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1 Executive Summary

The Mississippi Division of Medicaid (DOM) submits this update to the State Medicaid Health
Information Technology Plan (SMHP), in accordance with implementation activities authorized by the
American Recovery and Reinvestment Act of 2009 (ARRA) (Pub-3). This SMHRpdate provides a
description of the strategic planning process that DOM has undertaken, and continues to undertake to
participate in the provider incentive program; the business and operational plan for payment of the
incentives; and an I Roadmap presenting the direction that DOM plans to take to achieve the HIT
vision described in this document.

In 2017, DOM completed mew Environmental Scan of the State of Mississippi to evaluate provider
adoption of CEHRT and HIT/HIE. Data froenitiitial 2010 scan and theecent 2017 scarprovide a
comprehensiveunderstandingof the HIT landscape within the State of Mississippi. dimeent HIT
landscapeis discussed in 8ton 3¢ Current HIT Landscape Assessmetitk S -L&aléa 9 Yy GAMNR Y Y Sy (i
results of the2017 Environmental Scaserve as @t A yS Ay i K $r révisighR tothe MBI Y LI
Environment, TeBe Landscape, and the HIT Roadméthis IAPDU.

With a thorough understanding of the currenEHR and HIT/HIBndscapeb5 h a @lannng effort for
GKA& dzLIRFGS F20dz;aSR 2y (i Kitve y@eksawitt? gmphask obthean@dio | L ¢ F 3
years (2018 and 2019). DOM has specific goals tpgrade and transform the existiniyledicaid
Management Information System (MMMBith strategically implemented modular components oviee

next severalyears as a part of a neilodularizedMedicaid Enterprise SysterMMES). As part of the
overall DOMHIT program, including interoperability with the new MB&M willutilize clinical data to
improve care coordination and the quality of care of Medicaid beneficiaries in the State of Mississippi
via four goals1) Achieve greater interoperability witMedicaidprovidersand provider clinical systems
(EHRSs, other clinical systems) to aggregatipierbased Medicaictlinical dataand store/utilize this

data in the existing DOM Clinical Data Reposjto2y. Utilize the aggregatedroviderbasedMedicaid
clinical datain the DOM Clinical Data Repositdoy Agency goals and prograriteluding clinical data
analytics and clinical data population heal®) Offer tools and interfaces to providers that providers

may access and utilize the aggregated clinical data in the DOM Clinical Data Repiositadijngsuch

tools asa Medicaidclinical dataprovider portaland reaktime, bidirectional clinical datanterfaces to
supportthe sharing and updating d¥ledicaid clinical data interoperability with provider EHRsand
provider EHR workflowsand4) promote adoption of CEHRT foOM providers with the goal ofising
CEHRT and HIT/HI& promote coordinated health care foDOM beneficiaries better health care
outcomes and improvements in care quality The effort to promote electronic exchange aihical

data, will be enhanced by thiamprovement of access to broadband technology for the citizens of
alAdaaAiraaillliA o 5A40dzaadaA2y 2F 5haQa TFdzidiNBE QGAaAz2y 2
¢ ToBe Landscape.

As one of the key elements to this SMHP, DOM underwent a w@mpsive technical, business and
operational planning endeavor to be ready to pay Mississippi Medieaidider Incentive Payments
(MPIPas quickly as possible. This commitment resulted in Mississippi being one of the first states in the
nation to makencentive payments to its providers. DOM has implemented rigorous administration and
oversight of the MPIP, including A/lI/U post payment audits, emdtinues to promote the adoption of
CEHRT for its providersAs part of its promotion efforts, DOM implenmted a communication plan to
inform providers of the availability of the incentives and will continue to conduct provider outreach and
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education. The discussion of the MPIP and its processes is found in this document in Section 5
Provider Incentive Pragm Blueprint.

''AAY3 5haQa ai NI i SBE&andséape REOW MefirRthedVississipBHIT¢RBadmap for
achievement of its future vision. The HIT Roadmap articulates the major milestones and activities that

DOM will achieve as it moves frons iturrent environment (Aks) to its future vision (F8€).Discussion

2F 5haQa I L¢ w2FRYFLI Aa FzHYRoadngp. 1 KAa R20dzYSyid Ay

In addition to the submission @nupdated SMHRast year DOM submittedan updated APDto CMS in
November 2016 (with a revised submssionin February2017), requesting implementation fundinfpr
federal fiscal year(FFY2017 and 20B. Theupdated SMHP andh\PD were eachapprovedFebruary22,
2017. As requested by CMS, a 2017 SMHP Addendum was submmttéebruary 2017 regarding the
20152017 Modifications Rule.

DOM is pleased to submit this updated SMteed November 3, 2017, as documentation of its
continued activities to comprehensively plan and implement the future vision of DOM as a partner to its
providers and stakeholders in the adoption of CEHRT and the promotion oArilhdated IAPWill be
submitted in conjunctiorwith this SMHP update to requeptoposedimplementation funding through
FFY2019.
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2 Introduction and Overview

DOM submits an updated SMHP anytd provide CMS with a summary of the activities that DOM has
completed and expects to undertake in theure to successfully implement its HIT promotion program.

For ease of use, an acronym table is attached hereto as Appendix A and a glossary of terms is attached
hereto as Appendix BANd, to facilitate CMS reviewaltles arenow provided in AppendiM that cross
reference sections of the SMHP to t681S Guidelines of April 27, 2010.

In order to submitthis FFY2018 SMHP updateDOM has completed a rigorous planning process
designed to consider and incorporate all of the requirements for implementatfoits HIT promotion
program. These requirements include payment of the incentives for A/I/U and MU of CEHRT for
Mississippi Medicaid providers.

¢tKS NB&adzZ G& 2F 5haQa YSGAOdZ 2dza LI I yyAy3d LINRPOS&a

of the elements required by CMS. This document includes a description of the following elements
required by CMS:

9 The current and future vision for the MMIS;

1 Areassessment of the current HIT environment in the State of Mississippi through a
2017EnvironmentalScan;

T ¢KS {GFGS 27F aBedaadscape AtakibiitaQatcountLperspécives
learnedfrom the 2017 Environmental Scan

¢CKS {dF3GS 2F araaraairlllliAQa I L¢e w2FRYFLI FYyR
A description of how the SMHP was designed and developed;

1 The MPIP paymergystem and how the MMIS has been considered in developing
the HIT Roadmap;

Infrastructure enhancements that will support the overall goals of DOM;
Data sharing components of the HIT Roadmap;

Promotion of secure data exchange in accordance with the Heakhrdnce
Portability and Accountability Act (HIPAA);

1 A description of how DOM will promote the adoption and use of data technical
standards;

1 The process for improvements in health outcomes, clinical quality, or efficiency
resulting from the adoption of GERT by DOM Medicaid providers, including the
methods by which DOM will measure success;

i The method by which DOM will support the integration of clinical and
administrative data;

1 The method by which DOM will adopt national data standards for health and data
exchange and open standards for technical solutions as they become available;

A list of specific actions completed to implement the MPIP; and
A Blueprint of the MPIP.

Page7
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Section 5¢ Provider Incentive Program Blueprint, of this SMHP updeails the follaving processes
used by DOM for oversight amdiministration of the MPIP, as required by CMS:

1 The oversight of the MPIP that is conducted to ensure that providers meet all
program requirements are met, including:

o0 Compliance based upon their participatiosay;

Enrollment eligibility criteria;

Patient volume requirements;

EH incentive payment calculations remain consistent with CMS rules;

A/l/U and MU requirements are met prior to payment;

O O O O o

Monitoring and validation information; and
0 A process for combatinfgaud and abuse;

9 Assurance that no amounts higher than 100 percent of Federal Financial
Participation (FFP) will be claimed by DOM for reimbursement of expenditures for
payments to providers;

9 Assurance that no amounts higher than 90 percent FFP will baatdaby DOM for
administrative expenses in administering the MPIP;

9 Assurance that payments made to the approved providers are paid directly (or to an
employer of facility to which the provider has assigned payments) without any
reduction or rebate, and thaincentive payment reassignments to an entity
promoting the adoption of CEHRT as validated by DOM are voluntary for the
provider involved:;

Assurance that providers receive only one incentive payment per program yeatr;

The Mississippi State Leveldrary (MS SLR) attestation process, including specific
identifiers used by DOM to coordinate with CMS on incentive payments;

9 Assurance that only appropriate funding sources are used to make MPIP payments,
including the methodology for verification;

1 Assurance thaMPIP payments are made for no more than a total of six years;

9 Assurance that no provider begins receiving paymaiftesr Program Yea20l16and
incentive payments cease aftBrogram Yea?2021,

1 Assurance that an EH does not receive payments after fjgezal 2016 unless the
hospital has received an incentive payment in the prior fiscal year;

Executing timely and accurate payment of incentives;
Recoupment/adjustment of incentive payments incorrectly disbursed; and

The MPIP appeals process.
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As DOM contines to refine this plan and provide updates to CMS, DOM will conduct operational and
business planning to provide the following information:

1 A description of the process to capture clinical quality data from each provider and a
description of the methodologin place to verify this information; and

1 The method by which DOM intends to address the needs of underserved and
vulnerable populations, including information related to children, individuals with
chronic conditions, Title M foster care children, indduals in long term care
settings, and the aged, blind, and disabled.

In addition to developing element®r the SMHP update, DOM has also bemordinatingwith the
statewide HIE to promote the use of CEHRT to providers throughout the State of lissasswell as
educate providers on the MPIP.

Based upon recommendatiorisom a previously concluded CMS site visit, DOM will consider renaming
the Mississippi Statéevel Registryo the MississippEHRAttestation Systenin future years DOM

plans tokeep CMS informed of anticipated changes to activities, scope, or objectives. DOM will provide
annual updates and aseeded updates to CMS as its plan evolves overgh®ining progranyears.
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3 Current HIT Landscape Assessmentz4 EA -00® %1 OEOI 11 A1 O

In the fall of 2010 DOM completed the first Environmental Scan of the State of Mississippi to ascertain
the level of readiness of its providers. DOM also considered its currentstating partners and
evaluated the level of readiness to expand its cotr@ata sharing capacity.

As requested by CMS, DQidmpleted anew StatewideEnvironmental Scan in 2017The objective of
the 2017Environmental Scawas to assess the current status of the EHR prograrwell as HIT and HIE
adoption within the Statethen use that information to develop plans for the completion of the EHR
program through its remaining years. The results of toeenpleted 2017 Scanhave beenused to
significantly update several sections ofsttsMHRJ andits relatedlAP.

3.1 The 2017 Statewide Environmental S can

tKAa aSOGA2y RSaONROSa GKS Hamt 9YBANBYYSYGl €
providers and the level of EHR adoption and Medicaid incentive payments. The subsections
provide the assessment documents, the tools disthe analysis applied, and the outcomes of

the 2017 Environmental Scan, and a historical context of any relevant HIT/HIE issues. These
sections serve as a source of data for the development of thBelbandscape and completion

of the HIT Roadmap andg¢HAPD.

DOM has conducted several comprehensive assessments of the current and planned levels of
HIT adoption by Medicaid providers. These assessments began in June 2010, and include
assessments up to September, 20428 well as the full, statewide 20Enhvironmental ScanFor

the purposes of this document, HIT refershtealth information technology (IT) that a provider
might use, including practice management, health management records, HEldBRsratory
Information Systems (LIS), ePrescribing Systetestronic billing and other clinical systems

The mechanisms utilized to collect this data included interviews, surveys, and focus groups. The
entities interviewed or surveyeihcluded all types and sizes of providers in a cross section of
urban and rual settings, as well as providers in Federally Qualified Health Centers (FQHCs),
Rural Health Clinics (RHCAYencies such as the State Department of Public Health and the
United States Veterans Administration (VAjd Tribal settings. Data includes ifiormation
gathered specifically for the SMHP, as well as information gathered for the Statewide HIE
Strategic and Operational Plan (SOP), and other HIT related initiafigeseflected in the
information contained in Appendix H, DOM concludes that thentigee programhas beena

strong motivational factor for the adoption of CEHRT.

3.1.1 Background and Methodology for the 2017 Environmental
Scan

The 2017 Environmental Scan was conducted in four phases that included planning, data
collection, data analysis andeporting results. The planning process culminated in an
Environmental Scan methodology that included data collected from a web survey, targeted
interviews, and a focus group.

Pagel0
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The web survey results were limited to a qualitative analysis due to a loveer dhticipated
response rate. The data collected indicates that, as expected, HIT/HIE has expanded
significantly in Mississippi since the previous Environmental Scan of 2010.

The targeted interviews were conducted-person and telephonically, and incled provider

types across Mississippi. Specifically, interviews were conducted@itl,the Mississippi State
Department of Health (MSDH), the Mississippi Health Information NetworkHME{ the
Department of Veterans Affairs (VA), hospitals, physicipredfessional healthcare associations
such as the Mississippi Hospital Associateord community health centers. The results of the
interviews reflected the various sentiments and experiences of each different stakeholder, but
all were asked a specific set of questions and common themes and key information emerged
from the participants.

A focus group was held to supplement the information from the targeted interviews. Discussion
facilitated during the focus group related to strategic plans for EHR, technology status, HIE
membership status and familiarity with tigOMProvider Access ptal.

3.1.2 2017 Environmental Scan: Provider Web Survey

A webbased survey was determined to be the most efficient means of reaching the broadest
audience possible. Therefore, although there was no guarantee of widespread participation, the
web survey providd an appropriate start to the data collection effort. The survey was used to
collect quantitative and qualitative data about adoption and use of electronic health
information technology and the level of clinical data exchange throughout the state.

The fdlowing activities were completed to inform and develop the web survey approach:

1 Analysis of past efforts and lessons learned
9 Identification of the key questions and learning objectives for the web survey
1 Identification of survey audience and outreach madis

Past survey efforts were leveraged to develop a starting point with the intention of focusing on
0KS ySg AYyF2NXIGA2Yy G2 06S 2060FAYySR NB3IFNRAY3
data exchanges. A comprehensive list of providers throughout tiite $rom varying locations

and specialties was developed for survey distribution. The survey was ultimately distributed to
over 1,650 providers using an official DOMail address.

After development of a comprehensive set of survey questions and respselgctions, the
survey was distributed to the target audience. As these types of surveys have historically
received lower response rates, the survey was also posted on the DOM EHR Incentive Program
website to promote the existence and importance of thervey to the provider community.

Over the course of the fiveveek survey, each provider received at least two follggve-mails

to drive additional responses. A final reminder was sent out one day before the survey closed to
generate a lastinute push fo increased responses. Understanding that the survey required
10-15 minutes for completion, the-&eek period wagrovided to allow for a reasonable and
flexible window of time for survey completion.
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The web survey gathered information from stakeholdersd consumers in the Mississippi
healthcare industry along strategic, operational and technical lines. The main areas of focus for
technical and operational data gathered in the web survey included:

Organization background

HIT/EHR adoption

Meaningful Use/Midicaid EHR Incentive Program

Envision Web Portal knowledge and participation

Provider Access portal knowledge and participation

Electronic clinical data exchange

Mississippi Health Information Network (M8N) knowledge and participation
Clinical data extange trading partners

=4 =4 = =4 = -4 -8 =9

The targeted audience for the web survey included a mix of stakeholders from the following
types of organizations:

Community Health Centers and Rural Health Clinics

Hospital Association(s)

Hospitals

Longterm care providers

Independent Laboratories / Reference Laboratories
Independent Radiology Providers

Pharmacies

Physicians and Physician PracticesOther healthcare providers

= =4 =4 =4 -4 -4 -8 =9

3.1.3 2017 Environmental Scan: Web Survey Results

The results of the web survey were limited due to a low respaiage of 69 respondents.
However, the results revealed important findings and trends that indicate a significant
expansion of electronic data exchange and technology in health care since the 2010
Environmental Scan.

The data collected from the survey wparsed and analyzed to determine key findings and
trends in HIT/EHR adoption and clinical data exchange throughout the state. A statistical and
gualitative analysis of the data received from responses was used to complement the focus
group and targeted irdrview findings. The following pages highlight the key findings from the
web survey in graphical and narrative form by topic.

Organizational Background

Over 60% of respondents represented primary care and family doctor practices, while 10% were
dental, 7% behavioral health, and the remaining 23% were a mix of ophthalmology, pharmacy,
radiology, and other organizations. The insurance utilization by patients included 36%
Medicaid/CHIP, 23% Medicard)9d private insurance, and 11% cash or uninsured.
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Respondents by Classification
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Hgure 1: WebSurvey ResultsRespondents by Classification

Level of HIT/EHR Adoption

EHR adoption tops the list of HIT with a usage rate of 94% among survey respondents, followed
by adoption of electronic prescribing at 86%doption of practice management software at
75%, andadoption ofclinical quality measure tools at 62%. Of those who have adopted an EHR,
56% plan to upgrade their system within the next 6 months.

Reported Usage of HIT
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Figure2: WebSurvey ResultsReported Usage of HIT

Respondents indicated that the main reasons preventing the usage of additional EHR
functionalities includesuch functionality would slowvelinical staff down (39%), high costs of
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additional features (34%), lack of EHR feature knowl€8&6), and staffing and documentation
issues (29%). Meanwhile, 26% indicated they have no concerns and use all their EHR features.

Reasons Preventing use of more EHR
Functionalities

NothingL dz&a8 tf Ye 9> v t AGASac
These features are only available as add-o_
at an additional price.

been trained or know they exist).
I need more staff to help with

- ]
documentation.
It slows clinical staff down, and we canno_
add more to their workflow.
0% 5% 10%15%20%25%30%35%40%45%

Figure3: WebSurvey ResultsReasons Preventing use of more EHR Functionalities

The web survey also found that telemedicine is used by or planned to be used by 27% of
providers primarily for purposes of consultation with other physicians or hospitals, providing
care, or viewing patient information at home.

Meaningful Use / EHR Incentive Ryam Participation

53% of respondents indicated that there are no barriers to participating in the EHR Incentive
Program, while 36% found MU requirements to be confusing or burdensome. Only 3% of
respondents were not familiar with the EHR Incentive PnograOf those survey participants

that are participating in the EHR Incentive Program, 95% have achieved Modified Stage 2.
According to information from the EHR incentive program, all participants from-201% have
reached Modified Sige 2 status. Theris no longer a Stage 1/Stage 2 classification.
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Challenges to Participating in the Medicaid EHR
Incentive Program

Do not meet Medicaid patient volume-
requirements

MU requirements are confusing and/or_

burdensome

Not familiar with Medicaid EHR incentivi
program

No barriers |

0% 10% 20% 30% 40% 50% 60%

Figured: Web Survey ResulitsChallenges to Participating in the MedicaiEHRNncentive

Program

Envision Web Portal
¢tKS 9y@AaArzy $So0 LRNIFIEX aiaaiaairllliiQa

aal/{ L.

respondents, and of those, 52% use the portal frequently, 33% use the portal sometimes, while
only 15% rarely use the portal. The survey found that the most beakfnvision features,
ranked highest to lowest, are to (1) check beneficiary eligibility, (2) review claim status, and (3)

review patient claim information.

Frequency of Envision Portal Use

15%

52%

33%

= Rarely (0-35%) = Sometimes (35-70%) = Frequently (70-100%)

Figure5: WebSurvey ResultsFrequency of Envision Portal Use
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Provider Access Web Portal

The Medicaid provider clinical web portal, called Provider Access, allows providers to view
Medicaid patient data online and was known by 47% of survey respondents. Of those familiar
with Provider Access, 30% indicated they tiseportal as part of their daily workflow.

Clinical Data Exchange
The most common method of clinical data exchange for survey respondents is via fax at 76%,

followed by Direct Secure Messaging at 29%, and EHR systems are used by 22% of respondents
for the exchanging of clinical data.

Methods of Clinical Data Exchange

Fax [—
Direct Secure Messagindiillllg
Health Information Exchangelillllil
Electronic Health Record [ EGN
Not applicable [IIEE
Other I

0% 10% 20% 30% 40% 50% 60% 70% 80% 90%
Figure6: WebSurvey Results Methods of Clinical Data Exchange

Thefollowingfigure highlights provider usage of various electronic data exchange services (blue)

as well as the services that providers would like to use in the future (orange). The top services in
use today include order and lab results delivery, patient portallipinealth data submission

and direct messaging. Services with the highest percentage of provider interest in the future

include active care coordination, MU analysis and reporting, historical lists, and discharge
summaries.
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Electronic Data Exchange Services

{dzo YA G AYTF2NNI (i Aeleysimdepmezont A O | S f (KX
Referral/Consultation Delivery/Requesi—

Quality/Safety Analysis and Reporting
Direct Messaging m—
Patient Portal meeee——

Order/lab Results De|ive /s

MU Analysis and Reportingu——
Longitudinal Medical Recordsms

Historical Lists (medications, allergies, etChm - —————
Discharge Summarie S ——
Alerts m———
Active Care Coordinationms—

0% 5% 10% 15% 20% 25% 30% 35%

m Use this service m Would like and would use this service
Figure7: WebSurvey ResultsElectronic Data Exchange Services

The survey found that the most prevalent challenges faced by providers exchanging clinical data
St SOGNRBYAOItfe INB GKFG NBFSNNIE LI NIGYSNEQ
costs are too high (29%), and organizational concerns with shaaiag(16%0).

Electronic Exchange of Clinical Data Challeneges

Organizational concerns about sharin
clinical data

Software costs are prohibitive

Referral partners and services partners
cannot support electronic exchange o
clinical data

EHR cannot support the exchange of clini(-
data electronically

0% 5% 10%15%20%25%30%35%40%45%
Figure8: WebSurvey ResultsElectronic Exchange of Clinical Data Challenges

MississippiHIE MississippiHealth Information Network (MSHIN)

HIE participation among respondents was 38%, or 24 providers. e024h12 respondents
indicated membership with M8IN. Of the 12 who were members of M8\, six indicated
they use the lookup service less than monthly, while only two respondents use it daily. The MS
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HIN services most commonly used by respondents digclthe Mississippi Immunization
Registry, Direct Secure Messaging, C&II@, Community Health Record, and ADTSs.

Data Types Contributed to MEN

80%
70%

60%
50%
40%
30%
20%
10%

0%

Figure9: WebSurvey ResultsData Types Contributed to M8IN

Clinical Data Exchange Trading Partners

The survey found that the majority of Mississippi providers have clinical referrals in the central
region (66%), followed by the northeast as the next highest region (36%). When asked who
providers exchange or plan to exchange health information withpaedents indicated other
physicians (75%), hospitals (62%), pharmacies (62%), laboratoriesRmdfXcilities (58%), and
governing agencies (26%).
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Referral Partners for Clinical Data Exchange

Other —m
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Long Term Care Provider S
Ambulance/Transport Servicesm
Pharmacy Partners i
Radiology Service Partner S
Hospital and Specialty Referral Partne s
Laboratory Service Provider s

0% 10% 20% 30% 40% 50% 60% 70%

FigurelO: WebSurvey ResultsReferral Partners for Clinical Data Exchange

3.1.4 2017 Environmental Scan: Targeted Interviews

The use of targeted interviews was the second data collection activity of the 2017
Environmental Scan. The targeted interviews were held with specific stakeholders to discuss
positive and negative experiencesth EHR and HIT adoption and use, how the EHR incentive
program has impacted clinical practice, what barriers may exist to meaningful use, both to meet
statutory MU measures as well as having a generally positive impact on clinical decision making
and cae coordination. The interviews were planned to identify specific activities that the state
can do to foster greater HIT adoption and meaningful use.

To prepare for targeted interviews, the team focusedtan main items:

1 Analysis of the results of the weiased survey
1 Identification of key information brokers

The qualitative information from the Web Survey was used to prepare for interviews and
identify trends. These findings were paired with the findings from the previous Environmental
Scan to identify historical trends as well.

The second preparation stefor performing the targeted interviews was to identify key
information brokers within the targeted audience. Through a comprehensive stakeholder
analysis performed at the outset of the project, key stakeholders were identified who may offer
valuable insigt and interview questions were tailored specific to each stakeholder. Additional
outreach was then conducted to the identified stakeholders to fill in information gaps.

