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BadgerCare Plus Core Plan
Background

AL

e of Wisco?®

For low-income adults with no dependent children,
most of whom have been chronically uninsured.

For individuals who are not pregnant, disabled, or
qualified for the State Children’s Health Insurance
Program (SCHIP), or any other Medicaid or
Medicare Program.

Provides access to basic health care services
including primary and preventive care, certain
generic and over-the-counter (OTC) drugs, and a
limited number of brand name drugs.



BadgerCare Plus Core Plan
Background

e January 2009: Core Plan rolled out to members
enrolled in the Milwaukee General Assistance
Medical Program (GAMP) and other general
assistance (GA) medical programs statewide.
= Originally called BadgerCare Plus Core Plan for Childless

Adults. Now called BadgerCare Plus Core Plan for Adults
with no Dependent Children.

e June 15, 2009: Applications accepted statewide for
enrollment in the Core Plan.

e July 15, 2009: Benefits first available for these new
applicants. | ‘



BadgerCare Plus Core Plan
Background

A

State ofwisco®®

e BadgerCare Plus Core Plan for Adults with No
Dependent Children has proven to be successful.

s Thousands of Wisconsin residents now have access to
affordable health care — many for the first time in years.

e Budget neutrality requirements enforced by the
Federal government have meant the suspension of
enrollment and the enactment of a waitlist.

e Governor Doyle has directed DHS to develop a
new program to allow access to health care for
those who may be affected by the Core Plan

waitlist.




BadgerCare Plus Core Plan
Background — As of 10/31/09

e 76,392 individuals have applied to the Core Plan.

R
“ate of Wisco®™"

e 11,575 individuals were enrolled into Core Plan as part of Transitional Childless
Adults, 11,095 of which are Milwaukee County GAMP population.

o 1,400 individuals on Core Plan call back list.

e 4,454 individuals on the Core Plan waitlist.
e Application Breakdown by Age:

38% are between 19 and 30. J,ooo ﬁbvf »\&Q@ o1 ook

13% are between 31 and 40.
22% are between 41 and 50.
27% are between 51 and 65.

# 59% of applicants are unemployed.
e 17% of applicants are single.
e 53% of applicants reported no physical conditions.

¢ Only 6.4% applicants reported three or more physical conditions:

Physical conditions include asthma, cancer, COPD, depression, diabetes,
emphysema, hearing problem, high blood pressure and stroke.

e 37,328 individuals confirmed eligible for the Core Plan. 6



BadgerCare Plus Basic
Program Requirements

St

LY
e of Wisco™

e BadgerCare Plus Basic will focus on providing
members with access to vital, cost-effective primary
and preventive care.

e Premiums and member cost-sharing will need to be
sufficient to fund the health care costs of the
population served.

e However, monthly premiums will not exceed $100
per member per month.

e Eligibility will be limited to those individuals who are
currently on the Core Plan waitlist.



BadgerCare Plus Basic
Program Requirements

|

S
“Ate of Wiscon®

e Program benefits will be more restrictive than
BadgerCare Plus Core Plan.

e Program benefits will be provided on a fee-for-service
basis at Medicaid rates.

e Program must be “self-funded” because of current
fiscal environment.

» DHS will work with the state’s actuaries to ensure program is
self-funded.

e Administrative functions will be closely modeled after
the BadgerCare Plus Core Plan due to the aggressive
implementation timeline. i



BadgerCare Plus Basic

Benefit Design



BadgerCare Plus Basic
Benefit Design

Sty , e
fe of Wisco™

e Members to pre-pay for first month of eligibility.

e Eligibility to continue for 30 days after payment
lapse.

e Plan to include 12 month restrictive re-enroliment
period.

» Member must wait 12 months to re-enroll after payment
lapse.

e $5 PMPM will be for administrative costs.

e Initial benefit plan could evolve after
implementation.

10



BadgerCare Plus Basic
Benefit Design Option #1

A

,m.baan. of Wisco™®

e Primary/Preventative Care Benefit Only
» No hospital benefit, except ER.

= Modest co-pays.
» Generic only formulary.

s Possibility of limited brands.
Insulin products.
Drug discount card.

