Standard Operating Procedure for Claims Management by the Social Service Agency within the State Health Care Programs

Purpose
This documents describes the standard procedures of administratively efficient and effective claims management process within the State Healthcare Programs
Scope
The procedure cover the phases and activities that need to take place at claims management process of State Healthcare Programs

Definition of terms
CEO: Chief Executive Officer – Director of SSA
Monitoring unit officer – An authorized person of the SSA Monitoring Unit, ensuring provision of on-site monitoring of claims at a provider level. 
Claims management unit officer - An authorized person of the SSA Claims Management unit ensuring reviewing and handling process of claims documentation submitted by providers within the scope of the program. 
Provider–The medical institution that satisfies the requirements set forth in the legislation for concrete medical activity and the additional conditions set forth in the regulatory legislative norms of the program, expresses the willingness to involve in the program and agrees with the terms of the program(s).

General Responsibilities:
Chief Executive Officer (CEO): CEO is responsible for final authorization/approval of funds transfer to the providers by the Finance Department according to appropriate documents prepared by the Claims management unit
Head of Provider Relations Department: is responsible for authorization of relevant documents on financing program cases/claims.
Claims Management Unit BO officer: is responsible for (1) reviewing the providers’ applications on planned services (2) making decision on elective case financing and preparing the warranty letter according to program conditions, (3) handling of claims documentation (fulfilled work) submitted by providers, (4) defining how the reported documentation/information meet the program requirements/conditions, (5) making decision on claim financing and signing the acceptance act between the provider and implementer on the cases which will be reimbursed according to the decision of the Claims Management Unit officer, (6) preparing relevant documents for submission to CEO for transferring funds to a provider. 
Claims management unit HQ officer is responsible for development and prepare/renewal guidelines for claims management procedures (including providing input to develop claims management IT system), organizing workshops to share with Claims management unit BOs the guidelines and discuss about improving/optimizing claims management process, supervising claims management process at BO level. 
Monitoring Unit BO officer: is responsible for determining compliance of the electronic information about submitted cases/claims by providers with the medical documentation, medical records, other information and data retrieved in clinic and decision-making on claim financing based on mentioned data.
Monitoring unit HQ officer: is responsible for development the on site monitoring methodology and procedures, organizing workshops to share with Monitoring unit BOs the elaborated methodology and discuss about improving/optimizing on site monitoring process and handling of complex cases, supervising on site monitoring on BO level (incl planning BO level workload);
State Programs Financial administration Unit (Finance Department) officer:  is responsible for transferring the funds to providers according to appropriate document prepared in Claims Management unit and approved by CEO. 

Description of Action
(1) Patients apply to a health care provider due to health problems;
(2) Claims management for planned clinical care – preparation an issuing warranty letter
(2.1) Application for case approval: 
If the patient meets the criteria set for the program beneficiaries (according to Governmental Decree N36 21.02.2013, N593 28.12.2018)), the program / sub-program provider is submitting the necessary data (for preparation of warranty letter/materialized voucher) in electronic Healthcare system/portal (planned service warranty letter module) about planned service case;
2.2 Claims management unit BO officer is responsible for the following activities: 
2.2.1 Review and handle medical and financial information on planned services (elective surgery, nonsurgical treatment/investigations of oncological patients) submitted by providers, making decision on financing of the case and prepare the warranty letter according to the terms of the programs taking into consideration the medical indications, type of intervention, waiting period (for planned surgery up to 2 months, for delayed interventions for urgent cases – up to 5 days), 
2.2.2 Inform the beneficiary with a short text message about the decision on financing the planned service;
2.2.3 Inform the provider on the financing of the planned service through the relevant procedures in the electronic form submitted by them;


(2.3) Issuing warranty letter for anti-cancer medicines

2.3.1 In the transient period (till SSA new structure will be formed), Claims management unit BO officer (Service center) issues to the beneficiary the warranty letter/materialized voucher on financing the oncological medicines;
2.3.2 According to warranty letter the pharmacy issues medications

2.4 Provider’s responsibility:
2.4.1 Contact the beneficiary to plan the date of medical intervention/needed service delivery;
2.4.2 Provide planned service based on warranty letter by planned date 
2.4.3 Submit the relevant data about provided service through a special electronic portal (case registration module).

(3) Claims management during urgent cases/emergencies 

3.1 Immediate hospitalization of the patient due to medical emergencies, without preliminary approval
3.2 The provider should submit the relevant data through a special electronic portal (case registration module) If the patient meets the criteria set for the program beneficiaries (according to Governmental Decree N36 21.02.2013, N593 28.12.2018).

(4) Monitoring
Monitoring unit BO officer’s responsibilities include:
4.1 obtain/print necessary information from case registration module (for each case individually), for provision on-site monitoring. Case selection process is based on existed risk assessment and objective selection criteria according to predetermined priorities. 
4.2 Conduct monitoring visit to providers to verify the information submitted on a specific case.  
· Monitor ensures identification of the beneficiary according to visual data by comparing it with photo in case registration module (if photo is available), ID and/or name, surname and birth date;
· If it’s not possible to identify beneficiary by above mentioned data, monitor ensures identification of the beneficiary with help of his/her legal representative (parent, caring, supporting person and etc.) identification according to visual data by comparing it with photo in case registration module (if photo is available), ID and/or name, surname and birth date;
· According to medical documentation/medical records monitor verifies:  
· Patient arrival form;
· Patient admission and discharge date/time;
· The case data transferred by provider through the electronic system - ICD-10, NCSP, compliance of critical/intensive care level with characteristics determined by program terms (after DRG implementation will be verified other necessary data too);
4.3 make decision on financing claim/case according to the results of on-site monitoring, based on assessment of compliance of electronic data with data obtained in the clinic 
4.1.1 Make appropriate recordings in the electronic system in cases of approved claims 
4.1.2 Prepare “Protocol on refusal of financing of program case(s)” for refused cases. The protocol should be certified by bilateral signature (provider side and Monitoring Unit BO Officer).
4.1.3 Submit justification about refused cases for considering of administrative grievance of service providers on service financing decision (Administrative grievance management process is specified in the State programs administration rule proved by SSA director order);



