information Referral Forms (HIIRF) — Providers may also mail or fax paper
Health Insurance Information Referral Forms to MIVS. The HIIRF is an optional paper form that
providers can fill out if they discover insurance changes that they don't think SC Medicaid knows
about.

Casualty — When accident questionnaires are returned to MIVS, the questionnaires may indicate
health insurance information. Any new information will trigger policy research/follow-up.

TPL Subsystem and MMIS

The MMIS TPL Subsystem includes the policy file, potential action file (recovery and cost
avoidance files), and the tracking system.

The policy file houses detailed insurance policy information for each relevant beneficiary.
Policies are start- and end-dated. Policies are identified by type, though those policy types and
their associated codes could be more specific and transparent to the provider (for example, HN =
“Health No Restrictions,” the most common and general policy type, could be defined/labeled
more clearly in the system -- for example, “dental”, “drug”, “behavioral health”, “LTC,” etc.)

The Potential Action File is made up of two parts: cost avoidance and recovery. The MMIS daily
claims processing pulls into the cost avoidance file every claim that has either TPL information
listed on the claim and/or TPL-related edits generated during processing. The file includes paid
and denied claims. The retro-recovery file includes all claims in recovery (retro health, retro
Medicare, Pay and Chase) and “chasing cost avoidance” claims (claims that should have been
cost avoided and weren’t — see Recovery section).

The tracking system is used to track and create health insurance employer letters and accident
questionnaires, which are triggered when claims with certain trauma-related codes are
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adjudicated by the MMIS. The Casualty section at the end of this document explains the
questionnaires and the casualty process.

The “Exclusion File” (not part of the TPL Subsystem) contains claims that should be excluded
from the retroactive billing process. Claim control numbers are added to a dataset in the MMIS
by MIVS using a proprietary application. MIVS and TPL staff would like a new way to handle
exclusions. Currently there is no indication on a claim record that the claim is in the exclusions
file; the exclusions file simply lists excluded claims. Exclusion information should be linked to the
claim, not in a separate file. The current exclusion arrangement causes problems when, for
example, a group of claims are re-priced and recycled, and some of those claims have already
been voluntarily refunded. In this case, providers get paid a second time and have to refund
Medicaid a second time. If refunds were posted back to the original claim rather than placed in
the exclusions file, this would not be a problem.

In addition, the exclusions file contains no input logic and does not validate the CCN, so it can
contain errors.

For the most part, TPL staff are happy with the functionality of the TPL Subsystem, which was
redesigned more recently than the rest of the MMIS. While they would like cosmetic and
navigational improvements, the essential functions and abilities of the system support this
business process well. They hope any future system will maintain all the functionality of the
current system.

Cost Avoidance and Pay & Chase
Pay and Chase services in South Carolina are:

e Preventive pediatric services

e Dental services

e Maternal health services

e Title IV — Child Support Enforcement insurance records
e Certain DHEC services under Title V

The MMIS processes claims for pay and chase services. An invoice (outbound claim) is generated
to third party payers/insurers. That process is documented under Prepare COB.

All other services are cost-avoided: SC Medicaid rejects them because they should have been
billed to another party. Cost avoidance is one of many edit processes performed in Edit Claim.
For cost-avoided services, an ECF indicates insurer’s information when a claim is rejected back
to the provider. The provider is asked to file to the third party and report the results (denial or
payment amount) to SC Medicaid on the ECF; see Manage ECFs.

Cost avoidance or pay-and-chase begins as soon as a policy is added to the TPL Subsystem.

Recovery
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Retro Health For claims that have already been paid before a health insurance record is put
online, the MMIS initiates a retro health recovery process. Clemson runs this process; MIVS
mails invoices and posts responses in the Potential Action File.

Each quarter, Clemson runs a job to look for claims for which a relevant health policy has been
added. The look-back period is this calendar year and the prior calendar year for institutional
claims and 35.5 months for all other claims being billed to insurance companies. Clemson
generates billings based on this job and gives them to MIVS. MIVS mails out the invoices, though
it generates claim forms to send in place of the MMIS-generated billings for certain carriers.

Retro Health is handled differently depending on the provider type:

e Institutional providers are sent MMIS-generated letters notifying them that they must bill
the other insurer and that Medicaid will recoup the money if the provider fails to respond.
These letters are mailed at the beginning of the quarter, 4 months later, and 6 months after
the initial invoice. 9 months after the initial invoice, the provider is sent a notification of
automatic debit.