NOTE - Each option needs to be vetted and priced by PWC. 1



BadgerCare Plus Basic
Benefit Design Option #2

K o
“te of Wisco®™

e Primary Care Benefit with Limited Hospital Benefit
» Limit number of primary care visits.

s Limit number of hospital stays to two per year.
e Strictly limit number of outpatient visits.
s Higher cost sharing.

¢ Generic only formulary:
No brands.
Drug discount card.

NOTE - Each option needs to be vetted and priced by PwC.  _,



BadgerCare Plus Basic
Benefit Design Option #3

i
__
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e Catastrophic Coverage with Limited Primary Care
Benefit

o Limit number of office visits.
e Generic only formulary.
» No hospital coverage until high deductible is reached.

» Providers could not bill the state until a person’s annual
deductible is reached.

& Providers could not charge a member more than
Medicaid rates for the procedures they provide.

NOTE - Each option needs to be vetted and priced by PwC. 1



BadgerCare Plus Basic
Proposed Timeline

«  10/05/2009 - Governor Doyle announces BadgerCare Plus Core Plan enroliment cap and
directs DHS to design a proposal to offer basic level of coverage for those on
Core plan waitlist.

. 11/06/2009 - Present BadgerCare Basic proposal to CACHET members, BadgerCare Plus
Advisors and Legislators.

«  11/17/2009 - Hold Joint CACHET/BadgerCare Plus Advisory Group Meeting.
«  12/01/2009 - Public Announcement of BadgerCare Plus Basic (tentative).
«  02/01/2010 - Begin accepting applications for BadgerCare Plus Basic (tentative).

. 03/01/2010 - Begin enroliment into BadgerCare Plus Basic (tentative). ”



BadgerCare Plus Basic
Summary

F‘f |
“@e of Wisco™

e Key goal is to keep BadgerCare Plus Basic
affordable.

¢ Monthly premiums must not exceed $100.

e Hold a joint meeting with CACHET and BadgerCare
Plus Advisor groups to assist in the design of the
program.

e Groups represent a comprehensive set of stakeholders.

» Will bring different perspectives to ensure the program is
successful.

e Targeted date to begin accepting applications for
BadgerCare Plus Basic is February 1, 2010.

» Targeted enrollment to begin on March 1, 2010.

15



Examples of States Operating &
Low-Cost Benefit Plans

e Washington

e Indiana

e Pennsylvania

NOTE — For benefit comparison only as these plans are low cost but not 100% self funded.

16



Low Cost Benefit Plan —
Washington

Stae of Wiscon®™

e \Washington Basic Health

S

$150 annual deductible and $1,500 out-of-pocket maximum
per person, per calendar year.

$300 maximum facility charge per admittance.
$15 Co-Pay for office visits and Urgent Care.
$100 Co-Pay for Emergency Room; waived if admitted.

Limited to 10 inpatient and 12 outpatients per calendar year.

Pharmacy is 30-day supply with $10 co-pay for Tier-1
generics, or 50% for Tier 2 brands.

17



Low Cost Benefit Plan —
Washington

&
%ate of Wiscor™

e \Washington Basic Health

» Covered Services include:
Doctor and Hospital Care, including Preventive Care.
Emergency Care.
Laboratory.
Radiology.
Radiation.
Chemotherapy.

» Waitlist was enacted on March 4, 2009.
» Current waitlist total is over 30,000 individuals.
» Premium increases will occur beginning January 1, 2010.

¢ Current annual deductible will also increase to $250.

18




Low Cost Benefit Plan —
Indiana

eon of Heafe,
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e Healthy Indiana Plan (HIP)

@

4

@

Covered services include:
Physician services.
Diagnostic exams.
Home Health services.
Mental Health services.
Inpatient and Outpatient Hospital services.
Hospice.
Preventative services.
Family Planning.
Case and Disease Management.

Coverage for preventive services up to $500. After $500 is
met, preventive services are covered, though the $1,100
deductible account must be used (if applicable).

Waitlist for HIP was enacted on 3/11/2009.
Current waitlist total is approximately 25,000 individuals.



Low Cost Benefit Plan —
Pennsylvania

LY Xy
“Ate of Wisco™™

e Pennsylvania adultBasic
» Monthly premium of $30

» Designed to provide basic insurance benefits, including:
Hospitalization (unlimited days).
Physician Services (primary care and specialists).
Emergency Services.
Diagnostic Tests.
Maternity Care.
Rehabilitation and Skilled Care.