The intent of all targeted interviews was to use an approved interview guide to ersur

consistent approach to obtaining desired information, but also to facilitate a fruitful
conversation with the interviewees to gain additional useful information that will be used to
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updatethe SMHP. An interview guide was developed and tailored fayuenstakeholders and
was also personalized based on the background research conducted prior to all interviews.

The targeted interview process gathered information from various stakeholders along strategic,
operational, and technical subject matter. Tm&rmation gathering method provided the most
robust, candid and detailed data regarding HIT/HIE in Mississippi. Examples of the strategic and
operational information that were gathered and assessed include, but are not limited to:

Vision, mission and vads

Strategic plans for EHRs

Privacy and security plans / concerns
Oversight and enforcement concerns
Accountability and transparency

= =4 =4 =4 =4

Examples of technical information gathered and assessed include, but are not limited to:

HIT / HIE / EHR adoption plans

Utilization of DOM tools such as tleovider Access portal
HIE membership and utilization

HIT / HIE / EHR growth plans

Interoperability

=A =4 =4 =4 =9

A modular interview guide was developed and used for each interview. The use of a modular
guide allowed for quick adaptation to the specific interview audience. This guide was used to
make sure the team obtained responses for identified information gepsvever, the targeted
interviews were not a strict question and answer session, but instead an opportfority
interactive conversation that allowed more information to be unveiled that was not discovered
through other methods of information gathering.

The preliminary list of targeted audiences included:

Community Health Centers and Rural Health Clinics
MSDH

Health Plans and Payers

Hospitals

Longterm care providers

Physicians and Physician Practices

Trade Associations

MSHIN

Other healthcare providers

=4 =4 =4 =4 -8 -8 -8 -8 9

In total, 41 stakeholders were interviewed, representing 31 organizations. The largest
stakeholder group was hospitals and providers with 21 different organizations. The remaining
stakeholder group breakdown is as follows: 6 Trade Associations; 1 Health 2PI&tate
Agencies; 1 Health Information Exchange Organization.
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Figurell: Targeted Interview Hospital and Provider Locations

3.1.5 2017 Environmental Scan: Targeted Interview Results

The results of the targeted interviews reflected the varying sentiments and experiences each
stakeholder group had with HIT in Mississippi.

Ongoing analysis of results from interviews was performed to confirm desired information was
being discovered. Thanabled the team to ensure all key information was being gathered and
allowed for modification in tactics to ensure the Environmental Scan will meet its objectives.

Key findings include:

1 Majority of health care providers have implemented and are effetyiusing an EHR
1 Majority of electronic clinical data sharing is done through shared EHR vendors
1 Common obstacles for exchanging data electronically include:
0 Technical infrastructure challenges (systems do not talk to each other)
o Difficulties associated ith HIT adoption (ex. Training and education of end users;
interoperability tools not embedded within workflow)
0 Lack of timeliness of data exchange and accessing exchanged data
Participation in the Medicaid EHR Incentive Program is high
Multiple HIEs exisand membership in these multiple HIEs is high, although consistent use
of HIEs for electronic clinical data exchange is low
1 The most commonly used interoperability applications and/or HIEs include Care
Everywhere, CommonWell, Relay Health, andHJIS

=a =

Resliis of the targeted interviews were analyzed and interpreted by subject matter experts and
organized in a table by themes, examples, and common concerns heard from each stakeholder

group.
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3.1.6 2017 Environmental Scan: Focus Group

A focus group was used to qupment the targeted interviews and generate conversation
among stakeholders to share ideas and future strategic plans of HIT adoption. The focus group
further explorad the data gathered during the web survey and targeted interviewsch
concluded the dat gathering phase of the Environmental Scan.

The following activities were completed to inform and develop the focus group approach:

1 Analysis of past efforts and lessons learned
1 Identification of the key questions of tHenvironmental Scan
1 Identificationof target audience and outreach methods

The 2010Environmental Scamvas examinedto determine what new informationcould be
beneficial for the State and what informatiomwd be gained from the focus group. After the
previousEnvironmental Scawas analyzedgaps in informatiorwere identified and the web
surveyresults were consideredesulting inkey learning objectives and questions to guide the
focus group discussion.

The focus group methodologyascomprisedof five categories:

TargetedParticipants
Structure and Design
Recruitment and Preparation
Focus Group Session

Data Analysis

arwNPE

Outreach and communications were conducted to solicit participation once the target audience
was identified and the focus group questions were finalized. fbhewing methods and tools
were used for the focus group process:

1 Communication methods: email (initial, follewyp, and confirmation)

1 Documents: recruitment emails, focus group facilitator script, focus group ground rules,
consent form, and shoiform suvey

9 Locations: DOM office location

1 Focus group sessions: One

1 Data analysis: Transcription and recording

Target participants represented a cressction of the market, such as providers and health care
management leaders.

Six major topics were discussiedthe focus group based on the results and preliminary analysis

of the web survey and interview data. Op&ny RSR ljdzSadAz2ya GKFd o0S3aAyYy
YR GaoKéé 6SNBE dzaSR (G2 RN} ¢ RSGFIAESR O2yOdSNAI
types of questions in the focus group:

1. Engagement: introducing the topic and making participants comfortable with the topic
2. Exploration: asking questions that will producedepth discussions
3. Exit: asking for all other opinions or ideas that were not discussed
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The focus group was facilitated with a lead moderator and assistant moderator. The role of the
moderator was to facilitate conversation and ensure all participants felt comfortable
contributing honest viewpoints on each topic. The role of the assistandemator was to
manage the recorder and take notes.

Prior to the start of the focus group, participants were asked to review and sign a consent form
acknowleding that the discussion wuld be recorded andhat their identity would remain
anonymous in anyralysis or report. A facilitation script and ground rules were used to guide
the focus group. This promoted professionalism and standardization in the session.

The web surveyrimarily provided quantitative datayhile the targeted interviews provided a
significant and productive set of qualitative data. These two data gathering methods were the
basis for the2017 Environmental Scaklowever, the focus group was used to complement the
targeted interviews by exploring the relationship between stakeholders and clarifying themes
and concerns that were raised through analysis of the interview and web survey data.

3.1.7 2017 Environmental Scan : Focus Group Results

The data from the focus group in addition to the targeted interviews shed light on the perceived
benefits and concerns of electronic data exchange and electronic health records. The
stakeholders that participated in the focus groupeirviews were in favor of HIEs and EHRSs, but
also had important concerns and barriers. Workflow disruption, technical capabilities of
disparate systems, cost, and prioritization were frequently discussed regarding HIT. The scope of
HIE functionalities witim each health system varied but clear trends were presented especially
with smallerrural health systems versus larger urban health systems

3.1.8 2017 Environmenta | Scan: Comparison with 2010 Scan

The team reviewed Section@d / dZNNByYy G | L ¢ [ myREDHBEEE 95 PINRYY S
of5haQa Y2ad NBOSy (. Tha SMHP Ai BNBréh®ddtokitank & series of

findings from the2010 Environmental Scan. THellowing table lists the conclusions from the

2010 Environmental Scan (Section 3.1.1.3)daupdates the findings based on the 2017
Environmental Scaresults

Table3-1: 2010 versus 2017 Environmental Scan Results

Hospitals are becoming Mississippi paid hospital EHR incentive payments across a-Yieae
increasingly aware of the span. All hospitals that participated have received full payments.
benefits of EHRtechnology

and its positive impact on the

quality of care for their

patients.
The exchange of electronic Since 2010Mi ssi ssi ppi 6s hospitals
data betweetospitals and steadily moved to an integrated EHR modeloss their facilities
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their providers is necessary for| The providers who havan integrated network camw seamlessl

improvement of paent care
and controlling costs.

All hospitals recognize the
inevitability of moving to an
EMR/EHR system with the
capability of exchanging
clinical health care data
beyond the integried service
delivery network

exchange clinical data with theintegratedproviders. Information
from the targeted interviews confirms that hospitals are continuir
join and grow integrated networks to align hospitals and provi
across th care continuum. The interview information also indic:
that hospitals and providers are continuing to invest in improving
developing their integrated information systems to improve
performance metrics. Many indicated they were seeking popul
health improvement, and increasing their eviddvased practice ti
improve quality. Exchange of data across -networked providers
continues to expand, but continues to pose interopera
challenges. Many of the interviewees stated that they narable
to electronically exchange data with Roetworked providers. Man
indicated that fax is stilh mainmethod of data exchange. Examp
of the challenges cited include:

1) Different EHRs are not on the same platform or set of standa
Although, some hospitals and providers are indicating
commitment to sharing through participatiorHtEs such as
CommonWel] Carequality or MSHIN; the use of a statewide or
regional HIE isnot a common solution considered.

2) Organizations have direct messaging capabilities, howtheyr,
have encountered multiple issues of not being able to find a
providerés information and/

3) Physicians will often not use a portal tieoutside of their
clinical workflow and EHR workspace. Therefore, HIE portals
that require separate logins have limitade.

4) Organizations have cited many competing priorities in regard
advancing their health information technology. Clinical data
exchange efforts must be a priority in order for organization
effectively invest in the technical setup and provider training ¢
outreach.

All hospitals have moved to an EHR system to meet Meaningful

Hospitals recognize the inevitability of moving towards data anal;
and population health capabilities to meet MACRAI MIPS. To

have full capability for data analycand population health tool:
hospitalsrecognize the need for more interoperability across the <
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The success of participation in
exchanges relies on vendor
ability to achieve certification

The NwHIN (HealtheWay
CONNECT) and the State HIE

will provide the mechanisms to

facilitate the secure exchange
of patient data regardless of
the location of the patienand
his/her health records.

HIEs (e.g., the Mississippi
Coastal Health Information
Exchange (MSCHIE)),
RHIOs, and systenwide
record sharing will continue to
increase in parallel with a
statewide HIE effort. The
establishment of standards is

The 2010 finding was unclear whether it was applicable to tH&
vendor or the HIE vendor. Therefofer 2017, the response includ
a description of the current certification landscape and requirer
for both EHR and HIE vendors.

EHR vendors are required be certified by the ONC. Howeve
success of participation relies on cost, organizational priority,
user training and provider outreach in addition to having a cert
EHR vendor.

To participate in the Medicare and Medicaid EHR Incentive Prog
EHR software must follow established standards and other criter
structured data and be certified by CMS and ONC as a Cer
Electronic Health Record Technology (CEHRT). Today,
providers must be using a CEHRT to the 2014 Edition Final Rul
if available, the 2015 Edition Final Rule, or a combination of the !
Throughaut this Environmental ScarEHR certification was not .
major concern or barrier to exchange participation.

HIE vendors do not have a formal federal mandatory accreditati
certification requirement. However, there are currently mult
different organizations, some national and some state, that ¢
certain functions, including technology and securifyor example,
some of the certifications relate to secure messaging functions,
to querybased exchange. Minnesota, Pennsylvania, Vermont
Kansas have some mandatory requirements, and some are voll
such as Direct Trust and Healtheway. Howevbere is not one
comprehensive testing and certification service for HIE.

The NwHIN has transitioned from ONC to an independent initiat
the eHealth Exchange, supported by the Sequoia Project (for|
HealtheWay) in 2012. The Sequoia Project masathe eHealtt
Exchange and Cequality interoperability initives. Three
organizations that were interviewed are a member of the eH
Exchange. The majority of organizations rely on the interoperal
application of their EHR vendor to participate in electronic clin
data exchange. The most cited-diedional interoperability
platforms were Care Everywhere (Epic) and Relay He
(McKesson).

After Hurricane Katrina in 2008, five health systems (Singing R
Health System, Memorial of @port, Hancock Medical, Biloxi
Regional and Coastdfamily Health Center clinics) gotnered to
create the Mississippi CoastalBEd MSCHIE was the pilot projec
for an HIE in Mississippi. Subsequently, in 2009, HITECH pass
and thereafter, state legislation passed forming MBN and its
governance structure. MSCHIE expanded and became part -0
HIN. The current statewide HIB iMississippi is MEHIN. MS-HIN
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critical to interoperability and
alignmert with the existing

exchanges.

Providers have a strong
interest in improvingtheir

patientsé

gual

currently has 41 connected facilities. 19 more are beiAgoanded
with approximately 12 that will biéve in the summer of 2017. The
has been a 72% increase from 2015 in connected hospitaldIN¢
offers a communyt health record, ektronic referrals, Dect Secure
Messaging medication history, clinical esults delivery, MU
reporting, I-directional immunization gateway, -Hirectional
CCD/CCDA gateway, HISP services, orders and results serv
and event notiiation services.

MS-HIN remains a gateway for unaffiliated organizations and pa
in Mississippi to exchange clinical data electronically.
establishment of agreements on rules of engagement for inforn
sharing and how those rules can be changedmportant for
healthcare organizations to have trust in the platform and becor
active member. CommonWell has created a vendor neutral pla
with common standards and policies. €mrality, an initiative
managed by the Sequoia Projelshs develped similar standard
including a common frules of
a participant director to enable cross network exchahge.eHealth
Exchange functions asHIE and is based on federal standards v
which all members agree. Lbstthe Direct Projegtwhich was
launched in 2010 enables a secure, standabdsed way tc
electronically send health information and has been a consis
cited method of electronic data exchange among Missis
providers. Standardized data continues to be important to fac
aggregation for pagation health and data analytics in the future.
Since 2010 physician reimbursement has been updated to inc
incentives for quality of car First there was MU in 2010 foWed
by the Medicare Access and CHIP Reauthorization Act (MACRA
2015 This legislation created a new payment methodology
quality of care. Part of MACRA is the Merit Based Incentive Sys
(MIPS), ard it combines threexisting quality initiative MU, PQRS
and VBPM into a single programAlthough MACRA and MIPS dc
not currently apply to Medicaid providers, this shift to vahased
payment methodology will likely impact how CMS and ste
consider payment mechanisms for Medicaid. This is showihe
shift to ACOs, PCMH and other bundled payment models.

In conclusion, with MU only continuing to apply to Medice
providers, and the implementation of MACRA/MIPS qual
requirements, providers continue to have a strong interes
improving theirgmt i ent s quality of ¢
noted that the health system a physician is affiliated with,
therefore, the technical capabilities the physician has acces
determines their investment in electronic clinical data exchange
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Providers are focused on first

exchanging data with hospitals

and pharmacies

Practices with fewer than ten
practitioners are more likely to
meet the 30 percent Medicaid
requirement

Providers show a significant
interest in the Health
Information Technology for
Economic and Clinical Halth
(HITECH) incentive program.

The large majority of
respondents initated they
intend to apply for the stimulus
payments in 2011. Most
respondents intend topgrade
or replace their systems.

Providers need community
outreach programs to
understand the incentive
program details regarding
eligibility.

Providers need community
outreach programs to
understand the requirements
of MU and Clinical Quality
Measures (CQM) for the
Medicaid EHR incentive
program.

physiciands age cohort aovimsheirause

of electronicclinical dataexchange.

Health systems have moved to one system for Ambulatory
Inpatient. Smaller providers are also joining larger health system
accessing the same EHR platform. Therefore, exchanging data
provider offices to hospitals within the same health systes
become routine.

The most common types of data shared include laboratory re
problem list, patient demographics, allergies, disease managt
data,andmedication data.

The top health data exchange partners continue to be
physicians, hosfals, pharmacies, laboratories andR4y facilities.

Practices with fewer than ten practitioners remain more likely to |
the 30 percent Medicajabpulation served requirement.

June 30, 2017 was the deadline for eligible providers to subm
EHR Program Yea2016 andoe eligible to receive the fulive years
of incentive payments. Ninetyo percent of Medicaid providers |
Mississippi who registered in the Medicaid EHR incentive prog
are participating in the program.

The majority of respondents indicated they have applied for HITt
stimulus payments since 2011. Some respondents iraptenh their
first EHR systemsopthers have transitioned to a new vendehile
others upgraded their system because of the EHR incentive prog

2016 washe midpoint of the EHR Incentive program, and is the
year providers can begin to participate. From the level of conti
participation through MU (92%) providers understand the
eligibility for the EHR incentive program.

The majority of providers understand the requirements of MU
Clinical Quality Measures (CQM) for the Medicaid EHR Inceat
Program. However, as more valbesed purchasing options &
introduced for Mississippi providers, outreach efforts should cont
as a main priority.
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3.1.9 2017 Environmental Scan: Additional Findings

Apart from the updated findings relevant to theonclusions drawn from the 2010
Environmental Scan, additional findings were discovered as a result of changes in HIT and clinical
data exchange capabilities across the state. Based on the survey, targeted interviews, and focus
group, new findings from #2017 Environmental Scan include:

1 MSHIN is viewed as one of several HIEs supporting clinical data exchange for hospitals and
providers in Mississippi;

1 Although Mississippi ranks low on broadband availability (34% of the population without

broadband accss ranks Mississippi 8&mong all states per the Federal Communications

Commission), broadband is not a concern nor a limiting factor among the provider

community;

Many organizations offer their own online patient portal,

Workflow integration has drivervalue of interoperable EHR platforms that are abbe t

perform all or nearly all gbroviders HIT needs in one system;

9 Clinical data exchange and HIT adoption is generational; those less familiar with technology
are more likely to be opposed to new initiadis until penalties become too costly;

9 Providers are adopting telemedicine as the technology becomes increasingly more
prevalent;

1 The EHR Incentive Program has reached matsdtyionew registrationswill occur after
June 2017.

= =

3.2 MMIS Capabilities Assessment

aAdaaraanrliAiQa OdexdBpylidation arthifectureicomposadioNE S
1. A client work station (user interface tier);
2. An application server (business logic tier); and

3. A mainframe backend (data tier).

The business logic and data tier are housed secure data center facility in Pennsylvania with
aal{Q @a&gur Nhe user interface tier workstations are located in DOM facilities in
the State of Mississippi. The workstations run a PowerBuilder runtime client and the
presentation layer of the Envision system on the Windows Vista Professional operating system.
The workstation application handles primary edit logic prior to sending the data on to the
business logic tier for further processing.

The business logic tier provides: 1) middleware connectivity to the mainframe environment; 2)
clustering, loaebalancing, fdover, and twephase commit control over the database
transactions; and 3) additional business logic processing via PowerBuilder and Java objects. The
mainframebased data tier uses IBM Customer Information Control System for transaction
processing and BR for relational database management.

The major components of theurrent MMIS include:

1 Data Entry
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Claims

Managed Car&nrollment,CapitationPayment and Reporting
Financial

Reference

Management and Administrative Reporting
Third Party Liability

Provider

Surveillance and Utilization Review

Beneficiary

Medicare Buyin

Automated Voice Response System

Provider Lookup

Bulletin Board System

WINASATP Provider claims submission software
Web Portal

Electronic Data Interchange (EDI) Processing

=A =4 =4 =4 4 4 4 4 -4 -4 -4 -4 -4 -4 -5 -4 -4

Computer Systems lgeest

The Decision Support System (DSS) and Data Warehouse (DW) components include:
1 Data Warehousing
1 Management and Administrative Reporting
9 Surveillance and Utilization ReviewSURS)

1 Data Management Tools

Lastly, pharmacy claims processing include:

1 Point of sale terminals
1 Pharmacy Benefit Management (PBM)

The State of Mississipgiompleted final contract negotiation to procure aServiceOriented
ArrchitectureMMIS including pharmacy claims processiafdSS / DW solution and Fiscal Agent
services. The procurement effort emphasidevzendor achievement and alignment of Medicaid
Information Technology Architecture (MITA) principles and goals as key outcomes of the
process.As a result osubsequentCMSdirectivesfor modularsolutions CMS contract gmroval

is contingent upon modular implementation where feasible. As changes to the awarded vendor
solution become necessary, DOM will wavkh the vendorto define solutiors that will also
achievethe CMSrequirementsfor modularity.
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Additionally,DOM & procuring services to performravisedState SelAssessment (S5) using
the new Medicaid Information Technology Architecture (MITA) guidelines.DOM will
consider the appropriate solutionto address opportunities identified for MITA level
advancemaet duringeach subsequere-procurement effort. Funding for thenew MITA SR\ is
not included in thecorrespondingHIT IAPDbutwill be requested in a separaMES APD.

3.3 Feasibility of Incentive Payment Methodology

The State of Mississippi studigd/o possible solutions for administering the MP¢Pone
involving inrhouse development of a provider incentive payment system; and a second option
involving a standalone Wellased hosted solution developed Bpnduent DOM elected to use

the Conduentsolution, whichinvolved minimal changes to the current MMIS.

TheConduentsolution was designed and implemented in conjunction v@tmduen &ork on

the California replacement MMIS. Since 2011 it has been implemented in multiple states as a
Software as a ®eice (SaaS) solutionConduenf dolution offers DOM a Webased State

registration, attestation, and tracking system to support provider incentive payments for the

A/l/U and/or MU of CEHRT. This Wadsed system was designed to provide a State Level
Registyo { [ wo (2 R2O0dzYSyids GNXO1Z YR FGGSadG G2 GK
and MU requirements. This SLR works in conjunction with and communicates with the CMS
Registration & Attestation System in accordance with the published CMSfairge
specifications.

TheConduentsolution provides two separate Web portals: one for the provider access and one
for State staff to access.

The provider portal is a single location where providers can securely log in to complete their
A/llU and MU atestation information, including uploading any additional required
documentation for acceptance and review by the State. The provider portal allows each eligible
provider to complete registration and to review and edit their demographic information.
Howe\er, data received from the CMS Registration & Attestation System must be edited
through the Medicare/Medicaid EHR Incentive Program Registration Website.

As a part of the MS SLR attestation process, providers enter the following information into the
provider portal:

1 Medicaid patient volume percentage numerator and denominator to achieve
eligibility. This will also be analyzed for Awsspital based eligibility;

1 Required A/I/U data (or MU data and percage information, including CQMs
and

1 Supporting @dcumentation.

The MS SLR automatically verifies provider data, such as license validation and exclusion checks,
and indicates a preliminary approval or denial in accordance with current CMS and DOM
requirements. Providers are able to track the statughafir application and payments online,

and view any messages from DOM.
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The State access portal provides a location where EXppoved users can securely log in to
access provider attestation information and work queues. The work queues for DOM users ar
role-based so that the provider registration and attestation information can be routed to the
correct user and/or department for approval, action, or denial. The State access portal provides
a mechanism by which the State can track incentive paymermtscammunicate with providers
YySaal3aay3
providers on matters of approval or denial, or to request additional information.

0§KNRdzAK |

aeaidsSvyo Ly GKAA&

Approved State users utilize the State access portal to:

1 Review and approve provider attestation information and supporting materials;

9 Calculate and initiate a provider payment cycle using an automated interface to

the MMIS;

Manage the audit, recoupment and adjustment, and appeals processes; and

Review provideguality metrics.

gl ez

The following is an alternatives analysis that DOM used to compar€tmeluentproposed
standalone solution with an effort to develop an-house system to provide functionality
needed for issuing provider incentive payments.

The inrhouse system was investigated and process flows were developed to show the required

changes in workflow to accommodate provider payments.