(5) Handling of fulfilled work (reporting)
5.1 Provider submits relevant reporting documentation of the program claims (fulfilled work) according to program terms;
5.2 Claims management unit BO officer ensures handling/inspection of reporting documentation according to the terms of programs (in scope of period defined by program) defining how the submitted documentation/information meet the requirements of program conditions, comparing reporting documentation with case data transferred by provider through the electronic system - ICD-10, NCSP, also compliance of critical/intensive care level with characteristics determined by program terms (after DRG implementation will be verified other necessary data too); 
5.3 Claims management unit BO officer makes decision on financing claim/case according to the results of reporting documentation inspection, based on assessment of the State Healthcare programs terms;
5.3.1 Prepares official document - decision on financing refusal on cases which will not be reimbursed specifying legislation and submit it to Head of Provider Relations Department for authorization;
5.3.2 Submit justification about refused cases for considering of administrative grievance of service providers on service financing decision (Administrative grievance management process is specified in the State programs administration rule proved by SSA director order);
5.3.3 Prepares official document - decision on financing suspension on cases which will be transferred to State Regulation Agency for Medical Activities for further revision specifying legislation and submit it to Head of Provider Relations Department for authorization;
5.3.4 Submit justification about suspended cases for considering of administrative grievance of service providers on service financing decision (Administrative grievance management process is specified in the State programs administration rule proved by SSA director order);
5.3.5 Reclassification of cases/claims according to decision of administrative considering.
5.3.6 Signs the acceptance act between the provider and implementer on the cases which will be reimbursed (approved cases)
5.3.7 Prepares the relevant documents to submit them to CEO for transferring funds to provider. 
5.4 Head of Provider Relations Department authorizes:
5.4.1 The Decision on Financing Refusal;
5.4.2 The relevant documents on financings program cases/claims
5.5 Chief Executive Officer approves the transfer of funds to providers in accordance with the appropriate documentation:
5.5.1 Document prepared by Claims Management Unit BO officer and authorized by head of Provider Relations Department;
5.5.2 Document prepared according to Court hearing decision on grievance of providers (on service financing decision) by State Programs Financial Administration Unit (Finance Department) officer in coordination with Legal Department.
5.6 State Programs Financial Administration Unit (Finance Department) officer ensures transferring of funds to the providers in accordance with the relevant documentation.


6 | Page



Microsoft_Visio_Drawing.vsdx
-
Doctor visit
(1)
Application for case approval
(2.1)
Planned Medical
Service
Needs
Approval
(2.2.1)
Issuing Oncomedicines by Pharmacy (2.3.2)
Hospitalisation
(2.4.2); (3.1)
Emergency/urgent medical service needs
Opening the Medical Case
(2.4.3); (3.2)
Monitoring cases (risk assessment based)
(4.1); (4.2)
Pacient
Provider
Monitoring
Claims Management
Data control
(2.2)
SMS to Patient (2.2.2)
Notification to Provider (2.2.3)
+
-
Refusal (2.2.1)
Contact to patient to agree appointment
(2.4.1)
Submitting the claim (5.1)
Claim Verification (5.2); (5.3)
Approval 
(5.3.5); (5.3.6); (5.3.7)
Refusal (5.3.1); (5.3.2); (5.3.3);
(5.3.4; (5.4.1)
Reimbursement of the claim
(5.4.2); (5.5); (5.6)
Refusal (4.3.2); (4.3.3)
-
+
Approval (4.3.1)
Administration of SSA
+
Issuing guarantee letter for Onco Medicines (in the serivice centers) (2.3.1)
SMS to Patient (2.2.2)
Notification to Provider (2.2.3)
For transient period



image1.emf
-

Doctor visit

(1)

Application for 

case approval

(2.1)

Planned Medical

Service

Needs

Approval

(2.2.1)

Issuing Oncomedicines 

by Pharmacy (2.3.2)

Hospitalisation

(2.4.2); (3.1)

Opening the Medical Case

(2.4.3); (3.2)

Monitoring cases 

(risk assessment 

based)

(4.1); (4.2)

Pacient Provider

Monitoring 

Claims Management

Data control

(2.2)

SMS to Patient (2.2.2)

Notification to 

Provider (2.2.3)

+

-

Refusal 

(2.2.1)

Contact to patient to agree 

appointment

(2.4.1)

Submitting the claim (5.1)

Claim Verification 

(5.2); (5.3) 

Approval 

(5.3.5); (5.3.6); 

(5.3.7)

Refusal (5.3.1); 

(5.3.2); (5.3.3);

(5.3.4; (5.4.1)

Reimbursement of 

the claim

(5.4.2); (5.5); (5.6)

Refusal (4.3.2); 

(4.3.3)

-

+

Approval (4.3.1)

Administration of 

SSA

+

Issuing guarantee letter 

for Onco Medicines (in 

the serivice centers) 

(2.3.1)

SMS to Patient 

(2.2.2)

Notification to 

Provider (2.2.3)

For transient period