» Modest co-pay for certain benefits:
Doctor Visit - $5
Specialist - $10
Emergency Room - $25 (waived if admission occurs)

¢ \Waitlist for HIP was enacted on 3/01/2003.
e Current waitlist total is over 320,000 individuals.

20



BadgerCare Plus Basic

Key Items for Discussion
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BadgerCare Plus Basic
Key Items for Discussion

N.._
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e Should benefit design be shifted to include more-
extensive or less-extensive catastrophic coverage?

e Should providers and charities be given an
opportunity to “buy-in” potential members who
cannot afford the monthly premiums?

e If so, potential buy-in at 6 or 12 Month increments?

e How will the program control adverse selection to
limit program costs?
» No GPR or Federal funding is available.

e Should pre-paid premiums be applied to $60 Core
Plan processing fee once individual is notified of
available eligibility for Core Plan? 2



BadgerCare Plus Basic

Feedback, Questions and Next Steps
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BadgerCare Basic: Three Cost Options
(DRAFT: Analysis is for illustrative purposes only. Actual PMPMs may vary.)

Option 1: No Hospital Coverage Except Emergency Room
Under Option | no inpatient and outpatient services are covered except for ER visits. Modest
Medicaid standard plan cost sharing applies except emergency room has a $60 copayment and
generic drugs have a $3 copayment per script. Other limits include $1,000 cap on DME, no
Healthcheck services, no non-emergency transportation, and no vision services. Brand drugs are
not covered. No provider settlements to cost are included.

Service Category Cost
Inpatient Hospital $0.00
Outpatient ER $3.74
Professional $61.12
Drugs $17.26
Other Cost $17.93
Total Cost | $100.05

Option 2: Limited Inpatient and Outpatlent with Higher Cost Sharing
Under Option 2 inpatient hospital is limited to two visits'and non-ER outpatient hospital is
limited to two visits. Unlimited ER visits are covered. Cost! shanng 1s similar to the Benchmark
plan with a $15 copayment for outpatxent non-ER services and professional services and $60 for
ER visits. Inpatient hospital has a $100 co—payment per visit. Generic drugs have a $5 co-
payment per script. Other limits include $1,000 ¢cap on DME, no Healthcheck services, no non-
emergency transportation, no home health, and no v1sxon serv1ces Brand drugs are not covered.
No provider settlements to cost are included. S :

Service Categdry Cost

Inpatient Hospital $29.02
Outpatient Hospital | $14.89
Professional " $53.02
Drugs ' $12.75

| Other Cost $21.98
E ‘Total Cost $131.66

Option 3: High Deductlble for Hospital Services and Nominal Cost Sharing
Under Option 3 there is a $7,500 deductible on all hospital services including ER visits.
Deductible is based: on Medicaid rates and providers could only charge the Medicaid rate until the
deductible is reached.. Once the deductible is reached, all hospital services are covered. Modest
Medicaid standard plan cost sharmg applies. Generic drugs have a $5 copayment per script.
Other limits include $1, 006 cap on DME, no Healthcheck services, no non-emergency
transportation, no home health, and no vision services. Brand drugs are not covered. No provider

settlements to cost are included.

Service Category Cost
Hospital Services $14.26
Professional $61.06
Drugs $12.75
Other Cost $18.82
Total Cost $106.89




BadgerCare Basic: Three Cost Options
(DRAFT: Analysis is for illustrative purposes only. Actual PMPMs may vary.)

Option 1: No Hospital Coverage Except Emergency Room
Under Option 1 no inpatient and outpatient services are covered except for ER visits. Modest
Medicaid standard plan cost sharing applies except emergency room has a $60 copayment and
generic drugs have a $3 copayment per script. Other limits include $1,000 cap on DME, no
Healthcheck services, no non-emergency transportation, and no vision services. Brand drugs are
not covered. No provider settlements to cost are included.

Service Category Cost
Inpatient Hospital $0.00
Outpatient ER $3.74
Professional $61.12
Drugs $17.26
Other Cost $17.93
Total Cost $100.05

Option 2: Limited Inpatient and Outpatient with Higher Cost Sharing

Under Option 2 inpatient hospital is limited to two visits and non-ER outpatient hospital is
limited to two visits. Unlimited ER visits are covered. Cost sharing is similar to the Benchmark
plan with a $15 copayment for outpatient non-ER services and professional services and $60 for
ER visits. Inpatient hospital has a $100 co-payment per visit. Generic drugs have a $5 co-
payment per script. Other limits include $1,000 cap on DME, no Healthcheck services, no non-
emergency transportation, no home health, and no vision services. Brand drugs are not covered.
No provider settlements to cost are included.