¢ Non-institutional providers are not notified of retro health recoveries. The MMIS generates
an invoice to the insurer. That process is described under Prepare COB.

e Retro Medicare Providers (all types except pharmacists) are notified by letter at the
beginning of the quarter that they should bill Medicare for the affected claim lines. MIVS
also mails out these letters. Six weeks later, the provider’s account is automatically debited.

These schedules allow providers time to bill Medicare or the insurer, if necessary, and to contact
MIVS if a retroactive billing was in error. All invoices, worksheets, provider reports and debits
are run on a set schedule created at the beginning of the year.

When MMIS does cost avoidance on claims, it uses a line by line reject. Therefore, if a provider
files Medicare-covered and non-covered procedures on one claim, the MMIS can pay the
Medicare non-covered service and reject the covered line with edit 953. When South Carolina
Medicaid does retro Medicare recovery, the MMIS recovers only the covered services.
Therefore the provider is invoiced the covered lines and the MMIS automatically generates
claim and gross level adjustments.

The automated debits created by Clemson for health and Medicare recovery are claim level
debits if the entire claim is to be recovered. Claims not being debited in full are submitted as a
gross level adjustment.

Claims invoiced to providers are pulled into recovery when the provider has failed to respond.
Before the automated debit, the following occurs:

e MMIS generates a "worksheet" that lists claims and policy types and a field that indicates
some information on coverage. MIVS may post to the potential action/recovery area an
amount that the MMIS should recover. If MIVS posts nothing, the claim is recovered in full,
automatically, claim level.

e MMIS generates a terminated provider report for both health and Medicare and MIVS
attempts to find a new number under which a manual debit can be performed. If it is found
MIVS posts to the potential action file to stop the automated debit.
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SCDHHS also sometimes performs recoveries of claims that should have been cost-avoided and
weren’t. These are called “chasing cost avoidance” claims. Sometimes these are handled by a
special job: Clemson and TPL work together to designate a set of claims, then Clemson runs a
job to pull them into the recovery file. Others are identified automatically by the MMIS — for
example, pharmacy claims processed by the contractor and not correctly cost avoided are
identified during the pharmacy claims extract and pulled into recovery.

Chasing cost avoidance claims are invoiced to providers for institutional claims and carriers for
other claim types (just like other retro claims).

Refunds

Providers and insurers send money to MIVS in response to retroactive recovery billings. They
may also request that MIVS create an adjustment to return claim payment.

MIVS receives these refunds and deposits them using Wachovia’s web deposit tool. Then,
regardless of the reason for the refund, MIVS initiates a Reason Code 12 adjustment to adjust
the provider’s 1099. An electronic list of these RC 12 adjustments is sent to Clemson weekly by
MIVS for this purpose. The RC 12/1099 adjustment is independent of further research,
categorization, and posting of the refund, which is explained below.

MIVS reconciles refunds between MIVS’ various systems, the MMIS, and Wachovia daily.

When MIVS receives refunds in response to retro or pay-and-chase billings, MIVS workers must
also post the amounts paid against the appropriate claims in the Potential Action file in the TPL
subsystem of the MMIS. One payment can be connected to thousands of individual claims. This
requires analysts to research the MMIS, review correspondence, and contact the provider or
insurer, if necessary.

Once paid, refunded and posted, claims are excluded from future billings.

Note that providers can also use the Form 130 to adjust a claim that is in recovery, rather than
sending a refund. In that case, the provider’s account will be debited. (This does not apply to
institutional providers, who can never use the Form 130.)

Occasionally a provider refund and an automated provider debit will overlap, in which case
MIVS will initiate a credit adjustment on a paper 115 form and send it to MCCS. MIVS would like
to automate the adjustment process.

Casualty

The MMIS automatically generates accident questionnaires when certain trauma-related codes
appear on claim forms. Clemson prints and sends the questionnaires to SCDHHS for mailing to
beneficiaries. The beneficiaries mail the completed questionnaires to the TPL Division at
SCDHHS, which handles casualty-related recovery efforts. When questionnaires are returned,
the response is posted in the tracking file of the TPL subsystem to stop subsequent letters from
being mailed. The MMIS has recovery level indicators on the procedure code file that
determines whether 1, 2, or 3 questionnaires will be sent.
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The TPL Division enters the data from the questionnaire into a SQL database called the TPL
Casualty Tracking System. The system tracks events, generates letters, and reports related to
accident claims received by the agency’s TPL department. The system also tracks case
information related to the beneficiary, such as Medicaid number, address, other insurance
coverage, etc.