The outcome of that process is

represented in the figures shown below. The first set of figures represents the propesed
process flow for EPs and the second set of figures represents the proposed new process flow for

EHs.
Mississippi Department of Medicaid Higible Provider (non-Hospital) EHR Application Process
Provider ¢ QVIS¢ PECOS MSDepartment
Physician, Dentist, . Provider MS¢ DOM EHR MS¢ DOM Provider .
Nurse Practitioner, Nz’o)g:‘lll‘;ervyel Enrollment, Chain, | Provider Incentive | MS¢ DOM MMIS | Higibility/ Relations MSDOM Finance /;SOOS;?:; Msml:;gram A?jfrr'\:i‘rr:i:‘;iin
Nurse Midwives, & & Ownership Payment Database
Physician Assistants System
Sart DOM Process ¢ Sart of Medicaid Higibility and Payment Process.
Objectives:
el — {1 Application and database must be flexible and easily modifiable to meet
i current and future eligibility requirements.
1 All accesswill be via secure web interfaces.
I Application must allow provider to input or attach all information
required for verification.
NLRFRejection {1 Application must allow for the capture of supporting document in PDF,
o] DOCG of XL.Sformats. (Certain document may be allowed in PDF only)
{1 Application must be easy to use and minimize input time by provider
— I Application must be easy to use, provide required documentation and
minimize verification time by DOM staff.
9 System must maximize automation of the verification process.
M ] 1 MMISwill be used for verification of key provider information.
| MMISpayment processing system will be used for payment and
& reporting of all provider incentives.
1 Application will track and report all incentive payments by individual
providers and their groups.
MSDOM EFROnline 1 Security will restrict accessto provider information to the provider and
“Aopkceion for appropriate DOM staff.
Payment
? Notes:
f NLRdatawill be auto populated and can not be altered by provider.
Peyment Request 1 1 fibh REOWRYES A T 3KS LRSI (Edytiy (KSa { Sha 9l w
l{:‘mx:lﬂ Provider Repository.
o Chain, & | 1 Al Verifications include multiple items checked.
{1 Required reject notices will be sent via email.
1 Bigible Providers can skip years ¢ Maximum of six payments.
{1 All DOM processes are automated and require no DOM staff time except
MSDOM Reection for itemsin Green.
Notice:
{1 Provider documentsto be provided:
= 1 Request for payment with payment amount calculated.
I Proof of Purchase ¢ TBD ¢ (Purchase Order, Contract, or Invoice)+
MSDOM Rejection L documented training cost.
e 1 Attestationin 1% year ¢ Meaningful Use in years 2-6
y 1 lyRORIEE LERIRSNG Y20 MBR | &8/ S/l FLUSY SytiyGdRy 3
amount.
9 System generated supporting documentation of meaningful use and
2 other criteria as required by each year and stage.
{1 HIPAA Compliance Satement
E 1 Software oertm?atlun letter
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Mississippi Department of Medicaid Bigible Provider (non-Hospital) EHR Application Process ¢ Page 2
Provider ¢
e . 5 MSDepartment
RIEEER PR || pomern RO/ En R W POMREEET | ey mmmen ACSQaims | MSDOM Program | of Finance &
Nurse Practitioner, Repositor Provider Incentive | MSg DOM MMIS | Higibility/ Relations Frese=im Integrit: e s
Nurse Midwives, & P Yy Payment Database essing egrity
Physician Assistants
:2;
MSDOM Rejection i DOM MMIS
Notice Data
Warehouse
&
MSD(:»IImI:;'eaicn No )
Data
O Bigiility Warehouse
MSDO&,\:X I;Zemon No :;V;’:‘h‘g Yes ify Provi
Certified BHR required
— N4 & ||°
MSDOM Rejection
Notice
@&
No
MSDOM Rejection
Notice
g ‘
&
Mississippi Department of Medicaid Higible Provider (non-Hospital) EHR Application Process ¢ Page 3
Provider ¢
L . DC DC . MSDepartment of
IREEET) [.kfn"a' National Level M$c EH.R M:S_c = Prm{lder MSDOM Finance ACSJaims Finance &
Nurse Practitioner, Repositol Provider Incentive MS¢ DOM MMIS Higibility/ Relations Processin Administration
Nurse Midwives, & i Payment Database 9
Physician Assistants
MSDOM Rejection »
ot ey
@
Yes
MSDOM Rejection MSDOM EHR
Notice Provider
Fepository
@
ent MSDOM BHR Payment
information for all {1 Provider Approval &
providers Repository Update Yes
” No
MSDOM Rejection
Notice
&
MSDOM BHR Load Payment
Provider Information
Repository & Process Payment
MSDOM Payment / DOM MMIS
Data Warehouse
o
providers o J
National Level RiSDOMER
oy .

Figurel2: Internal Process FlowProfessional Eligibility
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Mississippi Department of Medicaid Bigible Hospital BHR Application Process

N MSDepartment
Provider ¢ Hospitals National Level MeSmOMIEEY MSc DOM Provider | oz minance ACSQaims | MSDOM Program |  of Finance &
A Provider Incentive MSg DOM MMIS | Higibility/ Relations = B B P
Only Repository Processing Integrity Administration

Payment Database

Sart DOM Process ¢ Sart of Medicaid Higibility and Payment Process.
E+ROnline

Sart DOM Process )
Application 7

Objectives:
1 Application and database must be flexible and easily modifiable to meet
current and future eligibility requirements.

1 All access will be via secure web interfaces.
NLRRejection Add, or Change 1 Application must allow providersto input or attach all information
Dt |m7;;;?;n required for verification.
1 Application must allow for the capture of supporting document in PDF,
- l DOC, of XLSformats. (Certain document may be allowed in PDF only)
1 Application must be easy to use and minimize input time by provider
ST TS MSDOM BR 1 Application must be easy to use, provide required documentation and
‘Provider minimize verification time by DOM staff.
Payment Repository System must maximize automation of the verification process.
. MMISwill be used for verification of key provider information.
. MMiISpayment processing system will be used for payment and

reporting of all provider incentives.
mm?p;muma 1 Application will track and report all incentive payments by individual
providers and their groups.
9 Security will restrict accessto provider information to the provider and
appropriate DOM staff.

MSDOM Rejection ety Medicaid Notes:
Notice. No =i, NLRdata will be auto populated and can not be altered by provider.
- ! fibh REO&Rya S Xt T 3(KS LEEDRING G2dyliy (KSa { 5ha 9l w

— = Provider Repository.

All Verifications include multiple items checked.
@m |
Notice. r

EE)

EE

Hospital must qualify every year or payment stops.
All DOM processes are automated and require no DOM staff time except
for itemsin Green.

Required reject notices will be sent via email.

Provider documentsto be provided:

Request for payment with payment amount calculated.

Calculation of the Maximum Amount (1 time calculation)

Provider Cost Report for year payment is requested.

System generated supporting documentation of meaningful use and
other criteria as required by each year and stage.

1 HIPAA Compliance Statement

1 Software Certification Letter

EEFEE

g
&
Mississippi Department of Medicaid Higible Hospital EHR Application Process ¢ Page 2
. MSDepartment of
Provider ¢ Hospitals National Level H“gageoroln“oe?:se e "é%%?"oty; F::t‘f:nes' MSDOM Finance ACSQaims Fnance &
Only Repository P e e Processing Administration
MSDOM Rejection No e
Caleulation
\_/—\
Yes
MSDOM Rejection
\_/—\
Update payment MSDOM BHR
information for all  }— Provider
iders Repository J 3
MSDOM Rejection
Notice
\/—\
Load Payment
Information
Repository & Process Payment
MSDOM Payment
I l
MSDOM EHR Updats t MSDFA
R Provider T A [ |
el Repository providers "Pﬂ'mw;g |
8
&

Figurel3: Internal Proces&low- Hospital Eligibility

The following table shows the comparison that DOM made between the internal solution and
the Conduentsolution. As noted above, th€onduentoption was used as an adjunct to the
current MMIS, requiring only minimal changes te thurrent MMIS. This option had several
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critical timeline, availability of qualified staff, and investment in infrastructure.

Table3-2: Internd Solution \ersus ConduentSolution

Considerations

Internal Solution/SaaS Solution

The State has indicated a desire to
participate in Group 1 testing for the
provider incentive payments with

Internal Solution The changes necessary foarticipating in
Group 1 testing will not be available in time.

CMS.

SaaS SolutionVendor commits to meeting the require
timelines.

The State desires a solution that pos
the least risk of schedule delay.

Internal Solution The State does not have theequired
resources necessary to successfully develop and impler|
the solution.

SaaS SolutionThe vendor is devoting significant resourceg
creating a solution for multiple states.

The State desires a solution that
requires the least amount dimited
State resources.

Internal Solution The required State resources will |
significant under this scenario (support, maintenan
development, program, help desk, project management, §
vendor oversight). The State would struggle to rec
suffident qualified resources in a timely manner.

SaaS Solutioh ¢ KS { GF GSQa NBIj dzA NJ
is significantly decreased by focusing its limited resource
the oversight of the proposed solution.

The State desires a solution that
meets allMississippispecific
requirements.

Internal _Solution An internal solution will be able to meg
any Mississipgspecific requirements.

SaaS SolutionThe Conduent solution may not meet al
Mississippispecific requirements. Small changes, such
additional fields are included in the cost, but substan
modifications may be expensive or time consuming.

The State desires a solution that
conforms to all CMS reqg@ments.

Internal Solution An internal solution would require
additional manual processes for attestation and verificati
but will be able to meet all CMS requirements fully.

SaaS SolutioriTheConduentproposal includes a Webased
system to support the MU requirements, incenti
payments, and other ARRA HITECH Act requirements.
solution provides a more automated solution for th
attestation and verification processes, therefore requiri
fewer DQM resources for the oversight of the attestation ar
verification processes.
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Considerations Internal Solution/SaaS Solution

The State desires a solution that is | Internal Solution Building applications that are flexible, ea
flexible, easily modifiable, and to modify, and maintain isa challenge. The State mg
maintainable. struggle to create an internal solution to meet the
objectives while altering a legacy MMIS at the same time.

SaaS SolutiorThe vendor states that the application will |
configurable for state specific requirements, buitrenough
information is known to verify flexibility.

The State desires a solution that Internal Solution An internal solution may be able t
provides as much automation as automate audit functions fully; but desigdevelopment, and
possible for audit functions. implementation would take a significant amount of tin

beyond the timeline for Group 1 or Group 2.

SaaS SolutionThe Conduent proposed solution provides
automation of audit functions. The full extent of tho
automation capabilities isnknown at this point.

Based on a review of the alternatives, the State chose to pursu€trmluentSaaS solution.

The State believed that the Saaffered the lowest risk and a lower cost alternative, leagm,

than developing a new internal solution. The State worked closely@dtiduentto finalize the
requirements for the State of Mississippi in the commercial off the shelf (COTS) offerigg usi
configuration sessions and user group calls. Since implementatiorCdhduentapplication

has successfully accepted provider attestations for A/I/lU and MU and DOM continues to work
on shaping functionality within th€onduentsolution to meet the neds of the MPIP and future
regulatory changes tahe MU program.

3.4 Medicaid Electronic Health Record System and e-Prescribing
System (MEHRS) Transition to the DOM Medicaid Clinical
Infrastructure (MCI) subproject

3.4.1 Background on the MEHRS System

With the use of funds from a Transformation grant, a provider Stabilization grant, and the MMIS
enhanced funding match, the State of Mississippi implemented a system known as Medicaid
Electronic Health Record System anBrescribing (MEHRS/eScript). The MEHRGpeSgstem

was launched in June 2010 awdsavailable to all Mississippi Medicaid providers at no charge.

DOM requested and received funding for MEHRS design, development, and implementation, as
well as ongoing support, via an IAPD that was approvedWfy i@ January 2009. CMS approved

a fouryear contract term with two tweyear renewals with the understanding that the renewals
would require further approval.

DOM contracted withthe vendor Shared Health to provide a MEHRS/eScript for Mississippi
Medicdad providers in 2009. Shared Health subsequently rolled out MEHRS/eScript with over
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3,200 Medicaid providers and practice staff users registering for the system, enabling electronic
health records with clinical data for over 600,000 Medicaid beneficiani®EHRS/eScript.

Shared Health wasontractedto upgrade the deployed version of MEHRS/eScript (Version 7) to
an Office of the National Coordinator for Healthcare Information Technology (GixEied
version, named MEHRS/eScript Version 8. MEHR#EeSersion 8 was due for delivery to
DOM in late 2011, as mutually and contractually agreed by both DOM and Shared Health;
however it was not delivered

In early 2012, DOM was informed that Shared Health would not be delivering Version 8 of
MEHRS/e3ipt, would not be delivering any ONg€rtified version of MEHRS/eScript, and that
Shared Health was stopping all development work on the MEHRS/eScript product and platform.

As DOM hd providers whowere relying on the MEHRS/eScript system for meetingdtiteria

of Stage 1 Meaningful Use, DOM and Shared Health entered into an agreement to
migrate/upgrade the MEHRS/eScript system to a commercially available solution, through new
(subcontracted) vendor©rion Health andMede/Analytics

Orion Health begarthe Operatiors Phase of the MEHRS/eScript project on July 1, 2013 and
continued working on the operations of the project through March 20B& stipulated in
hNA2YyQaQ O2y iGNl OGX hNRAR2Yy &dz00S4&aTFdz HowvevarY LX SY S
after the implementation of the upgraded ATCB MEHSSfiptElectronic Health Record and

integrated ePrescribing components to DOM, it was determined that many Medicaid providers

had adopted commercially available EHR/ePrescribing solutions to comply withrigadnise

(MU) requirements.With the deadline looming for the required ONC 2014 certification, and

with the diminished need and requirements for the MEHRS EHR/ePrescribing components of the
MEHRS solution, DOM made the decision to initiate a strategligrenent of the project as of

June 30, 2014.

Core components of the MEHRS/eScript solutivare retained and upgraded to support the

5ha OfAYyAOFf RIFGF AYGSNBLISNIOAf A-IBQAKNWNF NS A& NOzE
and also defined in th&lIT IAPD). Theséedicaidspecificclinical data components include the

Medicaid Clinical Data Repository (CDR)edicaid Master Patient Index (MPI), an@rovider

Accesgqa provider web portal for Medicaid Providefs and these three componentslong wih

the addition of clinical data Analytickormed the basis for the DOMMedicaid Clinical
Infrastructure MQ).

3.4.2 DOM Medicaid Clinical Data Infrastructure (MCI)

The existingDOM MC] provided by MedeAnalyticss composed of a Medicaid Clinical Data
Repository (CDR), a Medicaid Master Patient Index (MPI), a Medicaid provider portal (Provider
Access), and Medicaid Clinical Data Analytics. A description of each is below:

1 DOM Medicaid Master Patient Index (MPI): The DOM MPI is ab@aa&, modular
component that is coupled with the DOM MCI. The DOM MCI allows for beneficiary
identification via the complex, unattended probabilistic matching algorithm developed
specificaB T2 NJ 5 ha | -gases. SThese@ré ovdr®.6 million historical
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identities in the DOM MPI, with approximately 800,000 active beneficiaries, and a match
rate of approximately 92%.

1 DOM Medicaid Clinical Data Repository (CDR): The DOM CDR ibas8da&odular
component that is coupled with the DOM MCI. The DOM CDR allows for the storage
and utilization of Medicainly clinical data from internal DOM systems and external
DOM trading partners. Medicaid clinical data is first validated using@gsowithin the
DOM MPI to ensure the data is for an active Medicaid beneficiary, and then stored in
the DOM CDRThe existing MMIS provides on a scheduled basis data to the DOM CDR
(and validated via the MPI process as previously detailed) for Medaiad<iles,
Pharmacy Claims files, and other files (detaileBigure 14. Clinical Data
Interoperability Projedgt These MMIS files are then transformed into clinical data and
stored in the DOM CDR. Terminology and Sensitivity services are applieidd¢oraihg
and outgoing clinical data, via the CDBoon request (demand) from a DOM system or
external trading partner (such as UMMC), the CDR generates a CCDA in XML (in real
time) for a single or multiple Medicaid beneficiaries.

1 DOM Medicaid Clinicéortal (Provider Access): The DOM Provider Access portal is a
secure portal where Medicaid providers can log in and search, view and download
clinical data on Medicaid beneficiaries. MU Stage 2 compli@D&s in XML can be
downloaded from Provider Accesas clinical summaries, for import into MU Stage 2
cettified EHRs.

1 DOM Medicaid Clinical Data Analytidhe DOM Medicaid Clinical Data Analytics
provides DOM the ability to run custom reports on clinical data, claims data, and clinical
data with claimslata. Business users within DOM depend on this Analytics solution for
program decision making, care and cost review, and responding to Legislative and CMS
requests for information, etc.

In 2016, DOM added additional capabilities to the existing MCI wh@l Dmplemented the

first realtime EHR interface in the United States between a State Medicaid Agency and a
Provider EHR (Clinical Integration). T@&lmical Integrationallows for the reatime query

exchange of €DA clinical data summaries betweenthdra a/ L YR GKS t NPJAR:
is occurring with the largest Medicaid provider in the State, the University of Mississippi Medical

Center (UMMC).

Specifically, this Clinicaitégration allows the UMMC Epic EHR to query the DOM MCI (and the
DOM CDRWithin secondsand allows for a Medicaid clinical summary to instantly be sent back
G2 0GKS LINE @A RS Nime Cnical idtegration &t oviglirg theliBddicakCDA
directly in the provider EHR, providers can now instamigw, import, and utilize the DOM
Medicaidclinical data from the DOM CDRhe Clinical Integration is-tlirectional, meaning the
Medicaid dinical data in te DOM CDR is updated at the endeaith encounter at UMMC,
thereby further enhancingthe rich clinical data inhe DOM CDR with every encounter by a
Medicaid beneficiary at UMMC.

DCM and UMMC are exchanging ovef@0 clinical summaries {CDAs in XML) daily, and have
surpassed one million-CDAs exchanged in one year, affecting the care and quality of care for
thousands of Medicaid beneficiarieas they seek carénreati A YS YR GgAUGKAY (GKS
native EHR workflow. Additionally, DOM hasmpleted Clinical Integrations with the
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Hattiesburg Clinic, the second largdsedicaid provider in the State, and halso completed a
Clinical Integratiorwith the Singing River Health System, a large Medicaid health system on the
Mississippi Gulf Coast.

The Clinical Integrations with the Hattiesburg Clinic and the Singing River Health System have
added approximately 800 additional clinical summaries-CDAs in XML) exchanged daily with
DOM, bringing the total (with UMMC) to over approximately 8,000 clinical summaries
exchanged daily between these three health systems and DOM. This daily exchange of clinical
summaries(GCDA in XML) supports approximately 8,000 Medicaid beneficiaries as they seek
health care each day.

DOM is currently working on a Clinical Integration with Bedta Health Alliance (DHA) a large
network of Ambulatory providerand several connectedHCsn the Mississippi Deltaand is in
discussions with other large health systems for future Clinical Integrations to support Medicaid
beneficiaries as they seek health cafdne DHA Clinical Integrationptamed to go live with
DOM in the winteiof 2017.

The DOM MCI, including all Clinical Integrations, is currently live and is supported by
Mede/Analytics, as the primary vendor until September 30, 20Zhe DOM MCI is one
component of the DOM Clinical Data Interoperability Program (CDIP), s &@low.

3.5 DOM Clinical Data Interoperability Program (CDIP)

As outlined in the Executive Summary of this document, DOM dudlined four goals to
accomplish to improve the coordination of care and quality of care of Medicaid Beneficiaries in
the State ofMissisippi using clinical data and HIT/HIEB) Achieve greater interoperability with
Medicaid providers and provider clinical systems (EHRs, other clinical systems) to aggregate
providerbased Medicaid clinical data and store/utilize this data in thestawj DOM Clinical

Data Repository?2). Utilize the aggregated providbased Medicaid clinical data in the DOM
Clinical Data Repository for Agency goals and programs including clinical data analytics and
clinical data population health; 3) Offer tools aimferfaces to providers so that providers may
access and utilize the aggregated clinical data in the DOM Clinical Data Repository, including
such tools as a Medicaid clinical data provider portal eattime, bidirectional clinical data
interfaces to gpport the sharing and updating of Medicaid clinical data interoperability within
provider EHRs and provider EHR workflows; and 4) promote adoption of CEHRT for DOM
providers with the goal of using CEHRT and HIT/HIgréonoting coordinated health care ifo

DOM beneficiaries, better health care outcomes, and improvements in care quality.

The DOM Clinical Data Interoperability Program includes the infrastructure and personnel for
DOM to support these four goals, including the aggregation of Medicaictallidata from
Medicaid providers, DOM utilizatioof the aggregated Medicaid clinical data for Agency goals
and programs DOM offeed tools and interfaces to allow for the sharing of the aggregated
Medicaid clinical data with provider clinicgystems (EHR LIS, and other clinical systerasd
current clinical workflows, and promoting and supporting the adoption of CEHRT and HIT/HIE
technologies by Medicaid providers

There are several benefits from the aggregation of Medicaid provider clinical data kly DO
including but not limited to:
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1 Medicaid beneficiary care coordination and improved care management;

1 Agency goals and programs, such Medicaid clinical data analytics and Medicaid
clinical data population managemerand

1 Aggregatd and upto-date Medicdd beneficiary clinical summary documents, clinical
reports, clinical data, and decisianakingavailable in reatime and integrated directly
into the provider EHRs and clinical systéon reaktime provider utilization in a care
setting.

The Clinical DatInteroperability Project consists of three subprojedtgo of which are existing
and currently functioning

1 Subproject 1,The Mississippi Health Information Network (MBIN)Integration ¢ This
integration subprojecthas not been implemented at this time, and, in the futwwel
addzLIL2 NI aSRAOFIAR Ot AyAOFf RFEGF -HSBVOKE y3IS 6
information about this subproject can be found in the-Be section of this document,
as this is not a functioning bproject.

9 Subproject 2, Medicaid Clinicahfrastructure (MCI) DOM has an existing, functional
MCI with core clinical components of a Clinical Data Repository (CDR), Master Patient
Index (MPI) Medicaid Provider PortalMedicaid Analytics and Medicaid Rvider
Clinical Integration$EHR Interfacgsas explained in detaih the MEHRS section of this
document TheexistingMClhas been integrated with the existing DOM Interoperability
Platform, and currenthgupport bi-directionalclinical data fronproviders via the DOM
Interoperability Platform.The MCI subprojeds required tobe interoperable with the
other two subprojects.

1 Subproject 3, Interoperability Platform¢ DOM hasprocured and implementedan
Interoperability Platformfrom the vendor DXTechnology(formerly known as Hewlett
Packard Enterprise Services, or HAE)a single point of connectivity The DOM
Interoperability Platform is a SG#ased, SaaS module, allowing interoperability
between DOM components such as the existing MMIS and fthere MES, the
modernized Eligibility system, the DOM MCI and Clinical Integrations with Medicaid
providers, other DOM internal systems and services, as well as external DOM trading
partners (such as MBIN, other State Agencies, etc.).The DOM InterogétalPlatform
has beenintegrated with the DOM MCéas well asthe Clinical Integrations, anill
support a future integration with MSHIN. The DOM Interoperability Platform is a
modular service director that assists DOM in connecting all of the modular components
2F (GKS AYyGSNyrftf 5ha SO2aeaidSyx lFa ¢Sttt I a
LYGSNRLISNIFoAfAGe tf I GF2 Nthbtegk tor SPA, dmoddiadity,LJ2 v Sy (i
COTS, and MITA 3.0 complian@le two major components of the Interoperability
Platform include an Enterprise Service Bus (ESB)raaH@alth Exchange Gateway. The
DOM Interopeability Platform subproject is required tme interoperablewith the other
two subprojects.

Additional Integration Points and Systems for the GIDBPMITA alignment
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f aalL{yY /dNNByilifes 5haQa SEA&GAYy3 aal{ A& AY
contract expiration date of 6/30/280. DM received approval by CM8rfa new MES
contract in early 2017, with the vendor DX@chnology(DXQ providing the overall
modular solution The new, replacement MES nearing the beginning stages of
implementation, andwill be integrated with the existg DOM CDIPcomponents,
including the existing DOM MPI and DOM CDR, and will utilize the exisbiy D
Interoperability Platform via theESB as the modular component for connectivity
between all the modules (MES, CDR, MPI, etc). By utilizing these mdsiagebased
COTS components, DOM continues to align with the goals of SOA and MITA for
Y2RdzZE F NARG& YR / h¢{ ® intdgiate thaMMR2with theiM$INa 20 2 S «
at this time DOM expects ta@ontinue the current process of feeding the clainetad
from the new MESinto the MedicaidCDRon a weekly basis. An interface will be
required for thenew MES similar to the one that currently exists with the MMIS.