Service Category Cost
Inpatient Hospital $29.02
Qutpatient Hospital $14.89
Professional $53.02
Drugs $12.75
Other Cost $21.98
Total Cost $131.66

Option 3: High Deductible for Hospital Services and Nominal Cost Sharing
Under Option 3 there is a $7,500 deductible on all hospital services including ER visits.
Deductible is based on Medicaid rates and providers could only charge the Medicaid rate until the
deductible is reached. Once the deductible is reached, all hospital services are covered. Modest
Medicaid standard plan cost sharing applies. Generic drugs have a $5 copayment per script.
Other limits include $1,000 cap on DME, no Healthcheck services, no non-emergency
transportation, no home health, and no vision services. Brand drugs are not covered. No provider
settlements to cost are included.

Service Category Cost
Hospital Services $14.26
Professional $61.06
Drugs $12.75
Other Cost $18.82
Total Cost $106.89
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State of Wisconsin
Department of Health Services

Jim Doyle, Governot
Karen E. Timberlake, Secretary

December 31, 2009

The Honorable Mark Miller
Joint Committee on Finance
Room 317 East, State Capitol
Madison, W1 53702

The Honorable Mark Pocan
Joint Committee on Finance
Room 309 East, State Capitol
Madison W1 53702

Dear Senator Miller and Representative Pocan:

Section 46.03(26) of the statutes requires the Department of Health Services to report annually on
information systems projects under development including the implementation schedule, estimate of
costs, and methods of determining changes (if applicable).

The Department has the following projects under development: (1) Distance Learning System
Implementation, (2) SharePoint — Enterprise application, (3) Functional Screen Re-write, (4) Public
Health Information Network (PHIN), (5) Statewide Vital Records Information System Project, (6)
Wisconsin Department of Health Services Scheduling Project, and (7) Wisconsin Department of Health
Services PTA Web Timekeeping Project. The required information is included in the attached report.

Sincerely, )

Karen E. Timberlake
Secretary

Enclosure

cc: Patrick E. Fuller, Assembly Chief Clerk
Robert J. Marchant, Senate Chief Clerk
Oskar Anderson, Division of Enterprise Technology Administrator
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1 West Wilson Street ® Post Office Box 7850 ¢ Madison, WI 53707-7850 e Telephone 608-266-9622  dhs.wisconsin.gov
Protecting and promoting the health and safety of the people of Wisconsin



Department of Health Services (DHS)
2009 Data Processing Projects Report to the Legislature

Distance Learning System Implementation

DHS is purchasing Adobe Acrobat Connect Pro, a Learning Management System
(LMS), to develop the capacity for remote learning through a variety of platforms (i.e.
webinars and podcasts) for the Pathways Employment and Training Center (PERC).
PERC is a consortium of 4 partners which includes DHS, UW-Madison, UW-Stout and
Employment Resources, Inc., who collaborate on course development, training
documentation and centralized content management. PERC envisions being able to
broadcast, from Madison, live training seminars throughout the state so that trainees
can participate from their offices or homes, alone or in groups to Family Care Managed
Care Organizations, Aging and Disability Resource Centers, UW-Extension, and UW
system sites, etc. It is intended that this system will become a DHS enterprise
eTraining resource managed by the DHS Office of Employee Development and Training
and has already shown promise for being the foundation of a statewide LMS. The
project involves implementing and hosting the Adobe Acrobat Connect Pro solution at
the DOA Femrite Data Center.

The schedule for implementation is very condensed. Staff from the Department of
Administration’s (DOA) Division of Enterprise Technology (DET) will be required to set
up and install Adobe Acrobat Connect Pro by January 2010. This schedule allows the
Pathways consortia and the DHS Technology Learning Center (TLC) staff to be trained.
The schedule also allows for TLC staff to begin developing courses within the Federal
Medicaid Infrastructure Grant timeline.

It is anticipated that in January 2010 approximately $1 million will be awarded via a
Pathways to Independence Medicaid Infrastructure Grant (MIG). The funds will cover
the software license fees including one year support services. On-going hosting,
system administration and storage costs will be funded through an agency internal
chargeback mechanism.