The attorney's info (if applicable) may have been provided by the beneficiary on the
questionnaire. The TPL Division sends the attorney the itemization form if it is determined that
there are enough accident-related claims to warrant establishing a case.

A questionnaire is not always generated for all of the potential casualty recovery cases. Many
attorneys already have the Medicaid itemization form on file. Because many questionnaires are
not returned, most cases result from attorney itemization requests. They will fill it out and sent
it to TPL; they sometimes do this without ever having received a questionnaire.

The attorney sends the TPL Department the itemization form with case information for the
accident.

The TPL department then does research to find out if any claims were paid by Medicaid related
to the accident. If Medicaid did pay claims related to the accident, and the beneficiary or liable

party had insurance coverage that should have paid the claim, the TPL department will make an
effort to recoup these funds from the insurance company (see Perform Accounting Functions).

Additional Wish List Items

e The TPL indicator in MEDS doesn’t tell a person much — they have to go into the TPL
Subsystem for details. And the MEDS indicator isn’t always consistent or correctly updated.

e The MMIS TPL indicator on the recipient screen doesn’t indicate whether the policy is still
active.

e MIVS uses employer prototypes; none are currently used in the MMIS but they could be
useful. A prototype lists all the potential insurance choices an employee of a particular entity
can choose from. For example, an employer may only offer two plans, and if MIVS can collect
all the relevant data on those two options and complete a prototype, analysts won’t have to
spend so much time researching the particular policy details for each beneficiary.

e |t would be helpful to have the claim total on the Retro Claim Detail screen. EOBs give you a
claim total and this requires a look in skeletal to determine which DOS they are addressing.

e Staff would like to be able to access policy information from the MMIS recipient screen.

Many other wish list items that relate in part to TPL are listed in Chapter 6 and at the beginning
of each business area section.
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3.3.8. Operations Management “Wish-list” Table

¥

Wish-list Item | Related Business Process

Support an interface between the agency and its contractor to automate
the prior authorization and support documentation processes.

Authorize Service

Allow other agencies access to the Medicaid Enterprise system to enter
prior authorization data. Behavioral Health would like to automate the
validation of the referral/PA process.

Authorize Service

Imaging or electronic submission of information for prior authorization and
support documentation request.

Authorize Service

Increased functionality in the MMIS and MEDS system including the ability
to view multiple screens and do criteria-specific searches would greatly
improve this process.

Authorize Service

Automate the prior authorization process in the Dental area.

Authorize Service

Automate the submission of attachments.

Apply Attachment

Automate the process of identifying affected claims for mass adjustments.

Apply Mass Adjustment

Ability to “void and replace” a claim (from individual claim level to mass
adjustment level) that has already been replaced.

Apply Mass Adjustment

SCDHHS would like to perform much more extensive auditing of claims and
encounters, most likely through a third-party vendor.

Audit Claim-Encounter

Retain a complete history of all pricing for all services.

Price Claim-Value
Encounter

The PI Division would like to directly generate the sample selection and
modify the criteria as necessary for the preparation of EOBs.

Prepare EOB

Enter all debits and credits into the MMIS before the payment is calculated.

Prepare Provider EFT-
Check

Store data that shows which months premiums were paid for a member in
the MMIS and DSS/SURS.

Prepare Capitation
Premium Payment

SCDHHS would like to expand and enhance outreach.

Prepare HIPP

SCDHHS would like the Buy-In table to be re-written.

Prepare Medicare
Premium Payment

SCDHHS would like Buy-In to handle retroactive Buy-In eligibility
automatically (e.g. a case worker approves someone for May — then later
determines the beneficiary was eligible for April as well — currently a
manual accretion is required SCDHHS).

Prepare Medicare
Premium Payment

SCDHHS would like for the eligibility office to always take the name of the
potential beneficiary from the Social Security card .

Prepare Medicare
Premium Payment

SCDHHS would like to have access to the EDB interface. SCDHHS would like
Buy-In to correctly update the QMB indicator.