It is not anticipated that the new MES will house clinical data for DOM, rathendhe

MES will access the DOM MCI components (the MPI and CDR), via the Interoperability
Platform (as a service director) to share data as needed. Medicaid clinical data will
reside in the existing CDR, but will be made available as a stwtloe new MESiathe
Interoperability Platform. For the time being, Identity Management will remain at the

existing individual modules for each program (MPI module for clinical data and at the

a9{ FTYR 939 Y2RdzZ Sa F2NJ | RYA y-ferinisthdegyis S R (i
to achieve a single Medicaid identity across the SMA.

1 Clinical Quality Measures (CQM%#s DOM aggregates rich clinical data i6QA (XML)
format from providers and various other clinical data sources, DOM utilizesxils&ng
Analytics capabilitiesf the existingDOM MCI to analyze this clinical data. D@&Mlso
currently investigating a possible CQM pilot, with a CQM evaluation tool and process,
which would utilize the aggregated rich clinical dataC@A in the DOM CDR). This
potential pilot ard CQM evaluation tool would allow DOl support usecases such as
the analysis oft-risk populations, costs, quality among providers and quality of care,
and otherCQMrelated usecases, utilizinghe DOM aggrgated clinical data. Currently,
DOM isnot analyzing CQM data submitted with yearly EHRsMtions, and DOM is
only capturing the data that is reported. Mississippi simply reports this data aggregately
to CMS through our Annual Report. DOM continues to evaluate how best to utilize the
rich clical data that DOM is aggregating, including electronic submission of CQMs.

9 Outreach and Training ResourcesDOM has two fultime outreach and training
resources that are responsible for adoption of the DOM Provider Access clinical data
portal acrossthea i 1 S® 5haQa tNRPJARSNI | O0Saa LN
from the DOM Clinical Data Repository and is available at no cost to every Medicaid
provider in the state. The outreach resources assist with adoption of the portal and
provide education about clinical data exchange activities to support Medicaid
beneficiaries (improving and coordinating care, etc.).

Mississippi currently conducts extensive training and support each year. This is done
through a oneto-one or small group approach as needeDOM also hosts a number of
informative, training webinars. We use our program mailing list to notify providers of
yearly changes and webinar invitations.
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DOM also uses contact infoation data from CMS registration for the EHR Incentive
program to sed reminders. DOM focuses on those that created a program registration
but never created a State Level Registry (SLR) Account. Mississippi is in"the 80
percentile of EP Registration to Paid (as of February 2017).

QMS requires all Meaningful Use partiaigis to meet the Public Health Reporting
Objective, Measure & Immunization Registry Reporting by uploading the evidence of
Active Engagement to submit data from an EHR to a Public Health Agency. DOM
strongly encourages all providers to complete the Regiion of Intent to Onboard with

the Immunization Registry survey. Most providers adhere to this recommendation and
complete this Registration Survey. However, Providers that claim an exclusion to the
measure (due to provider type or specialty) musbisit a brief memo describing the
reason for the exclusion. DOM has asked for this since 2013 and has seen a large
increase in registration with the Immunization Registry.

DOM Clinical Data
Interoperability Project (CDIP)

DOM MMIS & PHARMACY
(Xerox)

Medical Claims files
Pharmacy Claim files
Beneficiary Medical Eligibility
Beneficiary Pharmacy Eligibility
Beneficiary Medical Eligibility Updates
Beneficiary Pharmacy Eligibility Updates
Provider Data Files
Ancillary Pharmacy Tables

Provider EHR

Provider EHR
Clinical Integration
(Hattiesburg Clinic)

Clinical Integration
(Singing River
Health System)

ot
i 0%4 a @
Clinical Integration Services
(ummc)

*HL7 includes

ADT, LAB/RAD/PATH-ORU
(v2.5, FHIR v1.0 and above)

o HL7*, C-CDA, MCO Encounter Claims
e Claim-based clinical data,
— — | _— Legacy Clinical data,
Web | S
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Services
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Web | S " Outbound Ry ) ¢i
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Figure 14: Clinical Data Interoperability Project (CDIP)
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3.6 Current MITA Status

MITA is a CMS initiative designed to assimilate business and IT transformation across the
Medicaid enterprise to improve the administration of the Medicaid program. MITA is a
businesscentric architectural framework that provides planning guidelines fatest to define
strategic business goals and objectives, define business processes, and assess current
capabilities as a baseline to measure progress towards these goals.

A key activity within the MITA initiative is performing a MITAASSRequests for PFor MMIS
enhancements must include a formal-&Svhich describes the extent to which current MMIS
systems reflect MITA and how requested changes will advance their transformation into the
new architecture.

HIT, like MITA aims to improve quality of c#ineough an open architecture that supports the
integration of clinical and administrative data, promotes interoperability, and coordination with
partners to improve health outcomes.

Mississippi completed a MITA-83n 2008 and a subsequent Gap Analysis wmpletgd in
June, 2010. The purpose of acompleted SSA a4 (G2 ARSYy(dAFTeé G(KS a!a La&a¢

adrasS 27 | aidliSQa aSRAOFAR o0dzaAySaa SyidSNLINR
business processes that are currently in thedlelv maturity with some business processes in
Level 2.

Since 2010, DOM formalized the business process narratives and mapping as a part of the
Mississippi MITA goals. DOM plans to convert these business processes into MITA 3.0 standards
in the coming yar as a part of the ongoing update process that aligns current MITA status with
MITA goals.

DOM has advanced in its use of technology to supply information to providers in the following
ways:

1 Implementation of Mede/Provider Access product. This aspistgiders in the
appropriatetreatment of beneficiaries and reduces unnecessary testing.

1 Receipt of a large percentage of claims througjactronic data interchange
(EDI)

1 Electronic funds transfer (EFT) is used to payment nearly all providers.
1 Widespreadusage of the Envision Web portal.

Although DOM has advanced its use of technology towards the MITA standard, challenges
remain. For example, some business processes must still be performed and/or validated
manually. DOM has not developed all of thesiness processes necessary to utilize the DSS to
its full capacity. Care planning and care management are fields open to the State for increased
gains in population health and cost savings.

The MITA S& results are a valuable resource in planning fee MMIS replacementvith a
modularized Medicaid Enterprise SolutioddOM igplanning to perform a new S5 usingthe
new MITA 3.0requirements DOM will assimilate the results of the MITA 3.8AS8to the timing
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and scope plans for the modularized MES8h#tecture Future plans will be coordinated to
ensure the newMESmoduleswill support the Medicaid EHR Incentive Program.

3.7 Current Broadband Initiatives

The State of Mississippi has had a public mandate to improve access to broadband technology
since 20@ when the Mississippi Broadband Technology Development Act was passed (Miss.
Code Ann. $7-87-1 et. seq.). The Mississippi Broadband Task Force was founded in 2004 to
promote citizen use of the Internet with a plan and broadband strategy. Since that the

State has been moving forward with planning and implementation of improved access to
broadband services. Over $77 million in grant funding was awarded to the Office of the
Governor through federal broadband stimulus programs. The funding is tsd® to expand
broadband access and adoption in communities across the State of Mississippi. Specifically, the
State is participating in the national broadband mapping and planning initiative through the
Broadband Technology Opportunities Program (BTadministered by the Department of
Commerce (DOC).

In April 2009, Governor Haley Barbour charged the Mississippi Broadband Task Force with the
development of strategies to enhance the broadband infrastructure in Mississippi. The National
Telecommunicatins and Information Administration (NTIA) awarded the State of Mississippi a
grant as part of the BTOP, under the ARRAth this funding, Mississippi is eager to deploy the
Long Term Evolution (LTE) broadband network to better serve the citizens ofatiee &TE is a

next generation mobile broadband technology designedgupport data applications that are
currently too bandwidthintensive for the existing technology. Additionally, on August 18, 2010,
the State received a $7.1 million grant through tBeoadband Initiatives Program (BIP) to
design, engineer, and construct a broadband network in rural northeastern Mississippi.

In September 2010, the Office of the Governor received an additional award from NTIA of nearly
$5million for broadband planningnd mapping activities under the State Broadband Data and
Development Program, a matching grant program that implements the joint purposes of the
ARRA and the Broadband Data Improvement Act. This is a supplement to the original $2 million
award the Statereceived in January 2010, allowing the extension of its current-year
broadband data collection program for an additional three years and allowing the State to
identify and implement best practices in broadband mapping. The State of Mississippi will
utilize a portion of the funding to support the creation ahe Mississippi Broadband Connect
Coalition, a non-profit, publicprivate partnership focused orproducing a comprehensive
statewide strategic plan for improving digital literacy, increasingccess to broadband and
enabling greateradoption of broadband in the State.

The Mississippi Broadband Connect Coalition (MBCC) began partnering with the Mississippi
State University Extension Service in 2011 to develop the statewide strategic plan2%his 1
member publieprivate partnership met for almost 9 months to create the statewide strategic

LI Iy GAlf SRZ dal LILAY3 a A a atdra Zplan Jitiat Qaddresses I A G | €
recommendations on how to improve broadband usage across several polic; afBae policy

areas included education, healthcare, workforce development, government performance and
public safety. The loagrm plan identifies barriers to further broadband deployment in
Mississippi as well as why broadband is not more widely adbpEenally, the plan looks at ways

to improve broadband access specifically with the Delta and Tribal communities in Mississippi.
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As previouslydocumented providerswho participated in the2017 Environmental Scan stated
that Broadband access not a chdlenge, and Broadband widely available in the State of
Mississippi.Although Mississippi ranks low on broadband availability (34% of the population
without broadband access ranks Mississippi'" 5@mong all states per the Federal
Communications Commission), broadband is not a concern nor a limiting factor among the
provider community, per the 2017 Environmental Scan.

3.8 Coordination with Medicare and Federally Funded, State
Based Programs

DOM is paiitipating with CMS to pay providers and is using the CMS Registration & Attestation
System and MS SLR to coordinate Provider incentive payments with Medicare.

3.9 Coordination with the Statewide Health Information
Exchange

DOM participated in the Mississippieblth Information Network (M&IIN) SOP effort as a
member of the Technical Infrastructure and Finance Domain Groups. The Statewide HIE SOP
was submitted to the ONC in September 2010.

The structure for M&IN is set forth irMiss. Code Ann. 88 411191, et seq, entitled Health
Information Technology Acincluded as Appendix FThe governing body is the M8N Board

of Directors. The Board of Directors was appointed at the end of September and the first
meeting was held on October 20, 2010. The ovetalicture for MSHIN is shown in Figure 6:
MS-HIN Organization Structure in Section.2.7

MSHIN has a broad representation of stakeholdenscluding Hospitals, clinics, individual
providers, and service providers. After hurricane Katrina in 2008fifivéMississippi integrated

health systems (Singing River Health System, Memorial Hospital of Gulfport, Hancock Medical
Center, Biloxi Regional Medical Center and the Coastal Family Health Center clinic system)
partnered to create the Mississippi CoasklE, or MSCHIE, and MSCHIE acting as the pilot
project for HIE in Mississippi. Subsequently, in 2009, HITECH passed, and thereafter, state
legislation passed forming M3IN and its governance structure. MSCHIE expanded and became
part of MSHIN. MSHIN curently has 41 connected facilities, which are primarily Hospitals. 19
more are being o#boarded with approximately 12 that will be live by the summer of 2017.
There has been a 72% increase from 2015 in the number eéfiMSonnected hospitals. MS

HIN dfers a community health record, electronic referrals, Direct Secure Messaging, medication
history, clinical results delivery, MU reporting,-diiectional immunization gateway, -bi
directional CCDMCDA gateway, HISP services, orders and results senaoes,event
notification services.

The MSHIN Board of Directors maintains oversight responsibility for all HIE activities in the
State of Mississippi. DOM is a member of the MSIN Board of Directors and works in
partnership with the MSHIN, providing leagrship to assure that Medicaid beneficiaries are best
represented and served by the M8N. DOM is providing leadership to assure funding for
MS-HIN in accordance with the fair share principles and cost allocation defined in guidance from
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CMS provided apart of the State Medicaid Director Letter dated May 18, 204atbng with
subsequeat State Medicaid Director Letters, such as the Letter dated February 29, 2016

DOM continues to coordinate efforts with MAN to support interoperability and a nen

duplication of efforts As a part of this coordination, DOM submitted an HIE IAPD as a part of the

2014 SMHP and IAPD submission process. CMS subsequently approved the HIE IAPD, including
budget for FFY 2015FFY 2016and FFY 2017, however funding has notrbegpended as of

this point in time DOM isworking with MSHIN onan updated HIE IAPDr the FFY 208 and

2019 timeframg, I YR gAff dziAf AT S GKS CSOoNHzZ NBE HPI HAM
ongoing guidance.

DOM and M&HIN arediscussingmplementation of technologies and interfaces, per the HIE
IAPD, to support interoperability for Medicaid clinical data betweenHMl$ and DOM. @a
supported in ths bi-directional exchange with MBIN includesMedicaid specific clinical data
including the ConsolidatedClinical Document Architecture {CDA) patient summaryon
Medicaid beneficiaries

Candice Whitfield was the previous HIT Coordinator for the State and was simultaneously the
acting Executive Director of the Mississippi Health Informatiotwlikk (MSHIN). Candice
assumed a role with UMMC approximately two years ago and Jeremy Hill took her position at
MS HIN. The Department of Health (Public Health) is the entity that provides administrative
oversight for MS HIN. Currently, the role of 8tatiT Coordinator is not filled.

3.10 Current Public Health Initiatives

The Mississippi State Department of Health (MSDH) has implemented a Health Data System
(HDS) designed to improve data quality and efficiency of collection, as well as improve the ease

of submission. The system is comprised of Rhapsody Connect, an integration broker that
includes a rules engine, database, and secure messaging product. The primary goal of the HDS is
to establish and maintain a centralized reporting system by collecting tabsfischarge data

from each licensed health care facility in Mississippi. In addition to the hospital discharge data
O2tt SOGA2Y IYyR S@lfdad dA2ys GKS a{51Qa hF¥FFAOS
will also be used to support disease regisimformation relating to heart disease, stroke, and
asthma. With the future expansion of HDS, the MSDH is planning to interface the system with
GKS {41 adSqQa ¢ NI dzyl w SsgridrdrieNEvEillariced ands attidipatel i 02 y R
electronic laboratoryreporting. As of July 2010, the system will perform automatic reporting of
reportable diseases and conditions to the Centers for Disease Control and Prevention (CDC).

At this time, the MSDH communicates with CDC through the REEINRhapsody. MSIN is
providingthe MSHIN infrastructure foall MSHIN stakeholders tconnect toMSDH to support
these Public Health initiatives. MSDH has expressed the interest and forthcoming ability to
exchange data with DOM (via the DE@WEHIN connection).

MSDHprovides administrative oversight for MSIN, the State HIE. Through coordination and
collaboration, MSDH has appointed MIEN as the single gateway for providers to access the
State Immunization Registry which requires that the providers onboard t¢1NiSas te only

way to submit their immunization information. DOM currently does not have access to the
State Immunization Registry data.
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DOM, MSDH and MSIN are continuing to coordinate on plans for additional future
connections with other federal public hehltand welfare programs (Health Resources and
Services Administration, Substance Abuse and Mental Health Services Administration or Indian
Health Services), and will continue to collaborate and coordinate, so as not to create a
duplication in efforts (conntivity, interoperability, etc.)

3.11 Federally Qualified Health Centers /Rural Health Clinics

Mississippihas 21 FQHCsThe FQHCs and RHCs are working together and exchanging health
care informationvia shared systems For exampleat least fourFQHCs are working withe

Delta Health Alliance (DHAYnd sharing data via the5 | | Q& -ba3éd2AdizRripts EHR
implementation

Before the EHR Incentive Payment Program, Delta Health Alliance (a 501C3 Corporation)
received a Beacon Grant to improve theatjty of health in the rural farming counties in
Mississippi. Delta Health Alliance continues to provide support and services to seventeen
counties. Various funding sources are used to improve the quality of life, education and health
care in their couries.

Ryan White Grants (HRSA Funding) provide funding for the treatment of patients with HIV/AIDS.
Various Mississippi FQHCs, RHCs, and FQHC Lookalikes receive Ryan White grants.

None of the above grants are funded through the State of MississippiDél@ Health Alliance
Beacon Grant was reviewed with CMS and it was determined not to impact the Mississippi
Medicaid EHR Incentive Payment Program.

FQHC, RHC, IHS, and FQHC Lookalikes do not receive any funding from the State of Mississippi
outside of the Division of Medicaid fee for service payments. FQHCs, RHCs, and FQHC
[221FEA1SaQ olFlasS NraSa oSNB aSid Ay wnam FyR |
based on the Medicare Economic Index. Rates for -beirs visits and Telemedicine have

been added to the fee for service payments.

3.12 Department | £ $AEAT OA AT A 6AOAOAT 60 ! Al ETE

There are three major military installations in the State of Mississippi: two are Air Force bases
near Columbus and Biloxi and the third is a Navy faciligr Meridian. While the military has
expressed an interest in receiving information aboutlmde treatment of military personnel,

they have been unable to connect to the State to retrieve the information due to severely
restrictive security constraints.

In addition to the two large Veterans hospital facilities in Mississippie in Biloxi and one in
Jackson, the Board of Veterans Affairs is located in Jackson, Mississippi. The DoD and the
Veterans Administration (VA) are currentlsunning the VLEREHR, however, recent
developments have the DoD and VA moviagiay from VLER a different EHR system. At this

time there have been no further activities to integeahe VA and DoD with DOM
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3.13 Indian Health Services

Choctaw Indians are the most prevalentnmiity of the American Indian population in the State

of Mississippi. Members of the Mississippi Indian Tribe receive basic health care through a
community health service. Representatives of the Tribe indicate they are participating with
Indian Health &vices and anticipate connecting to DOM through-MISl in the future.

Presently, the Mississippi Choctaw Reservation has eight communities: Bogue Chitto, Bogue
Homa, Conehatta, Crystal Ridge, Pearl River, Red Water, Tucker, and Standi@yPerel/,
there has been no further progress to integrate or share data with the IHS or tribes.
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This section aligns the current-#sHIT Landscape with the vision of DOM for adoption, promotion, and
enhancement of EHR technology for Medicproviders and for promotion of electroniexchange of
Medicaid clinical datavith DOM This section also describes the goals and objectives and additional
functionality that is planned to promote interoperability, providing the greatest benefit from\ihélS
data and participation in the exchange of data with the-MI8| Medicaid providersand DOM using
the DOMiInteroperability Platform

4.1 Future Vision for Providers

A key component of the Mississippi HIT strateggoistinual meeting and yearly attestion of
EHR Meaningful Use (Stageb8)providersn the Medicaid EHR Incentive Prograifo that end,
DOMwill continue offering a Wekbased system for provider incentive payment attestations.
The MS SLR is a pubdbcing application available over tHaternet where providers supply

registration and attestation data related to the incentive program. The Website can be reached

directly or from a link on the current Mississippi MMIS Envision Web portal and the DOM
Website. The MS SLR, described inhiertdetail in Sectior#.1.1, below, provides an easily
accessible, easy to use system for the providers participating in the MPIP.

DOM will continue providing outreachand trainingto the provider community to enhance
CEHRTupdates and understanding of Stage 3 Meaningful Use through 20Eirther
information on these efforts can be found in Sectiogl8IT Roadmap, of this document.

Table4lshowss ha Qa 321 f a

Table4-1: Total Payment Counts (Actual and Projected)

F2NJ LINEGARSNI [ R2LIGAZ2Y

Payment Countsi Actual (FFY 2011-2017) and Projected (FFY 20182022)

FFY FFY FFY FFY Totals to | Totals to
Provider | FFY2011-20171  FRY 2018 | 5419 | 2020 | 2021 | 2022 | Date Date
Type Adopt Adopt
Certified | MY OF | cariifieq | MU Of | MUOf | MUof | MUof | MU of Adopted MU
otied | Enr | “ZUY) EMR | EMR | EHR | EMR | EHR | Payments| Payments
Hospitals 95 186 0 0 0 0 0 0 95 186
Physicians | 1835 | 2983 0 1200 | 1300 | 1300 | 1300 | 1300 1835 2083
Dentists 233 32 0 30 33 36 40 44 233 32
Nurse
Ir 1167 | 1374 0 450 | 495 | 550 | 550 | 550 1167 1374
Practitioners
Certified Nurse |, 31 0 7 7 7 7 7 14 31
Midwives

Page48

I Y R




Updated

!A ﬁsﬁsﬁpiggof B State MedicaidHealth Information Technology November 32017

Planning Document

Pediatricians
(Reduced 6 23 0 10 10 10 10 10 6 23
Payment)
FQHC / RHC 5 20 0 5 5 5 5 5 5 20
PA
Optometrists 8 49 0 7 7 7 7 7 8 49
TOTAL 3363 4,698 0 1709 1857 1915 1919 1923 3363 4,698

The following table shows the Performance Measures that DOM will use to gauge progress
against thegoals listed above:

Table4-2: Performance Measures for EH/EP and EHR Goals

Performance Measure Method and Data Sources Target

Number of EPs who receive
an EHR Incentive Payment f|
MU by the end of FFY 261

Obtain a report from the MS SLR with t
YydzYo SNJ 2F dzyAljdzS 9t Q
Group, that received at least one EHR Incent
Payment for MU

2,983

Number of EHs who receivel Obtain a reportfrom the MS SLR with th
an EHR Incentive Payment fly dzY 6 SNJ 2 F dzy Aljdz§ 91 Q& 95
MU by the end of FFY 261 EHR Incentive Payment for MU.

4.1.1 Mississippi State Level Registry Application

The core functions of the MS SLR Web application that are currently active in the MS SLR are
categorizel into the following five groups:

T

)l
)l

MS SLR registration and view of CMS Registration & Attestation System data;
Verification of Medicaid eligibility;

Attestation to Meaningful Useunder Modified Stage Zcriteria for ProgramYear 2017
and under Stage &iteria for Program Years 2018, going forward

Review and approval; and

Submission of payments.

The Current MS SLR functionalities are further detailed in Sectidgfrévider Incentive Program
Blueprint.

Conduentcontinued to enhance functionalities within the MS SLR, including three major areas
of development:

)l
1

Appeals; detailed appeals tracking and status reporting;

Auditsc initiation, tracking and reporting of provider audits; and
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1 Recoupments/adjustmentsg creation ofthe payment file (positive or negative)
for total recoupments or payment adjustments.

These functional areawere released in August 2013 Audits andAppeals are processed
through an external system, in accordance with state kwd reported to the Stat Level
Registry and to CMS

Stage 2 changewere incorporated into the MS SLR during 2013 for hospital attestation
beginning October 2013 and eligible professional attestation beginning January 2014. These
changes includgallowing providers to use a afay reporting period, regardless of the stage of
MU, for 2014 only. In addition, Stage 2 changes indudedifications to the Core and Menu
Objectives and the Clinical Quality Measures as required in the Final RJlesisippi
implemented CM$nandated program changes known as the 2014 Flexibility Rule. Under the
2014 Flexibility Rule, eligible professionals were required to meet 17 core objectives, 3 menu
objectives and they would select 9 clinical quality measures (C®bia)a list of 64. Eligible
Hospitals and CAHs were required to meet 17 core objectives, 3 menu objectives, and 16 CQMs
from a list of 29. Participants were allowed to select CEHRT software that was certified at either
the 2014 level, 2011 level or ambination of both certification levels.