SharePoint — Enterprise application

DHS is in need of an agency intranet SharePoint portal to support collaboration,
document and content management, social networking, business process forms
automation and workflow. The solution will utilize Microsoft Office SharePoint Server
(MOSS) technology on the DHS “dedicated” server environment hosted at the DET
Femrite data center. The production environments are currently being created and will
be available for agency use in 2010.

Some examples of agency pilot projects that will provide business efficiencies through
use of SharePoint out-of-the box features include the following:

¢ A content management and publishing system to replace the intranet web portal
for the management of general communications to state program staff.

1



e A system to improve communications and automate the tracking of controlled
correspondence documents across the department.

e A base-contract and workflow system to control contract language changes,
contract review, modification and approval.

e An internal system to track managed care organization issues using forms
automation and workflows.

The budget strategy to fund the SharePoint site costs may be through the internal
infrastructure device rate or by per site and storage chargeback rate as funds are
available. Staff resources will be provided by the program areas. Contract staff will be
funded by divisions as needed.

Long Term Care Functional Screen Re-Write

The Family Care Expansion project is a high priority for DHS and a strategic direction
for the state. One of the key information systems that supports Family Care was the
development of an automated functional screening tool that is used to determine
whether an individual has long term care needs that would qualify him or her for the
Family Care program and to objectively assess an individual's functional needs in order
to set managed care rates. The automated functional screen has been expanded and
modified to now support several other community-based programs, including the
Community Options Program (COP), children's waivers and the Katie Beckett programs,
various mental health and substance abuse programs, and prior authorizations for
Medicaid personal care services. The functional screen is an integral part of the future
plans to pilot a managed care program approach for the children's Medicaid waiver
programs. The application has become a critical component of Family Care, as well as
all of the other long term care programs administered by DHS and it must be retained to
continue providing critical eligibility information for these programs. Federal approval of
the state Medicaid waivers for the Family Care program is contingent on the use of the
functional screen.

The functional screen is a web-based application used to collect detailed information to
determine an individual’s ability to perform basic functional living skills, their physical
and mental health, and their need for assistance from various programs that serve the
frail elderly, people with developmental or physical disabilities, and people with mental
health or substance abuse issues. Experienced professionals, such as social workers
or registered nurses, who have taken an on-line training course and passed a
certification exam, are able to access and administer these screens.

The functional screen application has grown into a mission critical application for DHS.
Functional eligibility is a requirement for enrollment in Medicaid and other social
services programs. There are currently approximately 2,500 users/screeners,
distributed across the state in both county government and private agencies, along with
approximately 200 state users. The application is currently hosted at the Department of
Workforce Development.

The Medicaid functional eligibility application was developed by Deloitte Consulting as
an extension of the Medicaid financial eligibility determination application (CARES),

2



under the terms of the Department's 2001 contract with Deloitte Consulting. Deloitte
has been providing maintenance and enhancements to the application since the original
development. The functional screen application was built on a Microsoft platform. The
presentation layer was built using Active Server Pages (ASP) and written in Microsoft
VBScript (VB 6.0). Microsoft announced that VB 6.0 was no longer being supported
after March 2008.

DHS’ strategic direction for applications is to develop web-based applications on a J2EE
platform, and host the applications at DOA DET. The re-write project began in
September 2009. System requirements are complete and development is scheduled to
begin January 2010. The re-write project is currently on schedule.

Public Health Information Network (PHIN)

DHS is developing a statewide information technology infrastructure for public health.
This Public Health Information Network (PHIN) is consistent with federal initiatives for a
nationwide infrastructure based on standards that ensure all parts are compatible.
PHIN funding comes primarily from the Department of Health and Human Services’
Centers for Disease Control and Prevention (CDC).

PHIN is designed to provide automation of day-to-day state and local public health
operations as well as capacity for early detection of and response to bioterrorism and
other emergencies. It is being developed through the cooperation of Division of Public
Health (DPH), local health departments, the Wisconsin State Laboratory of Hygiene
(WSLH), DHS’ Bureau of Information and Technology Services (BITS), the DOA’s
Division of Enterprise Technology (DET), and private-sector technology vendors.