Prepare Medicare
Premium Payment

Store drug rebate data along with claims history in the data warehouse.

Manage Drug Rebate

Match deaths against claims for nursing home or CLTC services anytime in
the past several years prior to the death.

Manage Estate Recovery

They would also like more automated death notifications and data matches.

Manage Estate Recovery

Have caseworkers’ documentation be electronically accessible.

Manage Estate Recovery

Receive electronic cost reports from all providers and design agency-specific

Manage Cost Settlement
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spreadsheets to reduce re-entry of data.

Eliminate the need for MIVS to key information from paper forms when that | Manage TPL Recovery
information has already been captured by the eligibility worker.

Policy types and their associated codes could be more specific and Manage TPL Recovery
transparent to the provider (for example, HN = “Health No Restrictions,” the
most common and general policy type, could be defined/labeled more
clearly in the system -- for example, “dental”, “drug”, “behavioral health”,

“LTC,” etc.)

MIVS and TPL staff would like a new way to handle exclusions. Exclusion Manage TPL Recovery
information should be linked to the claim, not in a separate file.

The exclusions file should have input logic and validate the CCN. Manage TPL Recovery
MIVS would like to automate the adjustment process. Manage TPL Recovery
The MEDS TPL indicator is not always consistent or updated. Manage TPL Recovery
The MMIS TPL indicator on the recipient screen doesn’t indicate whether Manage TPL Recovery
the policy is still active.

MIVS uses employer prototypes; none are currently used in the MMIS but Manage TPL Recovery

they could be useful.

It would be helpful to have the claim total on the Retro Claim Detail screen. | Manage TPL Recovery

Access policy information from the MMIS recipient screen. Manage TPL Recovery
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3.3.9. Program Management (PG)
Asls

Like many government agencies, SCDHHS handles processes like decision-making, budget
planning, and goal-setting through mostly informal, consensus-based discussion and planning.
Federal reporting and Fiscal Services-related business processes are more rigorously defined,;
however, the ongoing transition to a new accounting system made some of these processes
difficult to pin down. Most Fiscal procedures are documented in their pre-SAP state.

To Be

The transition to SAP/ SCEIS, a new statewide accounting system, has major implications for
Program Management business areas. As a result the agency has less defined goals for how
MITA can improve accounting and Fiscal functions. SCDHHS plans to assess the As Is and To Be
states of all processes related to SAP once the system is fully in place.

In the areas of decision-making and program planning, South Carolina Medicaid is currently
engaged in developing a new strategic plan that will help guide policy decisions. Improved ad
hoc reporting and forecasting tools would also contribute significantly to this business area.

SCDHHS would also like to improve the agency’s own documentation about Medicaid. For
example, a more accessible, searchable electronic version of the State Plan and other program
documents would also help facilitate research and understanding.
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Program
Management

Program Program Quality Program
Administration Management Information

3.3.9.1. Manage 1099s

The BMSM uses the MMIS to accumulate weekly data for management of the 1099s and to
generate the annual 1099 data for providers and the IRS.

To collect data for management of the 1099 process, MMIS creates a weekly and year to date
file, which reflect payment transactions applied during the weekly payment run. Two reports are
created from these files and stored in D:D:

e PMT4525R01-Weekly 1099 Payment by Legacy-Reports weekly payment by legacy and NPI,
sorted by pay to provider. This report shows the:

(0]
(0)

o O O O O

legacy number

the pay-to provider (for typical providers, would be an NPI; for atypical providers, would
be a SCDHHS-assigned legacy number),

provider name

provider type

payment amount

refund/check cancellation amount

credit amount
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0 debit amount

e |If the provider is paid federal share only by check, the report also includes:
0 check amount (federal share)
0 provider certified amount (state share)

e PMT4525R02-Same as PMT4525R01 except data reported is Year to Date.

The weekly file is also processed by a balancing program which matches each Pay to amount

against the Payment history for the pay to provider. CLP4527R01 is generated by this process
and reflects any out of balance situation found. This report is stored in D:D and also emailed

automatically to designated staff at SCDHHS and Clemson.

If a discrepancy is found, a program CLP4526 has been written to correct any of the four amount
fields (Payment, Refund/Check Cancellation, Credit and Debit). This program will produce a
report of the before and after update amounts and will be stored on D:D. The weekly file that is
in error will be corrected as well as the year to date file. New PMT4525R01 and R02 will be
produced with the corrected amounts. These will be replacements for the original reports in
D:D.