The Modified Stage 2 platform was implemented on April 29, 2016 for Program Yearsg2015
2017. All participants were expected to use only CEHRT software that was certified at the 2014
level and were given some alteate measure exclusion opportunities for those that were
expected to demonstrate MU éars 1 and 2) during the 2012016 Program Years. There were

no alternate measure exclusions available during the 2017 Program Year. Modified Stage 2
criteria created aridge between the Previous Stage 1/Stage 2 criteria and the upcoming Stage
3 reporting requirements (beginning January 1, 2018). All participants were giveday #HR
Meaningful Usereporting period for Program Year20152017, in accordance with CMS
regulations. All CQM reporting requirements remain the same as the requirements from
Program Year 2014. Although functionality currently exists in the State Level Registry for
St SOUNRBYAO /va NBLRNIAY3AI y2yS 2 s fandtidnalitlyd & A LILIA ¢
All CQMs were manually entered

The CQMs that DOM has been collecting will be aligned with the CQMs the three Medicaid
Managed Care Organizations (MCOs) are required to report to DOM, from the MCOs day to day
business of managing and ardinating the care for DOM beneficiaries. All three MCOs are
required to report common metrics for Quality to DOM, which will be coordinated with the
other DOM collected Quality metrics. In the DOM Quality Strategy Report (which will be
delivered to CMSater this year), DOM outlines an overQuality Strategy, and includes a
roadmap to monitor and implement quality improvement (while allowing for periodic updates

to strengthen and improve the effectiveness of the program). This DOM Quality Strategy
provides a framework to communicate the State's vision, objectives and monitoring strategies
addressing issues of health care cost, quality and timely acddss.Quality Strategy contains

the following domains: Maternal Health, Child Health, and Dis&ssed Initiatives for
Diabetes, Influenza, Hepatitis, and Hemophilia. As a part of the DOM Quality Strategy, the
F2f{f26Ay3 ljdzk t AGE YSI &adz2NBa gAff 0S Y2yAG2NBR
beginning in 2018 for the 2017 measurement period.
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ADULT GORE SET MEASURES

Primary Care Access and Preventive Care
Cervical Cancer Screening (Ca¥P)

Chlamydia Screening in Women Ages 224 (CHL-AD)

Flu Vaccinations for Adults Ages 18 to 64 (F\VAD)

Screening for Clinical Depression and Followp Plan(CDFAD)

Breast Cancer Screening (BE&D)

Adult Body Mass Index Assessment (ABAD)

Maternal and Perinatal Health

PCO1: Elective Delivery (PC01AD)

PGO03: Antenatal Steroids (PCO3AD)

Contraceptive Carez Postpartum Women Ages 2344 (CCPAD)*

Prenatal and Postpartum Care: Postpartum Care (PFXD)

Care of Acute and Chronic Conditions

Controlling High Blood Pressure (CBfAD)

Comprehensive Diabetes Care: Hemoglobin Alc (HbAlc) Testing (HAAD)

Comprehensive Diabetes Care: Hemoglobin AtidbAlc) Poor Control (>9.0%) (HPEAD)

Diabetes ShortTerm Complications Admission Rate (PQIGAD)

Chronic Obstructive Pulmonary Disease (COPD) or Asthma in Older Adults Admission |
(PQIO5-AD)

Heart Failure Admission Rate (PQIO&\D)

Asthma in YoungerAdults Admission Rate (PQI15AD)

Plan AllFCause Readmissions (PGRD)

HIV Viral Load Suppression (HVAAD)

Annual Monitoring for Patients on Persistent Medications (MPRM\D)

Behavioral Health Care

Y]
QD
2
o1
=



Updated
!A ﬁsﬁsﬁpfﬁ’i’f B State MedicaidHealth Information Technology| November 32017
— Planning Document

Initiation and Engagement of Alcohol and Other DruBependence Treatment (IETAD)

Medical Assistance with Smoking and Tobacco Use Cessation (MED)

Antidepressant Medication Management (AMMAD)

Follow-Up After Hospitalization for Mental lliness: Age 21 and Older (FURAD)

Diabetes Screening for Peopl&Vith Schizophrenia or Bipolar Disorder Who Are Usir
Antipsychotic Medications (SSEAD)

Follow-Up After Emergency Department Visit for Mental lliness or Alcohol and Other Dr
Dependence (FUAAD)*

Diabetes Care for People with Serious Mental lllnessiemoglobin Alc (HbAlc) Poc
Control (>9.0%) (HPCMIAD)*

Use of Opioids at High Dosage in Persons Without Cancer (GAD)

Adherence to Antipsychotics for Individuals with Schizophrenia (SAAD)

Experience of Care

Consumer Assessment of Healthcarf@roviders and Systems (CAHPS®) Health Plan Sun
5.0H, Adult Version (Medicaid) (CPAAD)

CHILD CORE SET MEASURES

Primary Care Access and Preventive Care

Weight Assessment and Counseling for Nutrition and Physical Activity 1
Children/Adolescentsz Body Mass Index Assessment for Children/Adolescents (W&TH)

Chlamydia Screening in Women Ages 80 (CHL-CH)

Childhood Immunization Status (CISCH)

Well-Child Visits in the First 15 Months of Life (W18CH)

Immunizations for Adolescents (IMACH)a

Developmental Screening in the First Three Years of Life (DEH)

Well-Child Visits in the Third, Fourth, Fifth and Sixth Years of Life (W3g@H)

#EEI AOAT AT A 1 AT 1 AOAAT 006 ! AAAsD OI 0O0EI
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Adolescent WeltCare Visit (AWGECH)

Maternal and Perinatal Health

Pediatric Central LineAssociated Bloodstream Infections (CLABSIH)

PCGO02: Cesarean Section (PCO2H)

Audiological Evaluation No Later Than 3 Months of Age (AUCH)

Live Births Weighing Less Than 2,500 Grams (LBYWH)

Contraceptive Carez Postpartum Women Ages 1520 (CCPCH)*

Frequency of Ongoing Prenatal Care (FRTH)

Prenatal and Postpartum Care: Timeliness of Prenatal Care (RE8)

Care of Acute and Chronic Conditions

Ambulatory Care: Emergency Department (EDYisits (AMB-CH)

Medication Management for People with Asthma (MMAH)

Behavioral Health Care

Follow-Up Care for Children Prescribed AttentiorDeficit/Hyperactivity Disorder (ADHD)

Medication (ADD-CH)

Follow-Up After Hospitalization for Mental lliness:Ages 20 (FUHCH)

Child and Adolescent Major Depressive Disorder: Suicide Risk Assessment (SRS

Use of FirstLine Psychosocial Care for Children and Adolescents on Antipsychotics (A

CH)*

Use of Multiple Concurrent Antipsychotics in Children anéddolescents (APECH)

Dental and Oral Health Services

Dental Sealants for 89 YearOld Children at Elevated Caries Risk (SEATH)

Percentage of Eligibles Who Received Preventive Dental Services (PDENA)

Experience of Care

(CAHPS®) Health Plan Surve$.0H z Child Version Including Medicaid and Children wit

Chronic Conditions Supplemental Items (CRCH)
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The M5SState Level Registry withplementthe Stage 3 requiremerset for Program Year 2017
reporting for those EPs that hawwiccessfullyjupgraded their CEHRSoftware to the 2015
certification level. Full Stage 3 Implementation is expected to be available for all providers (EP
and EH) that remain in the EHR Incentive Program fiogrBm Year 2018, going forward. All
participants will hae a 96day EHR Meaningful Use reporting period for Program Year 2018, in
accordance with CMS regulation®2rogram Year Attestation Submission windows will open
each year in January and will close each year on the last day of April. This more cliasedy fol
the Medicare or MIPS attestation season and allows additional time for state staff to work with
the increased number of Medicaid attesters in Mississippi.

4.2 Future MES Capabilities

The Stateof Mississippicompleted final contract negotiations toprocure a new solution
referred to as the Mississippi Medicaid Enterprise System (MEBclude a stateof-the-art
MMIS including pharmacy claims processind)®S / DW solutioand Fiscal Agent services to
meet the business needs of DOMs a result of reag CMS directives for modular solutions,
DOMand the awardedvendorg A f £ S @I f dzI dofitionisktsSfor @rSiyigetdhiiation
that will meet the new CMS requirements by defining components of the proposed solution that
will be modularized during impheentation or that canfacilitate future modular procurements.
The ambition is to preserve as much of the procurement effordate possible to upgrade the
DOM core systems and services while accommodating the new CMS modularity requirements
and respectig state and federal procurement guidelind3ue to limited state resources, a four
year implementation is stiplannedfor the new system and services but a phased appraeith

be usedwhere possible.

It is the goal of DOM MES procurement to:
1 Improvecommunication and administration of the Medicaid Program;
1 Provide timely and accurate adjudication of Medicaid claims;

91 Increase data storage and improve data retrieval and reporting capabilities for
Medicaid and the CHIP;

1 Replace proprietary systems (e.gclearinghouse and DSS/DW) with more
technologically advanced and less costly products, which will result in more
efficient operation of the Medicaid Program;

1 Meet the requirements of MITA3.0 standards, such as Service Oriented
Architecture (SOA) usingnterprise Service Bus (ESB) infrastructure; and

1 Allow for interface with the DOM Interoperability Platform.

The State request for proposals (RF®Hesigned to move DOM forward in its vision of a
Medicaid Enterprise that:
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Meets CMS certification requiremts;
Is aligned with the current MITA framework and future MITA frameworks

Is aligned with CMS Enhanced Funding Requirements: Seven Conditions and
Standard$

1 Implements all MITA business processes with the maximum business capability
level possible; identifying any business processes that are at Level 1 or Level 2
and moving progressively to Level 3 or higher;

1 Provides support for an open, flexible, and cost effective Medicaid Enterprise
architecture;

1 Utilizes an ESB for interfaces, including to ti@MDInteroperability Platform,
the MMEDS and/or new eligibility system, MS SDRM CLR and associated
clinical systemsand other associated systems and environments, SOA, and Web
services technology to allow for disparate system communication;

1 Implementsthe latest technology standards- International Classification of
Diseases (ICDO), NCCI edits, Health Level Seven (Hlidcluding offering
increased support for the HLGCDA, HIPAA version 5010 transactions,
including the HIPAA 278 transaction, athe National Council for Prescription
Drug Programs (NCPDP) Version 3.0 pharmacy claims;

1 Uses a rulebased engine for ease of definition and update of eligibility and
operational rules processing;

1 Presents a browsdrased Medicaid Enterprise system fornimal desktop
footprint, ease of application update, and ubiquitous access for all users;

1 Provides interface to the SLR, including support for the current and future SLR
implementations;

1 Provides an interface to the remediatddMEDS eligibility system. h& new
MMISwill require a future interface to a new eligibility systemnen MMEDS is
re-procured and

1 Provides architecture for future interface to the DOM Interoperability Platform
with the support of both clinical and administrative transactions wittMDO
trading partners, including MBIN.

I MITA Framework 3.0 was released in 2012 and includes final policies on everything but eligibility and enrollment.
Enhanced funding requirementsSeven Conditions and Standards will be incorporated into MITA 3.0.

2 CMS has issued new standards and ciionk that must be met by the states in order for Medicaid technology
investments (including traditional claims processing systems, as well as eligibility systems) to be eligible for the
enhanced match funding, details can be found on the document Medita&lipplement (MIT$1-01-v1.0),
https://www.cms.gov/Medicaidinformation-TechnologyMIT/downloads/Enhance#fundingRequirementSeven
Conditionsand-Standards.pdf
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4.3 Future Vision for DOM Ginical Data Interoperability Program
(CDIP)

As described in the As, DOM has implemented the DOM MCI and DOM Interoperability
Platform, as core subprojects in the DOM Clinical Data InteroggyaBrogram (CDIP).DOM
intends to support theMSHIN subprojects, as well asteroperable exchange oMedicaid
clinical data with DOM Medicaid providers, Medicaid trading partners, and Medicaid
stakeholders, while improving care for Medicaid benafieis.

The DOM Strategy andsibn is an ecosystem of connected, interoperable Medicaid Providers,
Medicaid trading partners and Medicaid stakeholders in the State of MissisSij.
expectation of DOM is to fully align with the SMHP and IAPD, as well as fedesalatléd
health reform(s), including CMS Medicaid Information Technology Architecture (MITA) missions,
goals and objectives.

The DOM CDIP includes the infrastructure ands@enel for DOM to support the statefdur

goalsin the Executive Summary section of this documémtluding the aggregation of Medicaid
clinical data from Medicaid providers, DOM utilization of the aggregated Medicaid clinical data
for Agency goals angrograms, DOM offered tools and interfaces to allow for the sharing of the
aggregated Medicaid clinical data with provider clinical systems (EHRs, LIS, and other clinical
systems) and current clinical workflows, and promoting and supporting the adoptiQEBRT

and HIT/HIE technologies by Medicaid providers.

There are several benefits from the aggregation of Medicaid provider clinical data by DOM,
including but not limited to:

1 Medicaid beneficiary care coordination and improved care management;

1 Agency gos and programs, such as Medicaid clinical data analytics and Medicaid
clinical data population management; and

1 Aggregated and ufp-date Medicaid beneficiary clinical summary documents, clinical
reports, clinical data, and decisionaking available in rédime and integrated directly
into the provider EHRs and clinical system for -teaé provider utilization in a care
setting.

The Clinical Data Interoperability Project consists of three subprojects, as detailed in-the As
section of thisdocument. Thse threesubprojects two existing and one a future subproject,
each could have upgrades, maodifications, enhancements, and integrations as part ofee To
environment, as described below.

1 ToBe Subproject 1, Mississippi Health Information Network (M8N) ¢ This
AYGSANY GA2Yy adzo LINP2SO0G gAff &adzlll2NI aSRAOI A
and MSHIN. While not currentlymplementedat this date, his subproject will establish
connectivity between DOM and M3IN to allow for Medicaid clinical daéxchange, as
gStt a LRISYydGArtte FrOAtAGFEGS 5haQa O02yyS
stakeholders. A primary usmse for the M&IN subproject is to support the flow of
clinical data from M$ Lb Q& aSRAOI AR LINE @A RIGNIOM fio2 5hax
populate the existing DOM Clinical Data Repository (CDR) with clinical data on Medicaid
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beneficiaries. This Medicaid clinical data, typically in Health {7eyell-7) format,
includes the Consolidated Clinical Document Architectur€@) dogment. The MS
HIN subproject will be interoperable with the other two subprojects.

The MSHIN TeBe environmentequired to achieve interoperability with DOMcludes
several future (Tde) components, interfaces, and integration, including

0 A future MSHIN Master Patient Index (MPI) that will be harmonized to the
DOM (existing) MPI,

o Afuture MSHIN Enterprise Service Bus (ESB) that will be connected to the DOM
(existing) Interoperability Platform to support-8irectional clinical data query
and exchange;

o Future ntegration between the existing MSIN eHealth Exchange Gateway
(Sequoia Project) and the DOM existing eHealth Exchange Gateway (Sequoia
Project) for connectivity to external stakeholders;

o Future onnectivity, integration and testingservices beveen DOM and MS
HIN.

9 ExistingSubproject 2, Medicaid Clinicdhfrastructure (MCIl)- DOM has an existing,
functional MCI with core clinical components of a Clinical Data Repository (CDR), Master
Patient Index (MPI), Medicaid Provider Portal, Medicaid Analytics, and Medicaid
Provider Clinical Integrations (EHR Interfaces), as explairdetail in theAsls section
of this document. The existing MCI has been integrated with the existing DOM
Interoperability Platform, and currently supports -directional clinical data from
providers via the DOM Interoperability Platform. The MCI subprojedt be
interoperable with the other two subprojects.

The MCI Tde Environment includes additional Clinical Integrati@ms] harmonization
of systems with other State Agencies, including:

o Future alditional Clinical Data Integrations, to support clinidata exchange
between DOM and Medicaid providers, Payers, and State Agencies;

0 Future rarmonization between DOM systems and other State Agency systems
to allow for data exchange;

o Future onnectivity and integration services.

1 ExistingSubproject 3, Interopeability Platform ¢ DOM has procured and implemented
an Interoperability Platform from the vendor DXk&chnology(formerly known as
Hewlett Packard Enterprise Services, or HPE) as a single point of connectivity. The DOM
Interoperability Platform is a SG#ased, SaaS module, allowing interoperability
between DOM components such as the existing MMIS and the future MES, the
modernized Eligibility system, the DOM MCI and Clinical Integrations with Medicaid
providers, other DOM internal systems and servicesyalt as external DOM trading
partners (such as MBIN, other State Agencies, etc.).The DOM Interoperability Platform
has been integrated with the DOM MCI as well as the Clinical Integrations, and will
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support a future integration with M&IIN. The DOM Inteperability Platform is a

modular service director that assists DOM in connecting all of the modular components

2F (GKS AYyGSNyrf 5ha SO2aeaidSyvysx lFa ¢Sttt I &
Interoperability Platform ism1 S&@ O2Y LRy Sy i Afgf SGAh ma@darityg G NJ G S -
COTS, and MITA 3.0 compliance. The two major components of the Interoperability
Platform include an Enterprise Service Bus (ESB) and a eHealth Exchange Gateway. The
DOM Interoperability Platform subproject will be interoperable withe tbther two

subprojects.

The MCI Tde Environment includes connectivity to additional trading partners,
including providers, payers, State Agencies, and other stakeholders, in coordination with
the ToBe environment as outlined in the M8BN and MCI TF8e sections.

4.4 Future Alignment with MITA

As noted in Section 4.2 above, the State of Mississippi is currently in the process of procuring an
MESto upgrade the systems anservicesthat meet the business needs of the DOMhe
ultimate goal is todefinean Enterprise Architecturencompasmg all Medicaid systemfor the

State of Mississippi that aligns to and advances increasingly in MITA maturity for business,
architecture, and data and that includes MITAO standards, such as SOA using ESB
infrastructure

The new MES will interface with the DOM Bl allow for data interoperability between the
MES andhe CDP subprojects such as the MPI and CDHRhis interoperability between the
clinical and administrative systems will allow DOM to advance towdtd# 3.0, and specifically
the care coordination components of MITA 3.0

The MITAenabling guidelines, processes, and tools provide a framework for the continuous
improvement of service delivery and business processes based on efficient technology
utilization. TheMITAframeworkdepicts this evolution as a progression of maturity levels that

reflect DOMQ& | oAfAGEe G2 SESOdziS odzaAySaa Fdzy OlAz2y
environment. DOM will usthe MITAframeworkas a tool to assist in the stratiegapplication

of technology and enhancements that provide value and contribute to a continuous
AYLINREGSYSYyild Ay (GKS aSRAOFAR LINPINIYQa YI GdzNR (&

The selectedVIESvendor will employ SOA to take advantage afystem componentseuse
across business functionas services. SOA is an approach to loosely couplestpcol
independent, standardbased distributed computing where software resources expose their
functionality as services and are available on the netwo80OA requires the use of business
services inaddition to technical services.The business services support business functions
within the MESand map all applicable MITA business processes within the MITA Business
Process Modl, unless they are Mississipgpecific business processe&ach businesservice

must meet the MITA definition of a business servitbe SOA architecture must also enable the
agency business units to build business applications quickly and efficiently in the future by
reusing resident SOA infrastructure and application sereomponents.

CMS requires a MITA roadmap that delineates how the proposed system enhancements for
St AFAOATAGE YR SyYyNRffYSyd FdzyOilAazya sAtf TFAl
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NEBIljdZA NBYSy G éAtft | fAIy [ a(ingto$nBke)dérsurabieipoyréss (i 2
in implementing their MITA roadmaps.

DOM has completedremediation of the eligibility system under amendment to the existing
contract with the current fiscal agentbOM has retired thtMEDS andMEDSX systeswith a
new ruks based system, Mednized MEDS(MMEDS) that determines MAGI based eligibility.
DOM isnow developing a rules based system that will combine MAGI andNi@| eligibility
determinations into one systemThis system will be integrated to use the Fed®ata Services
Hub for needed verifications and referrals.

5 h a @admap will be aligned with MITA maturity target levels as follows:

1 Asls:

0 State Medicaid Agency compligsth State regulations to maintain an
adequate Provider network and pay claims promptly to encourage
Provider participation and ensure access to gare

0 Many steps require manual interventipn
o Data Content is nonstandardnd

0 Appropriateness of care is assessed retrospectively
1 Target MITA Maturity Leve®& 4 (5 years):

0 State Medicaid Agencyordinates with other payers to offer orgtop
shop entry points to applicants for service aptbvider enrollment,
provider reimbursement, and coordination of benefits

o Patients make personal healthcare decisions;

o State Medicaid Agency accommodates cultural, linguistic, and health
needs;

0 Clinical and Administrative systems (MES and DON®) Géroperate
and share data for improved, and where possilaletomated decision
making for improved care coordination;

0 State Medicaid Agency uses national standards for data content and
exchange; and

o Coordination and collaboration across healthcare programs intrastate
contributes to improved outcomes.

The SOAvill feature:

1 Technology Independence The service componentsiill be invoked from
multiple platforms and utilize standard protocols.

9 StandardsBased Interoperability The systemwill support multiple industry
standards, including, at a minimum: HXML, Extensible Stylesheet Language
Transformation (XSLTWeb Servicetnteroperability (WS); WSDLSOAP1.1 or
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2.0; Universal DescriptignDiscovery and Integation (UDDI); Web Services
(WS)BPEL Representational State TransfdREST) (in place of SOAP); and
WSMessage Transmission Optimization Mechanism (MTOM) Policy.

9 Life Cycle Independencdach service componentill operate in a separate life
cycle.

1 Loose Coupling Service componentswiill be defined independently, with the
interface components bridging the gap between components. For example, the
Service Consuer Component specification must be defined independent of the
Service Provider Componenthe alignment of the two specifications is defined
in the interface component.

Invocablelnterfaces The Service interfacesill be invoked locally or remotely.

Gommunication Protocol A Servicewill be invoked by multiple protocols. The
choice of protocol must not restrict the behavior of the service. Binding to a
specificprotocol will take place at rutime/deploymenttime, and not at the
design or developmdrtime.

9 FElexibility The selected vendorwill focus on the business processes that
comprise the systems, with the following in mind:

Ability to adapt appliations to changing technologies;

Easily integrat@applications with other systems;

o O O

Leverage exigtig investments in desired legacy applicatiozasd
0 Quickly and easily create a business process from existing services

1 Metadata Management SOA commonly provides application and data
integration via an abstraction layer. Given the requirements of interability
and independence, the proper use and management of metadata is extremely
important to the effective operation of the SOA will also allow for:

0 Separation of the data and structures and convert them to a data layer
within the SOA architecture

o Development of a Common Data Model and Metadata using the MITA
HL7 methodologyand

o ! OKAS@SYSyild 2F GKS {n! f22aSte O2dzJ S¥
approach, by separating the data layer from the application layer to
more effectively and easily manage tlata without changing the
application code. This will create the desired more loosely coupled SOA
environment and enable the business to accelerate any system changes
required in the future.

1 ESB TheMESwill include an ESB for dateansport, messagingqueuing, and
transformation. The ESB is a service layer that provides the capability for
services to interoperate and to be invoked as a chain of simple services that
perform a more complex entb-end process. The service layer is designed to
handle bah normal conditions and respond to failures and adapt to changes.
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1 MITA Alignment The MESwill be aligned with MITA. This includes, but is not
limited to:

0 Map of business processes to MITA business processes

0 Alignment of proposed business processeghite MITA maturity level
and capabilities

0 Use of MITA standard interface definitions (expressed in WSDL) and
messages (expressed as an XML/schema) for all services

0 Use of the MITA/HL7 methodology for defining the information model
and messagesnd

o0 Adherence to the MITA governance process for newlyealeped
interfaces and messages.

Because DOM and the MS Department of Human Services (MDHS) have a great deal of overlap
in the communities they serve, they have long shared a-jasibn to improve collabot#on and
introduce technology and programmatic solutions to improve client services. Working together,
the agencies exploremnproved interoperability and integration in technology, business process
and workflows, case management, privacy, security, dicalpusiness intelligence and proper
governance across health and human services systems to support integrated and coordinated
services As a result of the planning effort, DOM and MDHS have jointly launched a new phase
of eligibility and enroliment enh@ement, the ldalth and Human Services Transformation

t N22S 00 2 Nedéral fufding ®0®¥IHSTHs not within the HIT IAPD, but has been
approvedby CMS an@ood and Nutrition Services (FN&an Eligibility and Enroliment IAPD.

DOM isdeveloping a RFP tgrocure services to perform a revised State Sedsessment (S5)
using the new MITA 3.0 guidelinesDOM will update this section, as appropriate, an
subsequent SMHPU.