PHIN will provide continuous monitoring and early detection of and enable rapid
response to public health events. PHIN also provides secure information access,
exchange and integration of on-line public health surveillance systems. When fully
implemented, these systems will provide a dynamic, comprehensive, real-time view of
the health status of Wisconsin’s communities and be capable of relaying this view to our
state and federal partners. PHIN provides advanced information technology resources
for communications, data analysis and a public health response during public health
threats, emergencies, and daily operations. Three key systems under development
during the calendar year 2009 included the following:

» Wisconsin Electronic Disease Surveillance System (WEDSS)

WEDSS provides the ability to continuously track information from many sources for
routine surveillance and case management of communicable diseases as well as
early warning of emerging public health events. This application includes systems
that manage outbreaks, countermeasures and other responses to both routine public
health events and public health emergencies. A commercial off-the-shelf system is
in the final phase of statewide implementation and is expected to be completed by
March 2010.



During 2009, WEDSS was migrated from UW Madison to the DET Femrite Data
Center, where it now resides on more powerful and redesigned hardware and uses
upgraded software. WEDSS is currently used by state public health, 40 local public
health jurisdictions, including the five most populous counties, and 35 providers. Of
the remaining local public health departments, 36 have been trained and are in the
process of converting to the system. The rest are scheduled for training in January
2010. Seventy-two percent of communicable diseases reported in 2008 occurred in
jurisdictions currently using WEDSS.

Electronic Laboratory Reporting (ELR)

ELR improves timeliness, accuracy, and efficiency of reporting notifiable conditions
and other test results. Six major laboratories, three Wisconsin reference laboratories
and one national laboratory are currently reporting electronically. The reference labs
are the Milwaukee Public Health Laboratory, the Marshfield Clinic and the Wisconsin
State Laboratory of Hygiene. The six other major labs reporting electronically are
Dean Health Systems, ACL (operated jointly by Aurora and Advocate Health Care
systems), Aurora Advance Healthcare, Thedacare, Dynacare, and St. Vincent/St.
Mary’s/Prevea. The Mayo Clinic is the national lab that reports electronically.
Approximately 11,000 lab reports are received monthly. All reported lab results are
accessible by DPH and local health departments to perform their surveillance and
response duties.

Partner Communications and Alerting (PCA)

PCA provides routine and emergency use of the Web for notification of alerts and
other critical public health communications. The system also maintains a directory
of public health participants, their roles, and contact information covering all local
jurisdictions. This service provides an automated, redundant (e-mail, voicemail, fax,
text pager, etc.) communications system for public health and hospital
preparedness.

During 2009, a vendor-hosted alerting system (acquired via RFB in late 2008) was
modified by the vendor to meet CDC PHIN certification requirements. The modified
system was extensively tested by DPH throughout the year. Test results were not
satisfactory and DPH terminated the relationship with the vendor. The contract
termination presents DPH with the opportunity to rethink the PCA strategy in light of
emerging solutions for communications and alerting at DHS, DET and Wisconsin
Emergency Management. A decision on how to proceed, short-term and long-term,
is expected to be made in early 2010.

A web-based health professional volunteer registry was acquired in 2008 following
issuance of an RFB. During 2009, DPH continued to identify and test system
modifications and worked closely with other states using the system to identify and
resolves issues of mutual concern. The registry is an electronic database of health
care personnel who volunteer to provide aid in an emergency. The system is
expected to meet all current federal technical and policy guidelines.



The federal fiscal year 2010 budget for WEDSS, ELR and PCA is approximately
$970,000. The expenses for all three functions are a combination of performance-based
contracts, personnel expenses, software license fees, and time and materials
modifications by software vendors.

Statewide Vital Records Information System Project

DHS is responsible for the stewardship and issuance of the State’s vital records (birth,
death, marriage, and divorce). Currently, approximately 200,000 new vital records are
registered with DHS per year. In addition, approximately 40,000 changes are made to
existing vital records per year (amendments, court orders, Voluntary Paternity Actions,
name changes, etc). The State vital records archive currently houses over twenty
million documents.

Nationally, there has been an increased recognition of the importance of vital records.
This is true especially for birth certificates which can be used in obtaining other forms of
identification such as a Social Security card or passport, and play a role in the growing
problems of identity fraud and theft. The federal Real ID Act and Intelligence Reform
Act strengthen policies and procedures surrounding the issuance of birth certificates
and both Acts have significant vital records implications.