BMSM staff are responsible for researching and resolving any discrepancies found and providing
two transaction files to Clemson for input of the correction job.

SCDHHS has made a Request for Changes for modifications to the 1099 process (to be worked
on in summer of 2009).

When 1099s are generated for a given calendar year, the following reports are produced and
stored in D:D:

e MAR1991 —Nonexempt Providers Monthly Payment Totals (these providers get a 1099)*

e MAR1992-Exempt Provider Monthly Payment Totals ( these providers are exempt from
1099 reporting)®

e MAR1993-1099 Form-Individual provider data formatted for printing the 1099 form
(Currently stores the text formatted for 1099 printing. Storing the print image on the actual
1099 document is on the wish list.)

e MAR1994-Grand Total-Total number of providers and total 1099 amount

e MAR1995-List of Providers-Information for each provider formatted as a report as opposed
to a 1099 form.

* RFC09-0013-E includes a change to capture YTD totals (instead of monthly totals) for nonexempt

providers

> RFC09-0013-E includes a change to capture YTD totals (instead of monthly totals) for exempt providers
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3.3.9.2.

The telephone number of an auditor is listed on every 1099 prepared by SCDHHS. The auditor
maintains documentation of calls received via hard copy. The auditing area desires an
automated online system to track these inquiries, manage the call volume, and keep a log of any
other pertinent information.

When a correction is requested to the actual 1099, the auditor will work with General Counsel
to review the information before making a change. Corrections to the form are rare. The auditor
maintains records of hard copy 1099s with the changes made.

SCDHHS is not responsible for switching the ID number that a provider is paid by (ex: SSN to
Business Tax ID number). When requested, the auditor will fax the Internal Revenue Service
(IRS) instructions to the provider on how to make that change.

The auditor or MSM Bureau will do manual research as necessary to answer provider inquiries
via telephone. Communications from providers on official letterhead that request changes to
provider records are forwarded to the relevant program area for research and resolution (see
Manage Provider Information). If the provider is a contracted provider, the request for change
will be coordinated with the Division of Contracts at SCDHHS.

Otherwise, provider inquiries or requests for record changes are routed through the Manage
Provider Communication or Inquire Provider Information business processes to program areas.

1099s are reviewed and prepared at the close of the calendar year. SCDHHS sends 1099s to non-
exempt providers before January 31% of each year. Clemson downloads a file from the
mainframe to a PC, zips it, and then uploads it to the IRS website before March 31% of each year
(see 1099 interface for technical details). Due dates are specified in the IRS Publication 1220
each year.

Perform Accounting Functions

Note: The SAP system implementation scheduled for 2009-10 will alter all the processes in this
section. SAP will not only replace GAFRS but other systems as well, and will change how the
agency interacts internally and with other state agencies and entities. SCOHHS does not yet
know the extent or nature of these changes.

1. Periodic reconciliations between MMIS and the system(s) that performs accounting
functions

The Reconciliations area of the Financial Systems division performs a monthly reconciliation
between GAFRS and MMIS. The monthly reconciliation encompasses both the month’s
transactions and a year-to-date reconciliation.

Using reports from MMIS (the 8500 report) and GAFRS, Fiscal staff copy or key data into Excel
spreadsheets and look for variances between the two.

These reconciliations are at the budget unit code level.

Self-Assessment Report Page 119 of 243




SCDHHS

South Carolina Medicaid Enterp J?

Sometimes variances occur because staff have made a journal entry/manual adjustment in
GAFRS to adjust a funding source. Sometimes they occur because of incorrect MMIS coding — for
example, a fund code may be incorrectly defined. Whatever variances occur, they must be
researched and explained. Fiscal staff and MMIS technical staff must coordinate to resolve
variances.

2. Assign account coding to transactions processed in MMIS
Account-related codes are associated with transactions in both MMIS and GAFRS.

In the MMIS, fund codes associated with particular procedure codes, provider types, and other
identifiers splits the payment between federal and state entities and directs the allocation into
the correct PCA for GAFRS. Fund codes are assigned to claim lines based on complex MMIS
coding. A fund code manual documenting the fund coding logic is updated regularly by MMIS
Systems Support and posted on the agency intranet. Budget unit codes (also called mini codes)
indicate what kind of payment the service or administrative cost is. Every financial transaction
entered into GAFRS is associated with exactly one PCA.