4.5 Future Broadband Initiatives

As described in Section7, Current Broadband Initiatives, Mississippi has received funding to
expand statewide broadband services. Utilizing these funding sources, MBCC continues to move
towards implementing broadband expansion using the strategies outlined in theirtéong

SNy 0SIAO0 LI IYyS dal LAY aArdardaaArlIIAQa S5AIAGEE
launched the Extension Broadband Education and Adoption TeaBiAd), which deployed

Regional Coordinators throughout Mississippi to work with elected officialsindsses,

educators and community leaders on developing tools to increase digital literacy and increase
broadband adoption. For example;BEAT is currently working on developing a map of
broadband availability for inclusion in a comprehensive plan aimednaving Mississippi

towards greater access.

In addition to the ARRA broadband funding for expansion of broadband services, the State of
Mississippi continues to participatein broadband connectivity expansion specifically for
telehealth initiatives throup the Federal Communications CommissidfC( funding of the
University of Mississippi Medical Center (UMMC). UMMC atsmived a United States
Department of Health and Human ServigediSHealth Resources and Services Administration
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(HRSA), Office fdhe Advancement of Telehealth (OAT) grant for a telemedicine project in the
Delta.

The State of Mississippi Health IT Committee Recommendations for Broadband include:

1. Partnership of the Mississippi Broadband Connection Coalition with thédINS
Boardto coordinate growth and identify regulatory barriers to health IT adoption.
An outcome of this partnership may be to form a sustainable pyirlicate
partnership with MSHIN to support policy development in the field. This
partnership could document Mida A daALJIIAQa SFF2NIa Ay 91 wax
Telemedicine, and Medical Record Imaging. An additional function could be to
identify regulatory obstacles that may be inhibiting expansion of Health IT.

2. Attention to privacy and security concerns, irtdilg establishing a NPI system for all
participants. The Health Information Technology Policy Committee (HITPC) report
can serve as a guide for establishing Health IT growth policy at the state level.

3. Identification of a dedicated spectrum for medid@amaging. High costs are associated
to medical imaging from the limited supply of spectrum, however, the medical cost
savings that could be realized through utilization of this technology in clinical and
preventative practices makes the effort to find gpeim important. Once spectrum
is found and financed, it could be dedicated to use by hospitals or rural physicians,
and managed centrally.

4. Map availability of broadband to hospitals and rural physician groups. Hospitals
should be at the top of thadt for access to high speed Internet. To accomplish this,
existing advocacy groups should unite to prioritize needs for a State Level Rural
Health Care application. The first step should be to map the availability of
ONBIROoFYR G2 GKS {dGlFrGdSQa K2alLhdalfao

5. Provision of Health Helated digital literary courses at rural hospitals by Mississippi
State University Extension Service eBEAT Team. National and state research
suggests that geographic location is closely correlated with adoption rates. The
chdlenge is how to introduce citizens who may already be marginalized from
broadband usage to the concept of receiving healthcare from the Internet.

Per the 2017 Environmental Scan, Provider access to Broadband is not an issue,
however, DOM will continue tanonitor Broadband access and connectivity issues
via the DOM outreach personnel and other DOM Prowidemg personnel.

4.6 Future Vision for Medicare and Federally -Funded,
State-Based Programs

4.6.1 Medicare
As Medicare and CMS are migrating towauntitizing standards such as the eHealth Exchange

network (Sequoig)it is essential forMississippi to havehe potential for eHealth Exchange
connectivity with Medicare and CMS. Therefore, DOMQ &xisting Interoperability Platform
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supports a variety of gamunication and interoperability standards and protocols, including
eHealth Exchang® enablethe potential forconnectivity withCMSMedicard CMS Agencieor
both clinical and administrative transactionBOMplans to utilize thdnteroperability Platiorm

to facilitate connectivity through M8IIN as the preferred connectivity methodology, and then
by the MSHINeHealth Exchang&ateway to CMS. Coordination and planning withtHIS is
ongoing to ensure a neduplication of efforts as described in th€o-Be CDIP section

4.6.2 CDCCoordination

A nationalinitiative of CDC is tdacilitate real time, interoperable data exchange between
organizations for the promotion of collaboration and rapid dissemination of critical information
in the organizations ass@ted with public health.The integration and alignmermtf DOM with

the State of Mississippiincludng Public Health for Public Health relatedeporting and
surveillance to the CDiS important to improving health care outcomes for all Mississippians.
DOM will consider implementing the GIPSE profile and otherl§2B€d reporting formats for
interoperable data exchange with C&ing connectivity to MEBIIN andeHealth Exchange
including clinical and required (immunizations, syndromic surveillance, rejgorting. DOM s
working with MSDH and MBIN to collaborate on standardsmsed connectivity and
interoperability to facilitate reporting to MSDH and to further assist MSDH in reporting to the
CDC, including using such standards as GIPStHaatth Extcange

4.6.3 CMS/ASPE Coordination

Integration with CMS will enable electronic quality reportinga the eHealth Exchange
connection as ordered by théRRA Based on the recommendation of ONC, DOM is migrating
toward utilizing Federal Health ArchitectureFHA standardsvia the DOM Interoperability
Platformto coordinate with Medicare and federally fundddter/intra-state based programs as
they become compliant with FHA standards. By implementing and integrating standards,
profiles, and interoperable infrasicture/technologies (including IHEealthcare Information
Technology Standards PandlTSE andeHealth Exchanggtandards, profiles, and technologies
through the DOM Interoperability PlatfornDOM will drive towards and migrate upwards to the
higher evels of MITA and MITA compliances well as administrative simplificationDOM
intends to report any required quality data to CM&ich as QRDAvia coordination and
connectivitywith the statewide HIEMSHIN). Accordingly, DOMas implemented and pie to
continueto incorporate standards, profiles, and interoperable infrastructsueh as IHE, HITSP
andeHealth Exchange

4.6.4 HRSACoordination

HRSA is thprimary federal agency for improving accessh&alth careservicesor low income

and uninsured iniduals. TheCFHG\ 'y . Af 2EA NBOSAGSR | 1 w{! 3INI)
Mississippi together for the exchange ldalth caredata These FQHCs have been connected

together via an Allscripts clodshsed EHRTo date, the CFHC has not received any additional

HIT grants.Lessons learned in theFHGtudy can be used to encourage EHR adoption in other
Mississippi FQHCsDOM, viaconnectivity tothe Delta Health Alliance (DHA) Allscripts EHR
integration will suport connectivity and clinical data interoperability forGDA clinical data
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exchange with multiple FQHCs, as described inM# Asdls Section(EHR Integrations) as well
as the Ads FQHC Coordination Section of this document

4.7 Future Vision for the Statewide Health Information Exchange

DOM is planning tesupport bidirectional clinical data exchange with NHEN, the State of

Mississippi HIEas outlined in the M&IIN subprojectin the TeBe Section of this documens

a part of the overall CDIPDOMhas implementedhe DOM Interoperability Platform as a single
connectivity methodologyo allow for MSHIN connectivityto support bidirectional Medicaid
specificclinical data exchangeThe DOM Interoperability Platform will provide connectivity and
interoperability between the internal DOM systems and serviggh as thedOM MC), and

provide a standardbasedDOM eHealth Exchange®® MSHIN eHealth Exchangeonnection.

This single connection to MAN will help FI OAf A4l GS 5haQa Qfdgy SOLGAD
agencies, stakeholders, other States, other HIEs, and Federal Agencies.

DOM has identified several use cases that the DOM tdHiN&connectivity model can support
with ToBe infrastructure as outlined in the MEN TeBe Subproject section of thi®dument
including:

1 Medicaid BeneficianADT Feed interoperability with M3IN to supporharmonization
between theexistingDOM Master Patient Index (MPI) and theBeMSHIN MP}

1 Medicaid Beneficiarylimical data exchange with M3IN and M8HINconnected
Medicaidproviders in the form of MedicaidGCDA patient summary document (XML
format) utilizing the MSHIN TeBe ESB and the existing DOM Interoperability Platform

4.7.1 DOM Agency-wide Enterprise Master Patient Index ( eMPI)

DOM is planningo deploy an Agencyide (Source of Truth) Enterprise Master Patient Index
(eMPI)for Master Data Management (MDM9 provide patient matching and coordination of

patient records and clinical data throughout DOM and across the DOM infrastructure, including

for connectivity and interoperability withexternal stakeholders, State Agencies, ai8-HIN.

TheDOM CR and the future MES witachutilize their ownexisting,specific matching system

for Medicaid Beneficiary matchirtgased upon their specific rules armpic, as well aglentity

management Therefore,iic Aa ONAGAOFf G2 KIF@S | &aAay3atSsI YI 3
for DOM beneficiariesvia an Enterpee Master Patient Index(eMPI) for Master Data
Management(MDM)to support systems and progms without an MPI as well as to coordinate

identities between the CDIP and MES MPIs,aardss the Medicaid Agency

The DOM eMPI will allow for a limitation of duplicate beneficiary records, duplicate beneficiary
clinical data and administrative data, érallow for more structure in the organization and
storage of beneficiary data across the DOM infrastructure (including multiple clinical and
administrative systems). Systems that would interface and utilize the DOM eMPI include the
new MES, th®OM CIR, and other various services and systems.
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4.7.2 MSHIN Governance

The structure foiMSHINis set forth inMiss CodeAnn 8841-1191, et seq, entitled Health
Information Technologyct, included as Appendix FThegoverningbody is theMSHINBoard
of Directors. The Boarf Directors wasppointedat the end of Septembe2010and the first
meeting was held on October 20, 2010 The figure below shows the overall structure for MS
HIN.

Blue Cross
Blue Shield

University MS Primary
Medical Canter Healthcare Assoc.

WS Uepe of
Delta Health Information M3 Division M3 Dept. of

Alliance Technology af Medicaid Mental Health
Services

MS State Dept. Information Quality
Of Health Hospital Healthcare
Representative [MSCHIE)

MS State MS State
Dept. of Health Medical Assoc,

* MS-HIN BoarT of Directors

ME-HIN
Executive Director

MS-HIN Board
[Contracts / Projects Committees

Figurel45: MS-HIN OrganizatiorStructure

The MSHINBoardof Directors adopted the fiowing statement to describe its vision ftive HIE
in Mississippi.

GThe trusted source for secure, quality healthcare informatignanywhere,
anytime ¢ for a healthier Mississippb €

In addition, theBoardadoptedthe following mission statement fddIEin Mississippi.

GTo provide sustainable, trusted exchange of health information to improve
the quality, safety, and efficiency ofhef § KOF NBE F2NJ [ € f aAaairaaill

The MSHIN Board ofDirectors maintaia oversight responsibility for all HIE activities in the
State of MississippiMSHIN has a broad representation of stakeholdeXOM is a member of

the MSHIN Board of Directorand will work in partnership with the MEIIN, providing
leadership, as appropriate, to assure that Medicaid beneficiaries are best represented and
served by the M&IIN. In addition,Mississippi ITStaff members worldirectly with the MSHIN

and are specifically chartered to ensurattMSHIN is compliant wit the State ofMississip2 a
laws and policies.

DOM will work closely with MBIN to ensure that each system supports broatindards R i
0l &SR AYUSNRLISNIOGfS SY@ANRYYSyGa G2 YFEAYAT S
this standardsbased foundatiorallows DOM the greatest flexibility moving forward.
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Policy developmentincluding providing advice and counssla function of the M&lIN Board

of Directors. The MSHIN requires a majority of the total membership to approve all policy
decisions. MSHINmay form special advisory groups on asneededbasis to address specific
issues of importance.

The State HIT Coordinator is not a member of theHWI$ Board, but coordinates the M8N
Board meetings and acts as a liaison between ONC and thElINI®ard. The State HIT
Coordinatoralso works closely with the senior staff BOMto coordinate activities across a
wide range of issues.

4.8 Future Vision for the Public Health Initiatives

DOMis planning toutilize the DOM Interoperability Platform to connettd the MSDH, via a
connection to MSHIN, for such use cases as:

91 Bidirectional Medicaidimmunization data exchange between the MSDH MIIX
andDOM

1 Medicaid almissions, discharge, transfer (ADT) Feeds from M8dailable)
to DOM

1 Interoperability withthe MSDH Patient Centered Medical HoiflRCMH) and
other such MSDH Programs

4.9 Future Vision for Federally Qualified Health Centers /Rural
Health Clinics

FQHCs and RHCs are already working together and exchanging health care information.
project connectingl4 of 21 FQHCs is already in place. The CFHC in Biloxi, Misk&sippi
connected all 21ocations via an Allscripts clotmhsed EHR

The Delta Health Alliance in Greenville, Missisgipgived a Beacon Community Graahd has
connected all theRHCsni the 18county Delta region of the Statda an Allscripts cloutdased

EHR DOM, via connectivity to the Delta Health Alliance (DHA) Allscripts EHR integration will
support connectivity and clinical data interoperability foitCDA clinical data exchangeth
multiple FQHCs, as described in the MCGIsASection (EHR Integrations) as well as thésAs
FQHC Coordination Section of this documertie goal for this project is to go live by December
2017.

4.10 Future Vision for DoD and VA

There are three major niiéry installations in the State of Mississippi: two are Air Force bases
near Columbus and Biloxi and the third is a Navy facility near Meridian. While the military has
expressed an interest in receiving information aboutlmde treatment of military grsonnel,

they have been unable to connect to the State to retrieve the information due to severely
restrictive security constraints.
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In addition to the two large Veterans hospital facilities in Mississippie in Biloxi and one in
Jackson, the Board ¥eterans Affairs is located in Jackson, Mississippi.

The DoD and the Veterans Administration (VA) are currentiyningthe VLEREHR, however,

recent developments have the DoD and VA moving away from VLER to a different EHR system.
The DoDand the VA are currently usingthe VLERhowever, they may be migrating # new,
commerciaEHR VLERNdmany commercial EHR®th supportfuture connections taMSHIN

and subsequently DOM, vihe eHealth ExchangeBy connecting to the VA and DdDOM can
exchange clinical data and documents with the VA and DoD and coordinate care for the active
duty military personnel or veterans, if need be. DOM will continue to examine DoD and VA use
cases and coordination of clinical data and care coordinatio

4.11 Future Vision for Indian Health Services

Choctaw Indians are the most prevalent minority of the American Indian populatidwe iState

of Mississippi. Members of the Mississippi Indian Tribe receive basic headtle through a

community health servie Representatives of thé&ribe indicate they are participating with
Indian Health Servicesand can connectto DOM through MSHIN, via the DOM to MBIN

eHealth Exchangeonnectivity Therefore, the exchange of healtdare infomation can be
accomplishedthrough MSHIN andby connecting with Indian Health Servicesing secure
protocols and standards.
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5 Provider Incentive Program Blueprint
5.1 Introduction

5.1.1 Overview

The Medicaid EHRcentiveProgram, defined by théARRAof 2009,was established tgrovide
incentive payments toeligible providersfor their efforts to meaningfully usecertified EHR
technology including adoption, implementation, or upgrade (A/l/UThroughAugust, 2017,
DOM has pai& 207,746,612n incentive payments t8,127 uniqueeligible professionals (EPS)
and98eligible hospitals (EHs) for attesting to A/lI/U or Meaningful Use (MU).

This Provider Incentive Program Blueprint (Bluepridgscribes the highevel requirements,

process flows, and technical requirements of Messisippi Provider Incentive Program (MPIP)

to interface with theCMS Registration & Attestation Systémenableprovidersto register for

Medicaid incentives, attest to their eligibility requiremerits each year of the prograjrand

allow DOMto pay incentie paymens in2018and subsequent yearsThe software application

supporting the MPIP is th€onduentsolution, currently being offered to multiple states as a
a2FU6INB a I ASNBAOS o{F I {0 az2fdzirAzyo 5haQa
the MPIP leverage resources across the participating states.

DOM has branded th€onduentsolution as the Mississippi State LeRRahistry (MS SLR) to be

specific to the MPIP and DOM policies.

ThisBlueprinthas liberally borrowed from efforts in other $&s and documentation from CMS.

5.1.2 Purpose

The purpose of thiprogramis to capture and traclprovider attestations evaluate eligibility,
and collectinformationin order to make timely incentive payments to qualifyigviders for
A/l/U and MU of certifid EHR technology. The goal of the program is to ensugeright
payment was made to the riglprovider at the right time.

TheMS SLRas interfaced withthe CMS Registration & Attestation System and is configured to
capture and document information regding the following

1 Eligibility history

1 Payment history

1 Audit (implemented in 2013);

1 Appealgimplemented in 2013); and

1 Recoupment and/or Adjustment (implemented in 2013).

DOM utilizes the MS SLR for storing, tracking and reporting on attestation data including all the
information listed above.
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FHgure 16 depicts the high level overview of the necessary componehtee MPIP:

Response Interface (D116)
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Figurel56: Missisgppi Provider Incentive Program Solution
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5.2 Eligibility: Provider Type, Eligibility Period, and Patient
Volume

Providers must meet the eligibility requirements for provider type (EP or EH) and patient volume
to receive EHR Incentive Payments.

5.2.1 EH Eligibility Criteria

EHsmust meetthe followingcriteria forthe EHR Incentive Payment programlease note that
criteria have been updated to reflect changes to eligibility as stated in the CMS Stage 2 Final
Rule (2012).

5.2.1.1 EH Provider Type
To be eligible for the MP| EHs must fall into one of the following hospital types:
9 Acute Care Hospital:
0 TheCCNnhas the last four digits in the series 0002879 and
0 The average length of patient stay is 25 days or fewer;
1 Ciritical Access Hospitg AH)
0 TheCCNnhas the last four digits in the series 1300399 and
0 The average length of patient stay is 25 days or fewer;
T / KAt RNBYyQa |1 2aLAGFEfY o0b2yS Ay aAidairdaailliio
0 ¢KS K2aLAdlrt Aa &aSLI NI GSteet@SNIAFASR |
freestanding or a hospitatithin hospitaland the CCN has the last four
digits in the series 3308399; or

0 The hospital is separately certified, either freestanding or hospital
within a hospital, which predominately treats individuals 21 years of age
or younger and does not have @CN because they do not serve any
Medicare beneficiaries but has been provided an alternative number by
CMS for purposes of enroliment in the Medicaid EHR Incentive Program.

5.2.1.2 EH Eligibility Period
For the purposes of calculating hospital patient volumedthigibility period is defined as:

1 A representative, continuous 9flay, 3month, 6month or full year period from
the preceding fiscal year; or

1 A representative, continuous 9fay period in the 1z2nonth period directly
preceding the attestation date.
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DOMrequires thatthe eligibility period start on the first day of the montio ensure that patient
volume dataselfreported in the eligibility period selected by theprovider aligns with the
reporting periods of the data available in théMIS Once an elidility period is used for the
purposes of calculating Medicaid patient volume, the same eligibility period may not be used in
subsequent attestation years for the purposes of proving Medicaid patient volume.

5.2.1.3 EH Patient Volume

Acute Care an€CAK must haveat least a 1QercentMedicaid patient volume based dioth

the inpatient and emergency room discharggds KA f RNBYy Qa8 K2aLAldlfa | NB y
minimum Medicaid patient volumeTo calculate Medicaid patient volume, &iHmust divide

total Medicid encounters (numerator) by total patient encounters (denominator) using the

same eligibility period for both numerator and denominator.

For purposes of calculating hospital patient volume, a Medicaid encounter means services
rendered to an individual peinpatient discharge and/or in an emergency department on any
one day where:

1 Medicaid (or a Medicaid demonstration project approved under section 1115 of
the Act) paid for part or all of the service; or

I Medicaid (or a Medicaid demonstration project appeovunder section 1115 of
GKS 1 0G0 LI AR F2NJ It 2 NJ-paymedis, ahdor § KS AYRA ¢
costsharing; or

1 The individual was enrolled in a Medicaid (or a Medicaid demonstration project
approved under section 1115 of the Actggardlessof payment liability, in
accordance with CFR95.306.

As noted above, the optional EHR Hospital Patient Volume Calculator can be found at
http://msehrpip.wordpress.com Also, see Appendix G attached hereto.spitals may use the

EHR Hospital Patient Volume Calculator as a worksheet; however it will no longer be required
for submission with the attestation.

Hospitals are allowed to count a maximum of one encounter per patient per day. Hospitals will
be requred to use their discharges from both the inpatient facility (POS 21) and the emergency
room (POS 23) to determine their patient volumes.

The authorized data source documents (detailed below) are required documentation to be
submitted with EHattestations. Only MS DOM authorized data sources as described below will
be used to calculate the Medicaid share percentage.

9 The authorized data source for the total Inpatient Discharges (POS 21) will be
the annual cost report for the hospital's fiscaay ending in the prior federal
fiscal year.

9 The authorized data source for the total Medicaid Primary Inpatient Discharges
(POS 21) will be the annual cost report for the hospital's fiscal year ending in the
prior federal fiscal year.
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i The authorized dataource for the total Medicaid Secondary Payer Inpatient
Discharges will be the hospital's inpatient accounting/billing system. Only
Medicare and Third party claims with Medicaid as the secondary payer showing
that the individual was enrolled in Medicaidr(a Medicaid demonstration
project approved under section 1115 of the Act) will be used to determine the
Medicaid Secondary Payer Inpatient Discharges, regardless of payment liability
by Medicaid. Summary data supporting each discharge amount will aehsttl
to the hospital's application. Upon request, the hospital may be required to
provide detailed reports including the payer (primary and secondargient
ID, claim number, date, revenaad procedurecodes, and paid amounts.

9 The authorized datacairce for the total Medicaid Primary Payer Emergency
Room Discharges will be the hospital's inpatient accounting/billing system.
Summary data supporting each discharge amount will be attached to the
hospital's application. Each emergency room visit wélldonsidered a single
discharge. Emergency room visits that result in transfer to the inpatient unit for
other than observation will not be included in the emergency room discharges.
Upon request, the hospital may be required to provide detailed reports
including the payer (primary and secondary), patient ID, claim number, date,
revenueand procedurecodes, and paid amounts.

1 The authorized data source for the total Medicaid Secondary Payer Emergency
Room Discharges will be the hospital's emergency roamounting/billing
system. Only Medicare and Third party claims with Medicaid as the secondary
payer showing that the individual was enrolled in Medicaid (or a Medicaid
demonstration project approved under section 1115 of the Act) will be used to
determine the Medicaid Secondary Payer Emergency Room Discharges,
regardless of payment liability by Medicaid. Medicare and Third party claims
will be reported separately. Summary data supporting each discharge amount
will be attached to the hospital's applicatioUpon request, the hospital may be
required to provide detailed reports including the payer (primary and
secondary), patient ID, claim number, date revenue and procedure codes, and
paid amounts. Each emergency room visit will be considered a singleadjech
Emergency room visits that result in transfer to the inpatient unit for other than
observation will not be included in the emergency room discharges.

As noted above, hospitals have the option to complete the EHR Hospital Patient Volume
Calculator. The EHR Hospital Patient Volume Calculatdl no longer be required for a
K2alLIAalrftQa aaGdSadlidAazy odzi YiFreée o6S dzZLJ 2+ R
Fff 20KSNJ Fdzi K2NAT SR RFEGF a2dz2NXOSa Yuyoring o
documentation.

SR GAC
s Fdd

5.2.2 EP Eligibility Criteria
Medicaid ER must meet the followingriteriato be eligible for the MPIP. Please note

that criteria have been updated to reflect changes to eligibility as stated in the CMS
Stage 2 Final Rule (2012).
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5.2.2.1 EP Provider Type

To be eligible for attestation to the MPIP, EPs must be licensedeasf the following:

9 Doctor of Medicine
Doctor of Osteopathy

Doctor of Dental Medicine or Surgery

Nurse Practitioner

1

1

1 Optometrist;
1

1 Certified Nurse MidWife; or
1

Physicianassistant(PA) when working ata Federally Qualified Health Qinic
(FQHCYr Rural Health Qinicthat is so led by #A

ER working in a FQHC or RHC will be determined based on prior year claims fostory
G LINBSR2 YA Y I.0EPewtlE at Bast 50pdréent of their encounters daims) provided
through or in a FQHC or RHC environment will qualify as wodkiniNB R 2 Y In ¥ FQHE foré ¢
RHC. Professionals must also be currently performing services in a FQHC or RHC.