Although local demand and national emphasis on vital records has increased, the
State’s system had not been modified to respond to those changes. Over the years,
evolution in the areas of technology, legislation, and business practices had resulted in
the State’s reliance on a cumbersome and inefficient mix of hard copy, PC/LAN, and
mainframe based systems for the storage and management of the State’s vital event
data. Major issues with the State’s current mix of systems include the following:

* Hardware and software platforms which are no longer supportable.

* Inability to produce reports, especially real-time or aggregate reports (e.g.
information on critical events for the development of disease and injury
prevention programs) or reports that cross systems or vital records events (e.g.
Birth/Death Certificate matching).

* Inefficient processes, including redundant data entry.

= Logistics and risks associated with physical storage of vital event documents.

= Disaster recovery issues associated with multiple, disparate systems and
physical documents.

The project team began testing the new vital records system in December 2009 and is
on schedule. In addition to those items cited above, the scope of work also includes the
following:

= Improve public services by streamlining processes and improving the quality and
timeliness of vital records functions.
* Increase identity fraud and identity theft prevention capabilities by:
o Compliance with the federal Intelligence Reform and the Real ID Acts.
o Compliance with National Center for Health Statistics (NCHS) Birth and Death
Certificate and Fetal Death Report standards.

5



o Implement vital records management best practices of the National
Association for Public Health Statistics and Information Systems (NAPHSIS).
o Implement the Verification of Vital Events system (EVVE), a nation-wide
system that will enable federal and state agency staff to verify a paper birth
certificate against the appropriate state vital records database.
» Convert data from physical documents and existing information systems to a
standard electronic format.

The project is currently within budget.

DHS Enterprise Scheduling Project

DHS is developing an Enterprise Scheduling System for use by the Department’s seven
24/7 facilities (two mental health institutes, two secure treatment centers, and three
centers for people with developmental disabilities). .

At this time, the facilities do not use an automated system for scheduling direct care
staff work hours to ensure adequate staffing in each unit for each shift. A majority of the
work is done manually using a combination of Microsoft Excel, Word and paper copies
which is very inefficient, cumbersome, redundant, outdated and requires excessive
state resources to manage.

Upon implementation, over 4,000 staff will be using the new scheduling system to view
their schedules, including an estimated 320 schedulers, timekeepers and supervisors
who would be able to create and revise schedules, approve employee time and leave,
and generate reports.

DHS intends to procure and implement an off-the-shelf Enterprise Scheduling system to
meet the Department’s staff scheduling business. System requirements include the
ability to do the following: '

Generate a master schedule (accommodate multiple types of scheduled shifts).
Print rosters and produce reports.

Allow staff to view schedules and overtime opportunities.

Record absenteeism regardiess of leave type used.

Track history of scheduling changes.

Allow each facility to apply Department-wide and union local agreement rules.
Provide system alerts for scheduling rule noncompliance (e.g., overbooking
personal leave, overtime eligibility).

Interface with timekeeping devices.

¢ Interface with future Enterprise Resource Planning Systems.

DHS anticipates implementation by the summer of 2010.



PTA Web Timekeeping Project

DHS is transitioning to PTA Web, the State Enterprise Timekeeping System, as a
replacement for the DHS Automated Payroll System (APS). PTA Web could also
potentially replace other DHS time reporting applications. The current DHS time
attendance and activity reporting systems are cumbersome, redundant, outdated, labor
intensive and inefficient.

PTA Web is a web-based time and leave entry system used by over 40 state agencies
and managed by DOA. PTA Web features include providing customers timekeeping
history, electronic approval, electronic corrections, and email reminders.

The project team will review each of the DHS timekeeping systems (i.e., APS, Time and
Task, Timesheet Professional, DOHAAS, etc.) and evaluate whether PTA Web can
provide the same functions/features thereby allowing the elimination of multiple
timekeeping systems.

DHS began implementation of PTA Web Time and Attendance functions in April 2009.
Five of the seven DHS Divisions are now using PTA Web. DHS anticipates that PTA
Web will be implemented for the two remaining Divisions by June 2010.

Planning is underway to test and implement PTA Web functions to replace several DHS
legacy time and activity systems. DHS anticipates the possible elimination of the DHS
Time and Task interfaces and DHS Timesheet Professional application interfaces by
late 2010.