3. Process accounts payable invoices created in the MMIS.

Fiscal staff post a weekly file from the MMIS to GAFRS. For each payment, it contains:

e Amount
e Fund Code
e PCA

e  Warrant number (this is the number associated with the CG’s check that gets deposited into
the agency’s bank account).

The file is sent by Clemson to the CIO office (which maintains GAFRS), who send it to the Fiscal
area for posting. The Fiscal staff runs a GAFRS job to format the data and upload it to the system
(aJcL).

Using the MMIS fund codes and other markers, GAFRS directs the allocation into the correct
PCA and splits payments into the appropriate categories by program cost account (earmarks,
grants, other state agencies, restricted funds, etc.). Fiscal staff monitor the process using GAFRS
reports and error messages. Each Tuesday morning, after GAFRS processes the weekly MMIS
data, the staff review the reports and alerts to make sure there is sufficient money appropriated
to each fund to fund the week’s MMIS payments. Staff makes appropriation transfers in GAFRS
to adjust the source of funds, if necessary. They move allocations between accounts and
indicate the reason for the move. In certain circumstances, if money has to be moved from a
service line to an administrative line or vice versa, the Fiscal staff must obtain the consent of the
governor and Comptroller General using the BD100, a form used for additional appropriations.

On Wednesdays, the Fiscal area prepares a voucher and sends it to the state Comptroller
General’s office. In return, that office sends a check to deposit funds for the week’s payment
cycle into the Medicaid zero balance account that MMIS checks are drawn on. All adjustments
to fund sourcing must be finished on Tuesdays so this exchange can occur on time and MMIS
checks will not bounce.
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4. Process accounts payable invoices created in Accounting System (gross adjustments or
other service payments not processed through MMIS, and administrative payables) [invoices
sent in by outside vendors and other state agencies for administrative payables]

SCDHHS staff enters accounts payable information into GAFRS through both file uploads and
manual data entry.

For goods and services, every administrative accounts payable starts with a requisition form
192. Program areas fill out the form and submit it to Procurement (see the Award Contract
business process), who then submit it to Fiscal. Fiscal staff review the request to determine
where the funding will come from. They then manually encumber the funds in GAFRS and send
the form back to Procurement to place the order. Fiscal maintains paper files of all pending
requisitions.

When the program area accepts the good or service, they send a receipt of goods received to
Fiscal. Accounts Payable staff matches the receipt of goods received with the invoice and key it
into GAFRS to generate a voucher that prints out the next morning from GAFRS. The voucher is
reviewed internally, then sent to the CG’s office and reviewed there as well. It is then sent to the
Treasurer, who creates a check and sends it back to the agency. Accounts Payable matches the
check up with a copy of the invoice and sends it to the vendor.

For contracts, Fiscal uses the form 102 as described under Award Contract to encumber
contract funds in GAFRS. Contractors invoice the agency at a predetermined frequency (usually
monthly). When Fiscal receives an invoice, they send an approval memo to the program area
asking whether the invoice is correct and the contractor can be paid. If so, Fiscal creates a
voucher and sends it to the CG; the process proceeds as above.

Some other agencies that contract with SCDHHS are paid via IDT. IDT payments are keyed the
same way as a voucher. The IDT prints out the next morning; the other agency also sends an IDT
(lets the CG’s office know whose codes to use, etc.) and the invoice to Fiscal, and it is matched
up with the IDT that Fiscal keyed and it is sent to the CG’s office. In those cases, the Treasury
creates an IDT transaction rather than cutting a check, and sends reports called debit and credit
memos to SCDHHS to report the IDT. Fiscal staff log those transactions into GAFRS.

5. Load accounts payable data (warrant number, date, etc.) to MMIS
This data is not fed into MMIS at all. It resides in GAFRS.
6. Manage canceled/voided/stale dated warrants

The Reconciliations area receives a monthly bank statement which it uses to figure out which
MMIS checks remain outstanding after six months.

The area also receives letters, returned or rejected checks, and other correspondence requiring
a check to be cancelled. Program areas forward these items to the area for voiding.