5.2.2.1.1 Physician Assistant Criteria

PAsa® O2y&aARSNBR (G2 06S 9ta AT GUKS t! Aa :
f SR¢ o0& | t! o l'y Cvl/ 2NJwl/ Aa O2yaiRSNB
1 A PAis the primary provider in a clinic (for example, when therepartatime
physician and fultime PA, the PA is the primary provider);

1 A PA s a clinical or medical director at a clinical site of practice; or

1 A PA s an owner of an RHC.

A PA practicing predominately in a FQHC or REl@ligible to use Needy Individupatient
volume. A PA is considered to be practicing predominantly if over 50 percent of his or her total
patient encounters over a period of six months in the most recent calendar year occur at a FQHC
or RHC.

5.2.2.1.2 Pediatricians

Pediatricians must be board ¢#ied or board eligible and must have the appropriate taxonomy
code in the MS SLIRovider Master FileRMB. Pediatricians may qualify for a reduced payment

if they have greater than 20 percent Medicaid patient volume, but less than 30 percent
Medicaidpatient volume. Pediatricians may receive the full incentive payment amount if they
can demonstrate 30 percent Medicaid patient volume in a given program year. Pediatricians
working in an FQHC or RHC that choose to use Needy Individual patient volumbaveisat

least 30 percent Needy Individual patient volume.
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5.2.2.1.3 Hospital Based EPs

Hospital base®ER are determined on theEPs services provided in service code areas 21 and
23. In accordance with the CMS Stage 2 Final Rule (2012), hospital based ER¢ @igible to

attest for individual incentive payments if they can demonstrate that they have funded,
acquired, implemented and maintained certified EHR technology, including supporting hardware
and any interface necessary to meet MU, without reimbursenfesth an EH or CAH.

ER will be deemed to be hospital based if @&rcentor more of total Medicaidencountersare
provided in service code are#0S21 andPOS23. Total Medicaidencountersinclude both
Medicaid and Medicaid Managed Cagzacounters The formula for the computation will be
(Total Medicaicencountersprovided in service code areBO1 andPOX3)/ (TotalMedicaid
encountersfor all areas).

The MS SLR assists DOM in identifyinghmspital based EPs by requiring that EPs atieshé
fact that they do not perform greater than 90 percent of their services in an inpatient or
emergency room setting.

5.2.2.2 EP Eligibility Period

Forall program yearsEPs may use an eligibility period that falls under the following criteria:

1 A90-dayperiod, 3month period, 6month period or a full year perioftom the
preceding calendar year; or

T A 90day period from the 122y i K LISNA2R RANBOGfe& LINBOSI
attestation date.

The length of the period will be identified during attestation in the MR.She numerator and
denominator of theMedicaid patient volumesquation must use the sameligibility period.

Once an eligibility period is used for the purposes of calculating Medicaid patient volume, the
same eligibility period may not be used in saefygent attestation years for the purposes of
proving Medicaid patient volume. .

DOMrequires thatthe eligibility period start on the first day of the montto ensure thatself
reported patient volume data in thesligibility period selected by therovider alignswith the
reporting periods of the data available in tMMIS

5.2.2.3 EP Patient Volume

DOM opted tooffer the Medicaid fee for service (standard) calculation for EP Medicaid patient
volume Patient volume can be aggregated from multiple locationdaies.

EPs must demonstrate at least 30 percent Medicaid patient volume based on Medicaid
encounters and total encounters during a chosen eligibility periokb calculate Medicaid
patient volume, anEP must dividetotal Medicaid encounters (numerator) biptal patient
encounters (denominator) using the same eligibility period for both the numerator and
denominator. An encounter includes concurrent care or transfer of care visits, consultant visits,
or prolonged physician service without direct (face tadp patient contact (telehealth),
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regardless of financial liability. Providers are allowed to count a maximum of one encounter per
recipient per day. No financial obligation is necessary for encounters to be included in Medicaid
patient volume calculatios.

For purposes of calculating patient volume a Medicaid encounter is defined as services rendered
to an individual on any one day where:

1 Medicaid (or a Medicaid demonstration project approved under section 1115 of
the Act) paid for part or all of the sace; or

1 Medicaid (or a Medicaid demonstration project approved under section 1115 of
GKS 1 0G0 LIAR F2NJ I ff 2 NJ-paynmdis, abhdor § KS AYRA(
costsharing; or

9 The individual was enrolled in Medicaid (or a Medicaid demonstration project
approved under section 1115 of the Actigardlessof payment liability, in
accordance with CF&95.306.

The EHR Professional Patient Volume Calculatan be found at Provider Resources
0/ I £ Odzf I (2 NA.Jheré &© nmdlFeisions of $hé BHROProfessional Patient Volume
Calculate, one for EPsising Medicaidoatient volumeonly and the other for EPs practicing in
FQHCsRHCsand IHS Also, see Appendix G attached hereto. A copy ofBRA& Professional
Patient Volume Calculatanay be attached ith the MS SLR applicati@s optonal supporting
documentation.

All providers are required to attach summary reports from their practice management or billing
systems supporting their encounter calculations for their online application. Summary reports
must separate the eligible encoune by the primary and secondary payer. Managed Care

patient encounters must be identifiable in the Medicaid and all payer encounter counts. DOM
will verify that all providers have attached this required documentation with applications

submitted.

Al Medh OF AR Sy O2dzy iSNJ O2dzyiia NB O2YLI NBR G2 GKS
reports (regardless of financial obligation) for verification of encounters claimed on their
application. Both the total and Medicaid primary and secondary encountersveriéed.

Medicaid claim counts are available in the MS MMIS as a secondary source of verification or
Medicaid encounters.

The MS SLR provides for statistical data to be enterefidig and can accept multiple states.

Mississippi Medicaid encounterslitie compared toth® t IQE Rk 2 NJ DNR dzLJQa Of I A Y a
appropriate period of time Out of state claims data will be subject to written verification from

the other state at the option of the DOM audit staff. All applications are subject to both
prepayment and pospayment audits.

5.2.2.3.1 Needy Individual Patient Volume
EPs practicing predominately in a FQHC or RHC may choose to use Needy Individual Patient
volume in lieu of Medicaid patient volume for the purposes of meeting the 30 percent
threshold. Needyndividual patient volume is calculated using the following formula:

((Needy Individual Patieriincounters + Medicaid Encountgi®tal Patient Encounters) x 100 = n%
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To be considered Heedy Individuapatient, apatient mustmeet one of the followingriteria:

1 Receives medical assistance from Medicaid;
T wSOSA@Sa YSRAOIE FaaradlryOS FTNRBY GKS / KAt RN
1 Receives uncompensated care by the Provider; or

1 Receives services at either no cost or reduced cost based on a sliding scale
detertY AY SR o0& (id4aBlityrop®&A OA Rdzl £ Q

5.2.2.3.2 MississippiCan
Because MississippiCan was initiated in 2011, applications can include encounters for Managed
Care patients in the eligible professional encounters. Managed Care Encounters must be
included in the mmerator and denominator during attestation in the MS SLR. Additionally,
encounters for Managed Care patients should be shown on a separate line ifEHiRe
Professional Patient Volume Calculafibincluded in the attestation documentation).

5.2.2.3.3 Group Medicaid Patient Volume
ER may opt touse Group patient volume as proxy for their individual patient volun#n EP
may useGrouppatient volume as a proxy for their own undie followingconditions:

T ¢KS Of AyAO 2NJ 3NER dzLJ apdidpridiei o & Gafeat vdldmeél A Sy i 02
methodology calculation for the EP (for example, if an EP only sees Medicare,
commercial, or selpay patients, this is not an appropriate calculation);

f There is an auditable data source to support the climicgroup practD S Q a
patient volume determination; and

9 Theclinic or grougpractice and EPs decide to use one methodology in each year
(in other words, clinics could not have some of the EPs using their individual
patient volume for patients seen at the clinic, while eth use the clinitevel
data).

The clinic ogrouppractice must use the entirelinic or groud,INI O A OSQa LI GASyld @;
limit it in any way. EPs may attest to patient volume under the individual calculation efitie
or group practicgoroxyin any participation year.

If the EP works in the clin&s well autside the clinic (or with and outside a group practice),
then the clinicor grouppractice level determination includes only those encounters associated
with the clinicor grouppractice

In order to meetthe requirementsto use Group patient volume including the requirement of
an auditable data sourceMississippi will require the clinic or groypactice to include all
servicing providelSclaims regardless of the payer or whether ait they are eligible for the
incentive payment.
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For purposes of calculatirgrouppatient volumefor EPs, the clinic or group should divide

1 The total eligible Medicaid encountefsr all EPs in the clinic or group practice
in the continuous 9@ay peria, 3 month period, 6 month period, or full year
period, in the preceding fiscal yean,

9 The total eligible Medicaid encounters in the clinic or group practice in the
continuous 9@day period in the 12Znonth period directly preceding the
attestation date;by

1 The total encountergor the clinic or group practicéor all servicing providers
not limited in any way for the sanaigibility period.

For Mississippi, &roupwill be defined as having the same NPNand Payee Medicaid IDAIl

individual EPs ad clinics or group practices must be registered with the DOM with a current

license, must be in good standing witMS the DOM, and the State of Mississigpid must

have an NPI and Mississippi Medicaid provider numBeth the individual EP and Group must

have an active status in the DOM PMFy Of dzZRAy 3 | OGA @S f AO0OSyasSaz Iy
an EHR incentive payment which is assigned to the Group duagaffiliation with the Payee

Group in the MMIS

5.3 Provide r Registration and Verification

5.3.1 CMSRegistration & Attestation System Registration

CMS has ownership of all processes concerning registration at the national |&vékief
description is provided hereMore detailed information can be found in the docent entitled
Gl Le¢9/ 1 LydSNFI GShe/ndsf imptdnt aspecOalafirBgistiation process
for the MPIPconcerns the interface transaction sent from tlkdS Registration & Attestation
Systemto the MS SLRncea providerhas registered with KIS. More detail on this interface is
contained inthis Blueprint in Section 5.2.2¢lCMS Registration & Attestation Systenstates,
Provider Registration Data Interface-gBProcess

wS3I NRf Saa 2F GKS LINPOJARSNRA AdEaicSEHR Incedtivel G 0 S a (
Program, # providers applying for incentives must first register wittMS Registration and

Attestation System The CMS Registration and Attestation Systgthcapture basic information

such agrovider type(EP or EHBndwhetherthe provider is applying for Medicare, Medicaat

both (allowed forcertain EHg To eliminate duplication, CMS has restricted EPs to a single Web
account that requires EPs to use their Social Security Number (SSN)/Tax Identification Number

(TIN) to esthlish their registration and has restricted the issuance of the Web accounts to one

per SSN/TIN.
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If a provider chooses Medicaid, or both Medicaid and Medicare (EHs only), the provider must
identify the state selected for attestation. The CMS Registradiosh Attestation Systermwill

check fora valid National Provider IdentifierNP), TIN (if on record)and for anyfederal level
sanctions. For EHs only, the CMS Registration and Attestation System will also check for a valid
CMS Certification NumbeCCNP. Providers opting for Medicaid who are not included in the

Social Security Administration (S$*ath Master File will be passed through to thedicaid

state selected by the provider If registration checks complete successfully, the m@avider
information will be written to theCMS Registration & Attestation Systamd sentto the State

F2N @FtfARFGAZ2Y Ay | RFOGF GNXyalOldAiAzy RSTFAYSR
Systeny, States Provider Registration Data InterfacesjB

Hosptals registering for both the Medicaid and Medicare EHR Incentive Program at the same
time that are approved by CMS as a meaningful user will also be deemed a meaningful user by
Medicaid The CMS Registration & Attestation System will sen8 ee€rdto confirm that

CMS has determined the hospital to be a meaningful user of EHR technology. The hospital must
still submit their attestation to Medicaid in order to receive their Medicaid MU incentive
payment. This is the recommended pathway for duallgilelé hospitals that apply for an MU
incentive payment.

The CMS Registration & Attestation Systeammunicates theegistration status back to the
provider.

5.3.2 CMS Registration & Attestation System/MS SLR Data
Validation Process

This process will accept andapse the B6 Interface. The purpose of th B6 Interface is to

inform the states of new, updated, and inactivated Medicaid registrationsdfhe CMS
Registration & Attestation Systemill send batch feed$o the states of new EPs anBHsthat

registered forthe EHR Incentive Prograamd selected or switched to Medicaid'he data also
includesany updates/changes to the EP BHentries and any registration inactivation evenis.
RSGFATf SR RSAONARLIIAZ2Y 2F (G(KAAa Ay(iBTNFEHDO®Brfa®l y 0S5
Control Documené

Thisprocess will perform the followingctions:
9 Accept new transactions
1 Handle diplicatetransactionexception and

1 Send back the Provider Registration Confirmation Interfacd (Bterface)
immediately after the firstime a B6 Interface is received, parsed, and stored
for a given provider. The-B Interface will contain an Eligibility Status of

3 Please note that the CCN was previously known as the Medicare Provider number.
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Processes to manage transactions that do not pass Exceptamllingare not described

because the HITECH Interface Control Document states that CMS does not expect any

exceptions from the 8 Interface.

If the transaction pasesException Handlingnd Duplicate Check processitige process named
G/ a{ wSIAAAAGNI GA2Yy 9 bBibhifadlh fdeswiped mEEEStgRsa { { [ w
executed.

The CMS Registration & Attestation System/MS SLR data validatimress suppds the
requirements thatprovider data in the B Interface be verified by theprovider. Process
execution logic depends on several different scenarios

1 NPI from a B Interface transaction being processed does not match a MS SLR
Provider Registratiotransaction: The B6 transaction is stored in thMS SLR
awaitingMSSLR Provider Registration using the same NPI.

91 NPI from a B Interface transaction being processed does matchi® SLR
Provider Accounttransaction The data from the 8 transaction ismatched
against the data input by therovider duringMS SLRrovideraccount creation

1 NPI from aMS SLRRegistration transaction beg processed does not match a
B-6 Interface transaction TheMS SLRrovider can create an account and can
completethea ! 6 2 dzi , 2dz aidSLI® ¢KS LINPDARSNI gAff
G! o2dzi , 2dz¢ adSL) FyR gAff 06S y20AFASR (KL
Registration and Attestation System application before proceeding in the MS
SLR. The receipt of the matchings Bransaction will allow the provider to
proceed in the MS SLR

1 NPI from aMS SLRRegistration transaction being processed does match6a B
Interface transaction The data from theMS SLRProvider Registration is
matched against the B transaction. If &ldata matches the provider can
proceed with the completion of their attestation

In the event that the information entered by the provider and transmitted through thé B
Interface cannot be validated, the provider may be asked to correct informatioereatat the
CMS Registration & Attestation Systemrhe MSSLR will not allow any changesthe NPI, SSN,
CCN or TIN entereat CMS Registration & Attestation Systeri an EP or Ehheeds to cnge
any of this information to proceed, theetp Desk staff will refer them toCMS Registration &
Attestation Systemwherethe EP or Evill be responsible for correcting the information. Upon
completion and update athe CMS Registration & Attestation Systetime infamation will be
sent to and incorporated in 8@MS SLR electronically as an update

State Reason Codes received on th@ tBansaction will also be interrogated to determine if the

provider eligibility should be rejected based on code values sent to the MS SLR from the CMS
Registration & Attestationy&tem. The following table lists the codes. The codes designated by

- al FNR {G2L¥ oAttt OFdzasS GKS LDNESAcHS Ndudes St A T A ¢
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This will not exclude the provider from being eligible in Mississippi. Normal eligibility
determination processes will still be performed.

Table5-1: State Reason Codes

State Reason Key
Reason Cod®escription Code B Hard Stop
Soft Stop

Eligible Hospitals

Not Licensed / Credentialed EHO3
Failed Patient Volume EHO4
No Certified EHR EHO5
Failed A/I/U EHO6
FailedMU EHO7

Eligible Professionals

Not Licensed / Credentialed EP04
Hospital Based EPO5
Failed PatienVolume EPO0O6

Failed Practices predominantly at a FQ EPO7
/ RHC with 30% needy individual patie

volume

No Certified EHR EPO8
Failed A/I/U EPO09
Failed MU EP10

The B7 Interface will be sent bado the CMS Registration & Attestation System thexond

time asthe Provider Final Registration Status Interface’YB At this time, the B transaction

gAtt O2y Ul Ay |y 9ftAIAOATAGE [ ihd CGVEReghtiationd OOS LI
Attestation Systenof thepNE A RSN & NI I A & VRP. The gjgctioh teasandzdl ¢ A (1 K
be communicated back to the CMS Registration & Attestation System using one of several
codes. Please refer to Tablel5 State Reason Codexbove The Hard Stop/Soft Stop
designation has no meaning in this context; theysalhify that provider eligibility was rejected.
Mississippi may use any of the Stafgecific codes to specify the reason the provider was
rejected.
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5.3.3 MPIP MS SLRRegistration

The MS SLR registration process will only accept registration requests frorssiisMedicaid
Providers. A provider is considered a Mississippi Medicaid Provider if the provider has an active
Mississippi Medicaid Provider number. Providers who work iF@RGor a Coordinated Care
Organizationmust also have aMississippiMedicaid Provider number. Anyprovider who
attempts to register in the MS SLR without a Medidaidvider number will be prohibited by

the application from proceeding with registration. DOM hasphasized the fact that the
Medicaid Provider number is a requirenteor eligibility inthe MPIP training foproviders

This process supporfgovider registration with the MS SLRheprovider verifies information

obtained via the CMS Registration & Attestation Systenterface and supplies additional
information the Sate may requirefor determining eligibilitybefore the attestation process.

Areas of focusvithin the MS SLRr Mississippiegistrationand eligibility erification include:

1 MississippMedicaidProvider number;

1 Professional license numberfor providers with licenses in multiple states, the
MS MMIS will search for a Mississippi license, regardless of the number of other
state licenses associated with a given provider;

1 Provider type and any hospital, FQWERHC affiliationand

1 Provider sanctins/exclusions; those checked at ti$ate level by the MS SLR
include terminated licenses, expired licenses, State terminations, deceased
providers, legal actiongnd voluntary terminations bythe provider. Based on
the CPI Informational Bulletin, CB11-05, issued on 05/31/2011, Mississippi
will not permit individuals or entities that are currently terminated or
sanctioned under Medicare or any other State Medicaid program to apply for or
receive payment.

A Provider Master File (PMF)gsneratedweely from the MMIS and holds information on all
EPs and EHbat are potentially eligible for the MPIPThis file is sent from the MMIS to the MS
SLR each weekhe MS SLRegistration Validatiorfrom the MMIS and PMF includdgke
following checklist

1 Provder and Payee NPI are valid,;
9 Provider is not deceased;

1 Medicaid Provider number is valithcludingclinic orgroup practice Medicaid
Provider numbers;

1 Providers have current licenses issuedh®y State of Mississippi;
1 Provider is nosanctioned by Missssppi DOM; and

1 Provider type is included in the attestation and is a valid code.
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9 Evidence of a previously paid Medicaid claim and date of last paid Medicaid
claim.
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MPIP MS SLR Registration Validation

Medicaid Providers CMS Medicaid

National Level External
5 MPIP
Repository MS SLR Processes
(NLR) (e.g., MMIS)
Process
NLR i States, Provider Registration MURT SiEis,
Provider

Data Interface (B-6) | Rt Ban

Interface
States i NLR, Registration (B-6)
Confirmation Data |nterface (B-7)

Provider MS SLR Registration Process MS SLR
Registration

NLR/MS SLR
Data Validation

Final Registration
Validation

States i NLR, Registration Final

Confirmation Data Interface (B-7)

Final Eligibility
Validation

A

Final Eligibility Status

Figurel67: MPIP MS SLR Registration Validation

5.4 MPIP MSSLRAttestation
Once registration is completehe LINE @ iné&xSshefia applying for th¥PIPis to access the

MS SLRand answer a variety of questions attesting to the A/I/U or MU aeftified EHR
technology. EP and EH attestations are subject to eliigybiverification processes as described
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in Section 5.2 above. As stated, DOM will verify this information using practice management
reports for EPs as a part of required documentation to be attached to an attestation. EHs will
be verified by a reviewfaost reports and data sources prior to payment.

DOM will continue using established lines of communication between the SMA and individual
providers. Providers are notified via email and phone call when validation issues occur (e.g.
missing or incorreicsupporting documentation, incorrect data entered into the MS SLR, license
expiration, payee affiliation issues, etc.) and when the-pagment verification steps have been
completed and that payment is forthcoming.

5.4.1 Adoption, Implementation ,or Upgrade

Along with the attestation informatiomescribedabovefor provider type, eligibility period, and

patient volume,providersalso may attest to the A/I/U of certified EHRechnology in the first

year. Providersmust enter the CMS EHR Certificatiamode from its EHR vendadio identify

their EHRsoftware The MS SLR will validate the CMS EHR Certification code against the current
ONC database of valid CMS EHR Certification codes. Please note that there is no EHR reporting
period required for A/l/U attestatins.

The definition ofAdopt/Implement/Upgrade &'1/U) in 42 CFR 495.302 allovasprovider to
demonstrate Al/U through any of the following: (a) acquiring, purchasing or securing access to
certified EHR technology; (b) installing or commencing utilizadionoertified EHR technology
capable of meeting meaningful use requirements; or (c) expanding the available functionality of
certified EHR technology capable of meeting meaningful use requirements at the practice site,
including staffing, maintenance, antaining, or upgrade from existing EHR technology to
certified EHR technology per the EHR certifratiriteria published by ONC

Program Year 2016 was the last year new participants could begin the MS Medicaid EHR
Incentive Program. June 30, 2017 wlaes end of the MS EHR Attestation Submission collection
season for Program Year 2016. After that date, no new providers would be allowed to join the
program. This coincided with enhancements at the NLR which noted new registrations without
previous parttipation years.

During the attestation process in the MS SLR, the provider is requirsdpoly the following
attestation information to qualify foran A/I/U incentive payment (The following AlU
description is for historical purposes oqlgetailing the process of firsyear AlU attesters)

1 SelectAdoption, Implementationor Upgrade

1 Provide abrief textual description of how th@rovider meets the criteria for
Adoption, Implementationor Upgrade otertified EHRechnology

9 Attach external documentsupporting Adoption, Implementatigror Upgrade
of certified EHRechnology DOM prefers that a signed contract is uploaded
demonstrating proof of a fiscal relationship between the vendor and the EP/EH.
The Division of Medicaid expects the following mments to be addressed
within a vendor contract: Names or Vendor and Name of clinic; CEHRT product
name; description; CEHRT ID; Version numbers; Business Associates Agreement;
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End User Licensing Agreement; Dates of contract execution; contractual terms;
contractual updates; nature and scope of updates; Number of end user licenses
available; evidence that contract was in effect during specified periods; Issues
NBfFGAyYy3 G2 | LtlhihstakcesYhiwhich la sighedi Tontadt © Kot
applicable DOM W accept other documentation, including but not limited to, a
vendor invoice, an ERAdser License Agreement (EULA), or other evidence that
sufficiently demonstrates A/I/U.

9 Certified EHR Technology: Enter ONC certification c@iS publishes a list of
codes identifyingall ONCcertified EHRechnology products During attestation
the providermust enter the code from its EHR vendor to identify the ER
obtain the certification number from the current ONC CHPL list

9 Attestation Agreement: Sign and atta an Attestation Agreement indicating
A/l/U. Attestation Agreement must be executed by the Eligible Provider or the
designated representative of an Eligible Hospital. The EHR Incentive Payment
will be made to the designated payee as referenced on the stdton
Agreement. It is the responsibility of the provider to verify accuracy of
information contained on the Attestation Agreement, including the designated
Payee.

5.4.2 Meaningful Use

Providers are eligible to receive EHR Incentive Payments for demonsttiaéingare meeting
Meaningful Use criteria. Meaningful Users must meet the same certified EHR technology and
patient volume criteria as described for A/lI/U. In addition, Meaningful Users must meet
required Core and Menu objectives and Clinical Quality Meas(EQM).