The area manually cancels each check using the Check Cancellation subsystem, a stand-alone
system. Area staff key the check data into the subsystem (see Check Cancellation for technical
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details). Each month, that information is exported to the Time Sharing Option at Clemson. Staff
email Clemson to let them know the file has been exported.

Clemson then runs a Medical Reconciliation with the MMIS. This process creates a Reason Code
18 adjustment, which adjusts the provider’s 1099 and generates information to be sent on tape
to the bank to remove the checks from the master file. In the case of damaged or lost checks,
the program area contacts the Reconciliations area to cancel the original check and order new
checks. The program area must fill out a form requesting a replacement. The Reconciliations
area will first research the check using the bank’s online account service, making sure the check
remains outstanding, then issue a stop payment on the original check. The Reconciliations staff
forwards a request for a manual check to be keyed to the Division of Medicaid Finance. The
division types the check and sends it to the provider, and adds the check number to the form
and returns the form to Reconciliations. Reconciliations staff sends the new check number to
Wachovia.

7. Perform payroll activities

Payroll activities originate with program areas. The program area fills out the 114 to initiate
salary adjustments, new hires, location or job description changes, or any other such personnel
changes. Human Resources (HR) reviews the 114 and sends it to Fiscal. The payroll budget
analyst in Fiscal verifies the funding; funding for a position may be split between several PCA’s
(federal, state and other money sources). The form is then sent back to HR. HR keys their
changes into SABAR (the payroll system) and then routes it back to Fiscal so that the payroll
analyst can key the hours and any payroll changes into SABAR.

Payroll is run bimonthly (pay checks are issued on the 1% and the 16™). The SABAR system is
used to generate a voucher and a change report, which are sent to the CG’s office, then to the
Treasury. The Treasury creates checks and sends them back to the agency for distribution. They
also send a file, which is uploaded to GAFRS to post all the payroll expenditures against the
proper accounts and budget unit codes.

All documents related to payroll and other HR functions are hand-delivered and kept in secure,
locked areas.

8. Process accounts receivable (estate recovery, co-pay, drug rebate, recoupment, TPL
recovery, and Member premiums)

The agency receives money from a variety of sources. Providers refund the agency because of
third-party payments or incorrect billing. Recipients and providers may have to pay back funds
related to fraud and abuse investigations. Other agencies pay SCDHHS their share of services
and programs administered under Medicaid (called “donated funds”).

Various areas of the agency can generate requests to establish a receivable — PI, TPL, etc. The
areas fill out a 1158 form and send it to AR. Providers may also contact AR directly. The process
is further described under #10 below.

Each month, using Excel, the area prepares invoices for recipients, other agencies, providers,
and other entities that owe the agency money. The AR area handles all invoicing, collections,
and related contact internally.
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All receivables and refunds of expenditures are sent directly to the SCDHHS AR department.
Only SCDHHS receivable related overpayments are sent to the AR department (e.g. the Pl
department finds that SCDHHS overpaid a provider, and Pl then opens a receivable with the AR
department to collect that money).

The agency’s AR department processes cash receipts using the procedures described below
under #9.

Other state agencies pay SCDHHS via IDT. The Comptroller General’s office sends a daily
transaction report (the 401 report) listing all IDTs. These payments are interfaced into GAFRS;
AR staff key those payments that did not feed over into GAFRS.

AR can also collect from state residents using the State Income Tax debt setoff process. The
agency is a member of the Municipal Association of South Carolina; each year, the agency
submits to the association a list of names and amounts to be collected. The association handles
the offset and takes their fee as a portion of the amount collected. They send the payments to
SCDHHS via ACH.

Refunds

For all voluntary provider refunds, providers are asked to send in a Form 205, the form for
Medicaid refunds, explaining the reason for the refund. Sometimes providers may send in their
checks with other documentation — e.g., a remittance advice, a letter, or a copy of an invoice
they received. Claim adjustment forms (Form 130) are forwarded to MCCS for processing.

All provider refunds for Medicaid overpayments and billing errors are sent to MIVS, the TPL

contractor. The majority of provider receipts are sent to the refunds PO Box and processed by
MIVS. These payments are not Accounts Receivable related (example: if a provider performs a
self-audit and they realized they double-billed Medicaid, they would send the refund to MIVS).

MIVS researches the source of the funds, deposits the funds via a secure link with Wachovia,
and uploads relevant claims and refund data to MMIS. MIVS categorizes the receipts by type,
which sometimes requires splitting a refund into multiple sources. MIVS also summarizes the
deposits in Excel format and sends the file to Fiscal/TPL so the deposits can be recorded in
GAFRS.

9. Manage cash receipting process

When the agency receives money from recipients, contractors, providers, agencies, or other
entities, the AR area processes those payments. Receipts are first logged into the Cash Receipts
Log (CRL), which generates an AR number that will identify the receipt in all the agency’s
systems. Next, the payment is entered into the CRL (see Cash Receipt Log System PC application
for technical details), which then automatically interfaces with the Accounts Receivable Log
(ARL; see Accounts Receivable Log PC application for technical details). Information entered
includes check number, payer name, date, and provider number, if applicable. The AR
department may have to research the source of the check or provider information by using the
MMIS, referring to attached documentation, or calling the check originator.
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The receipts are also separately keyed into GAFRS. Using the Data Entry tab in GAFRS, Fiscal
employees key batches of transactions. A batch can contain as many or as few transactions as
desired. Also, all checks and documentation received are scanned and entered into Application
Xtender.

The AR area sends MCCS a floppy disk of transaction data listing all the cash receipts to be keyed
to the MMIS. MCCS keys the transactions as Reason Code 12. The disk is sent once a month.

Records of cash receipts processed by MIVS are uploaded directly to MMIS and are keyed as
Reason Code 12’s.

The AR area performs monthly reconciliations between the ARL and GAFRS.
10. Manage payment offset process to collect receivables

PI, TPL, and the BRMP area all generate requests for to establish a receivable (a provider’'s MMIS
checks to be debited to satisfy the debt). The areas fill out a 1158 form and send it to AR.
Providers may also contact AR directly.

If the 1158 form indicates the provider would like to be debited instead of forwarding a check,
the AR area researches the provider’s payment history in MMIS to determine whether the
provider is usually paid enough for the offset to collect the desired amount. If so, the area
forwards a 115 form to MCCS to be keyed into the MMIS. Providers may also contact AR directly
to request their Medicaid payment be debited. The offset request must be sent to MCCS again
each time a payment must be debited; for example, if a provider has asked for monthly debits,
the AR area sends MCCS a monthly form requesting an offset. The AR area maintains a paper file
of accounts requiring payment offset.

After MCCS enters the offsets (using Reason Code 19) and the debt has been offset, they send
back a report to the AR area. AR enters the transactions into GAFRS.

The AR area would like to be able to enter these 115 offsets themselves (with a built-in
management approval process) rather than sending them in hard copy to be keyed.

AR performs periodic reconciliations with Pl and the TPL area to make sure money is being
recouped properly.

The Check Pull process also involves a debit against a provider’s MMIS payment, but in this case
the check is pulled by MCCS after it has been produced.

The Weekly Check Pull List is a current listing of all providers whose checks need to be pulled for
various reasons. Names highlighted on this list are those who are set to receive a payment for a
particular week that must be held.

There are a number of reasons why a provider can be placed on the Check Pull List. The most
common are for fraud investigation, failure to submit a cost report, receipt of a tax levy, and
backup withholding. There are occasions where a special request is made by the program area
or executive staff to have a provider’s check pulled. A provider is not placed and/or removed
from this list without notification in writing.
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Providers who need to be added to the Check Pull List who are paid via EFT must be switched
over to paper checks. Fiscal emails MCCS Provider Enrollment the provider’s name and number.
Once the provider is removed from the EFT file, he or she can be placed on the Check Pull List
until a release notification is received. MCCS sends the pulled check to Fiscal. Fiscal holds the
checks until the reason for the check pull is resolved —the provider submits cost reports, or the
IRS receives updated information, for example. The Fiscal area will then release the checks. Held
checks are cancelled through the regular check cancellation process after six months.

11. Develop and maintain cost allocation plans

The annual budget development process involves allocating funds to a variety of service lines
and administrative sources. The weekly monitoring process involves reviewing the detailed
MMIS payments compared against the Chart of Accounts in GAFRS to make sure there is
sufficient money allocated to each fund to pay the week’s warrants. Fiscal staff also monitor
administrative expenditures using GAFRS reports. These processes are described in detail under
Manage State Funds.

12. Manages draws