Meaningful User is defined in 42 CFR 495.4 as a provider that meets the EHR Incentive Payment
program eligibility criteria that, for an EHR reporting period for a payment year or payment
adjustment year, demonstrates meaningful use of certifiddREtechnology and meets the
objectives and associated measures specified in the regulation and reports CQMs selected by
CMS.

By definition, certified EHR technology must include the capability to electronically record the
numerator and denominator and gerate a report including the numerator, denominator, and
the resulting percentage for all percentaased MU measures (specified in the certification
criterion adopted at 45 CFR 170.302(n)).

Please note that providers cannot use a rmmitified system tocalculate the numerators,
denominators, and exclusion information for CQMs. The numerator, denominator, and
exclusion information for CQMs must be reported directly from certified EHR technology.

As defined by 45 CFR 170.302(n), MU and CQM measuregpmeuat ofl  LINE gektifed NI a
EHR technology software. The MS SLR will allow providers to directly enter MU reporting and
CQM attestation data or upload CQM measures from their .xml files created in their certified
EHR technology. (The upload fuantwas not required until 2014. MS SLR will validate that
the requirements for MU have been met.)
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DOM does not plan to propose any changes to the MU definition. Mississippi will follow the
CMS regulations for defining a Meaningful User as outlinedtimguule-making.

5.4.2.1 MU Reporting Period

The MU EHR reporting period is a continuous period where the provider successfully
demonstrates all the MU objectives of certified EHR technology according to CMS requirements.

In the first year of MU attestation (gerally the second year of MPIP participati@af)providers
including EPs and Elsust meet MU requirements during a single-@8y reporting period
within the current calendar year in order to receive the second payment. In subsequent years of
participation, the MU EHR reporting periagill be a full year,unless specified by future CMS
RuleMaking with attestation and payment occurring directly after the close of the calendar
(EPs) or federal fiscal year (EHs). In some cases, EPs and EHs may haveéoatiéstedh the
Medicare EHR Incentive Program prior to their attestation with the MPIP; EPs and EHs falling
under this category would be required to follow the CMS timeline for the MU EHR reporting
period. EHs filing for both Medicare and Medicaid in saene payment year must follow the
Medicare guidelines for determining MU.

Beginning with Program Year 2017, Medicaid EHR Meaningful Use participants, that also serve
Medicare Part B patients (according to the guidelines and thresholds set forth by @M$g
expected to report under the Medicare/MIPS ruling, in addition to yearly Medicaid EHR
Incentive Program submissions. The Medicare/MIPS Program replaced the Medicare EHR
Incentive Program, and will impact all Medicare providers that see more Hid@nMedicare
patients per year or bill Medicare more than $30,000 per year. The MPIP staff will work
diligently to inform all current Eligible Professionals (EPs) in the MS Medicaid EHR Incentive
Program of these changes and will help providers as thaysition into this new (additional)

way of reporting. Plans thost webinars, send out emails and update our website will be
ongoing through the first few years of this reporting, starting in 2017.

5.4.2.2 Meaningful Use - EHs

As described above, after attesting A/I/U in the first program year of the MPIP, EHs will be
required to attest to MU to receive incentive payments. For EHs and @#éHgrogramyear
now means thecalendaryear.

For Modified Stage2, EHs are required toneet a total of 9 MU objectives including one
consolidated public health reporting objective. They must attest to objectives and measures
using EHR Technology certified to the 2014 edition.

DOM will not require any additional MU criteria for EHs. Additionally, as a part of MU, EHs ar
required to submitClinical Quality Measure®QM data electronically to CMS Appendix |
contains the listing oModified Stage2 MU core and menu set objectives.

During the attestation process in the MS SLRModified Stage2, the provider iequired to
suppl the following attestation information to qualify fdvieaningful Usencentivepayment

1 Select MU (first MU submission only);
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9 Attach external documents supportingdeaningful Useof certified EHR
technology DOM prefers that a signed coatt is uploaded demonstrating
proof of a fiscal relationship between the vendor and the EH. In instances in
which a signed contract is not applicable DOM will accept other documentation,
including but not limited to, a vendor invoice, an Boser Licenségreement
(EULA), or other evidence that sufficiently demonstrates MU.

9 Certified EHR Technology: Enter ONC certification c@#S publishes a list of
codes identifyingall ONCcertified EHRechnology products During attestation
the providermustenter the codefrom its EHR venddo identify the EHR.

1 Using certified EHR technology, respond to the Meaningful Use Core, and
Clinical Quality Measures (CQM) objectives.

1 Attestation Agreement: Sign and attach an Attestation Agreement indicating
Meaningful Use. Attestation Agreement must be executed by the designhated
representative of an Eligible Hospital. The EHR Incentive Payment will be made
to the designated payee as referenced on the Attestation Agreement. It is the
responsibility of the provider to vy accuracy of information contained on the
Attestation Agreement, including the designated Payee.

5.4.2.2.1 Dually Eligible Hospitals

Note that the CMS Registration &ttestation Systenis sending Medicare hospital attestation
data to the State for dually eligiblEHs via the Dually Eligible Hospital Attestation Data)(C
The State must receivettestation data for core and menu objectives. The State must also
receive attestation data for electronically submitted Clical Quality Measures (CQM). @nc
both G5 data transmissions have been received by the State, ligible Hospital is able to use
the MS SLR to submit théteaningful Use Attestations for a Medicargtentive payment.

If the hospital is eligible for Medicare paymetihien the hospital will bedeemedeligible to
meet Medicaid MU requirements and will not have tocomplete the MU validation
guestionnaire. As a result, the attestation agreement will show that the hospital has been
deemed a meaningful user by CMEMS still requires th&ate to send the Medicaid Payment
Request Response Interface-1B) transaction prior to issuing paymen&Hs that are dually
eligiblewill still have to meet the Medicaid patient volume requirements.

5.4.2.3 Meaningful Use - EPs

After attesting to A/lI/U with the MPIP, ERwill be required to attest to MU in subsequent
LINEINIY @8SINA (2 NBOSAPS AyOSyiAgS LI evySyiao

Beginning with Program Year 2015, all Providers (regardless of participation yesns
considered to be classified as Witied Stage 2 participants. All EPs will be required to meet a
total of 10 Meaningful Use Objectiveg®\ppendix | contains the listing of MU Modified Stage 2
Objectives.

SomeMU objectives are not applicable to eveprovideQa Of A y A @imihaindg. 3y OG A OS>
eligible patients or actions for the measure denominatdn these cases, the EP would be
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excluded from having to meet that measur&xamples of exclusions includentists that do
not perform immunizationsnd diropractorsthat do not eprescibe.

9t Q& Ydzaild Ff a2z NBLIJ2 NIThedgtiongo sabimit @QM datd AeNBNBEINR / v a
through the MS State Level Registry will be available during the online attestation process.

During the attestation process in the MS SLRMeaningful Use Modifie®tage?, the provider
is required tosupply the following attestation information to qualify foMeaningful Use
incentivepayment

i1 Select MU

1 Attach external documents supportingMeaningful Useof certified EHR
technology DOM préers that a signed contract is uploaded demonstrating
proof of a fiscal relationship between the vendor and tiHe Hn instances in
which a signed contract is not applicable DOM will accept other documentation,
including but not limited to, a vendor ina®, EULA, or other evidence that
sufficiently demonstrates MU.

9 Certified EHR Technology: Enter ONC certification c@#S publishes a list of
codes identifyingall ONCcertified EHRechnology products During attestation
the providermustenter the code from its EHR venddo identify the EHR.

1 Using certified EHR technology, respond to tedified Stage 2Meaningful
Use Coreneasuresand CQMs.

9 Attach the following supporting documentation (required by the MS Division of
Medicaid):

0 Security RiskAnalyss ¢SRA (Meaningful Use Objective & Protect
Health Information Mississippi requires that all participants complete a
Security Risk Analysis tool similar or equivalent to the tool
downloadable from the healthIT.gov website and upload a copy of the
final summary report (generated from the tool). Providers may use a
third party vendor to complete their annual Security Risk Analysis.
Participants may use the same SRA for an entire group or clinic. New
SRAs are required each year.

o0 Full Meaningful Use Sunary Report, AIMU and CQM (generated by
CEHRYT), independently for each participating proviolejectives (to be
attached on the CPOE screen)

o Evidence of Level of Active Engagement with a Public Health Agency to
submit data taken from their EHR. (Evidemeray include, but will not
be limited to 1) Immunization Registry Acknowledge Letters for
Registration of Intent to Onboard 2) Evidence of Testing and Validation
or 3) Evidence of Production level status

1 Attestation Agreement: Sign and attach an Ateion Agreement indicating Meaningful
Use. Attestation Agreement must be executed by the Eligible Professional. The EHR
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Incentive Payment will be made to the designated payee as referenced on the
Attestation Agreement. It is the responsibility of the piger to verify accuracy of
information contained on the Attestation Agreement, including the designated Payee.

5.4.3 Changes to Exclusions

Beginning in 2015, EPs that were scheduled to demonstrate Stage 1 (Meaningful Use year 1 or
Meaningful Use year 2) will bgiven additional alternate measure exclusions. These alternate
measure exclusions will decrease from 2015 to 2016. Program Year 2017 will have no alternate
measure exclusions available.

5.5 MPIP MS SLR PaymentCalculation/Verification

At the successfudompletion of the registration and attestation verification of eligibility process,
DOM begn to disburse incentive paymentsThe payment process involves a number of
important activities:

i Calculating the payment;

1 Verifying with CMS, via the CMS Regighrat& Attestation System, that the
provider should not be denied payment; and

1 Tracking the payment and verifying that the right payment was made to the
right provider at the right time.

5.5.1 Payment Calculation

Paymentsare calculated differently foEPsand EH.

5.5.1.1 EP Payment Calculation

In the MS SLR, EPs will attest that the data they enter is correct and the MS SLR will
automaticallydetermine eligibility forthe incentive payment.The EP Medicaid EHR incentive

LI 8YSyid ol TFAESR I Y2 dayofl pafficipdibni i$ specified in dhk Sbled t Q &
below. The table includes payment for A/l/\Tlhe preliminary payment amount is subject to

DOM verification. In the event of an audit, the EP must have auditable supporting
documentation such as reports frortheir practice management systerfgr each included line

item. Providers will be given the option of uploadmgfaxingthe supporting information with

their attestation

EPs may not receive EHR incentive payments from both the Medicare and Mediagaianpsan

the same year. In the event an EP qualifies for EHR incentive payments from both the Medicare
and Medicaid programs, the EP must elect to receive payments from only one prodien.

an EP qualifies for an EHR incentive payment under one prdgeéome 2015, an EP may switch
between the Medicare and Medicaid programs one tindpon switching programs, the EP will

be placed in the payment year the EP would have been in had the EP not switched programs.
For example, if an EP decides to switch rafttesting toMU of certified EHR technology for a

Page89



f

Updated
State MedicaidHealth Information Technology November 32017
Planning Document

MISSISSIPPI DIVISION OF

MEDICAID

Medicare incentive payment for the second payment year, then the EP would be in the third
payment year for purposes of the Medicaid incentive payments.

As EPs reach thedixth orfinal participation yar and it is discovered that previous Medicare
and Medicaid (combined) payments exceed the aggregate amount of $63,750.00, the state will
modify the D16 payment authorization amount to reflect the actual payment, guaranteeing that
it does not, in fact exa the specified $63,750.00. These modified D16s will be submitted (re
submitted) through a manual request process (outside the exisBh&/CMIP16 interface

processoordinated by the state and the SLR.

Table5-2: Medicaid EP Payment Table

Medicaid EHR Incentive Payment Schedule for Eligible Professionals

Medicaid EP Medicaid EP Medicaid EP Medicaid EP Medicaid EP Medicaid EP
Qualifies to Qualifies to Qualifies to Qualifies to Qualifies to Qualifies to
Receive First Receive First Receive First Receive First Receive First Receive First
Paymentin 2011 | Paymentin 2012 | Paymentin 2013| Paymentin 2014 Paymentin 2015| Paymentin 2016
Payment Amount
in 2011 $21,250.00 $0.00 $0.00 $0.00 $0.00 $0.00
Payment Amount
in 2012 $8,500.00 $21,250.00 $0.00 $0.00 $0.00 $0.00
Payment Amount
in 2013 $8,500.00 $8,500.00 $21,250.00 $0.00 $0.00 $0.00
Payment Amount
in 2014 $8,500.00 $8,500.00 $8,500.00 $21,250.00 $0.00 $0.00
Payment Amount
in 2015 $8,500.00 $8,500.00 $8,500.00 $8,500.00 $21,250.00 $0.00
Payment Amount
in 2016 $8,500.00 $8,500.00 $8,500.00 $8,500.00 $8,500.00 $21,250.00
Payment Amount
in 2017 $0.00 $8,500.00 $8,500.00 $8,500.00 $8,500.00 $8,500.00
Payment Amount
in 2018 $0.00 $0.00 $8,500.00 $8,500.00 $8,500.00 $8,500.00
Payment Amount
in 2019 $0.00 $0.00 $0.00 $8,500.00 $8,500.00 $8,500.00
Payment Amount
in 2020 $0.00 $0.00 $0.00 $0.00 $8,500.00 $8,500.00
Payment Amount
in 2021 $0.00 $0.00 $0.00 $0.00 $0.00 $8,500.00
TOTAL Incentive
Payments $63,750.00 $63,750.00 $63,750.00 $63,750.00 $63,750.00 $63,750.00

Note: The total for pediatricians who meet the 20 percent patient volume but fall short of the 30 percent
patient volume is $14,167 in the first year and $5,667 in subsequent years. This adds up to a maximum
Medicaid EHR incentive payment of $42,500 avgixyear period.

5.5.1.1.1 Medicaid EHR Incentive Payment Assignment

The following process applies only when an EP is assigning their EHR incentive payment. Such
assignment of payments must be entirely voluntary for the EP. When registering for the MPIP,
EPs my assign their incentive payments to their Medicaid Group account provided the EP is
affiliated with the Group in the MMIS. To verify this, the payee must be a hospital or designated
4 | DNRdzZLJ Ay (GKS aalL{ YR (KS dedNan®h& mast bt L X
match with the CMS Registration & Attestation System and the PMF file. The payee must
register with the CMS Registration & Attestation System using a NPI, SSN, TIN, or Medicaid
Provider Number that matches the PMF file. This data caneahlanged at the State level.

Page90



f

Updated
ﬁsﬁsﬁpiggof B State MedicaidHealth Information Technology November 32017

Planning Document

As part of the annual attestation process, DOM requires that all EPs who are assigning their
payment attest that the assignment is voluntary and is being made to an established Medicaid
provider.

Once a payment has been disbed by DOM to the designated payee, as assigned by the EP,
the payee cannot be changed, removed or revoked. DOM expects that once a payment is
assigned and an EP submits an attestation for approval, the EP authorizes payment to be made
to the payee aindicated.

5.5.1.2 EH Payment Calculation

Hospitals need to supply several factors that go into the EH Medicaid EHR incentive payment
calculation. All factors for calculating the payment amount are derived directly from the current
and prior cost reports. OnIZMS preapproved data sources will be used in calculating the
payment amount. These factors are based on the hospital fiscal year that ends during the
federal fiscal year prior to the hospital fiscal year that serves as the first payment year, and are
listed below:

i Total Medicaid Discharges (most recent four years);
Medicaid Discharges for the Current Year,

Medicaid Acute Inpatient Bed Days;

1
1
1 Medicaid Managed Care Acute Inpatient Bed Days;
9 Total Acute Inpatient Bed Days;

1

Total Hospital Charges; and
9 Total Hospital Uncompensated Care Charges.

DOM will verify theEHR & O f Odzf F A2y 2F GKSANI 20SNXff 91w |
over four years of (a) the base amount of $2,000,000 plus (b) the discharge related amount
defined as $200 for th&,150 through the 23,000 discharge for the first payment year then a
pro-rated amount of 75ercentin year 2, 50percentin year 3, and 25percentin year 4. For

years 24 the rate of growth is assumed to be the previous 3 years' average. Note that if a
K2aLIAdlfQa F@SNFr3IS Fyydzrf NIXYaGS 2F INRBGUK AA yS
as such. Transition factors are applied to years one through four in the following amueats

Onec 100 percent Year Twa 75 percent Year Three50 percent, and Year Four25 percent

Auditable data sources will be used to calculate the Medicaid aggregate EHR hospital incentive
amounts, as well as determining Medicaid incentive payments to tligide Auditable data
sources for the calculation of the Medicaid EHR incentive amounts are theH a
Medicare/Medicaid cost reports

For the purpose of calculating the Medicaid discharfygsdetermining the annual Medicaid
patient volume percentageDOM will allowEHs to count discharges when Medicaid is the
primary or secondary payeregardless of payment liability on the dischargehis method is in
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FOO0O2NRIyOS gA0GK GKS AyailiNdHzOiAiAzya FTNRY /a{Qa C
on the CMSNebsite.

¢t KS d&aSRA OWHCR is fdplledlBgainst the aggregate EHR incentive amount, is
essentially the percentage ohd&H) Kedicaid inpatient days divided by the tofapatient non
OKIFNxdGe& OFNB RI&ao tKAad YSGK2R Aa Ay I O02NF
Answe's, and Questions sectigpublished on the CMS Website.

The estimated total charges and charity care charges used in the formula must represent
inpatient hospital services only and exclude any professional charges associated with the
inpatient stay.

In anygiven payment year, no annual Medicaid BEhifentivepayment to an EH may exceed 50
percent2 ¥ GKS 91 Q& 3INBIALIGS 91w Ayoduwperdodifo | Y2 dzy
Medicaid EHR incentivgpayment to an EH may exceed @@rcent of the aggregate BRI

incentive amount. A hospital cannot receive payments after 2016 unless the hospital received a
payment for the previous year. Prior to 2016, MedicaldRincentive payments to EHs can be

made on a norconsecutive annual basis.

Due to the high cost of dspital software and to encourage the early adoption of the EHR
technology in hospitals, DOM is choosing to pay the Overall EHR Amount over the minimum
three-year period at the maximum allowable percentages in each year that the EH qualifies for
payment (ar 1- 50 percent Year 2Z; 40 percent Year 3; 10 percen)). The entire EH payment
calculation is defined in the worksheet included in Appendix G.

Calculation of the Overall EHR Amount is a-tome calculation based on the following steps:

1 Calcula¢ the average annual growth rate ovethree years using the
Medicare/Medicaid Cost Reports prior to the most current Cost Report

1 Calculatethe total Medicaid discharges using the Medicaid discharges in the
MedicareMedicaid Cost Reports plus the discharges emn Medicaid is the
secondary payer. Only discharges between 1149 and 23,000 per CCN will be
allowable discharge

9 /1 £0dzA+GS SIFEOK 2F G(KS ySEG F2dzNJ &8SF NR& 7
LINB@A2dza &Sk NR&a RAAOKFNESAa GAYSa GKS I @SNI =
I Calculate the Medicaid Aggregate EHR Incentive Amount for each year by
adding (total discharges times $200)tke $2,000,000 base

f 'L & GKS FLIWINPBLINREFGS GNIyaixlaazy FFOG2NI G2
Amount. (Year One 100 percent, Year Taw¢ 75 percent, Year Three 50
percent, Year Four 25 percent).

9 Calculate the total Overall EHR Incentive Amount by adding the total of each
year with the transition factor applied.
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1 Apply the Medicaid Share percentage to the Overall EHR Incentive Amount.
(See Medicaid Share calculation below KAa A& (GKS K2aLAGFf Qa
Aggregate EHR Incentive amount.

Calculation of the Medicaid Share percentage:

1 Total Medicaid days includes both the total Medicaid Days and total Medicaid
HMO days from the Medicafiedicaid Cost Report

9 Calculate the nostharity percentage. Divide the (total hospital charges less
uncompensated care) by the total hospital charges.

9 Calculate the nostharity days by multiplying the necharity percentage times
the total hospital days.

Calculate theMedicaidShare percentage by dividing the Medicaid days by theaiarity days

DOM has created a calculation worksheet for EHs that mirrors the calculation in the MS SLR
application. The calculation worksheet is included as AppendiHB&:Hospital PIP Calculator

YR ¢6Afft 0S [@FAflrofS 2y 5haQa 2S6airiaSa FyR Yl

Hospitals must use their filed and accepted cost report data only in the onetime calculation of

the EH's incentive payment amount. EHsNM# |j dZA NBR (G2 dzaS GKS flad ¥2
cost reports in the calculation of the onetime payment. Any deviation will result in the rejection

of the EH's application. All cost reports are subject to audit by Medicare and Medicaid. Any

audit adustments to the cost report used to calculate the onetime payment may result in a
payment adjustment or denial of Medicaid payment at the discretion of the DOM. Data sources

below are in accordance with CMS FAQ 10771.

For hospitals filing the 25526 co$ report, the authorized data sources are:

9 Total DischargesWorksheet &3 Part 1, Column 15, Line 12

1 Medicaid Days Worksheet 3, Part I, Column 5, Line 1 + LineB06

1 Medicaid HMO DaysWorksheet 3, Part |, Column 5, Line 2

1 Total Inpatient DaysWorksheet &3 Part 1, Column 6, Line 1, 2 + Lines®
9 Total Hospital ChargesVorksheet C Part 1, Column 8, Line 101

1 Charity Care Charge$Vorksheet S10, Column 1, Line 30

o DOM does not expect that any 2588 cost reports will be submitted
due to the change to 25520. However DOM will accept the PDF
version of the 25586 cost reports for EHR Incentive Payments or the
hospital can use zero for the Charity Care Charges.

For hospitals filing the 25520 cost report, the authorized data sources are:
9 Taal DischargesWorksheet &3 Part 1, Column 15, Line 14

1 Medicaid Days Worksheet S3, Part I, Column 7, Line 1 + Linek28
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9 Total Inpatient DaysWorksheet &3 Part 1, Column 8, Line 1, 2 + Lined3
1 Total ChargesWorksheet C Part 1, Column 8,&.200
1 Charity Care Charge$Vorksheet S10, Column 3, Line 20

For new hospitals or hospitals that have a change of ownership with a newGBENis allowing

states to decide when a new hospital can apply for the EHR incentive program. MS DOM has
determined that a hospital must have four years of history (four cost reports) before they can
apply. Cost report years containing more or less than 12 months must be excluded from the
growth calculation. Only years with 12 months can be used in the calculati®he hospital

Ydza i dzaS G KS LINB g AProzsiam@eSit oddR @porOyar 2008\Bnitdmhedili 3p
months, the hospital would have to use the cost reports for 2010, 2009, 2007, and 2006.

DOM will utilize the applicable statistics and financialida FTNRBY (GKS K2al
Medicare/Medicaid Cost Reports for the last four years to validateirifi@l calculation of the

incentive payment amount and to validateat the average length of stay does not exceed the

25-day maximum. This means that the hodpl must submit four cost reports on their initial

application for the first paymenC2 NJ adzo0 aS1jdzSy 4 &SIk NBRX GKS K2aLhAi
the previous federalfiscal year will be usedand only the most recent cost report will be

required.

5.5.2 CMSVerification

Before payment can be distributed final CMS check must be performed to validdtat the
provider can receive payment. The validationis done viathe Medicaid Payment Request
Response Interface {D6)to the CMS Registration & Attestatid®ystem TheCMS Registration
& Attestation Systemwill return a batch interface transactiomia the Medicaid Payment
Request Response Interface-1B) authorizing the payment or denying it with a Denial Reason
such asaduplicate paymenbr federally excluded reason.

5.6 MPIP Payment Entry/Processing

DOM willuse the existing MMIS system to make provider payments. The automated payment
interface from the MS SLR to the MMIS system is how operational and facilitates a streamlined
payment procss for the MPIP. EHR incentive payments will follow the established rules for all
provider payments and will use the existing payment rules built into the current and future
MMIS systems. THdMIS will notifythe MS SLEhat a paymentwas madeallowingthe MS SLR

to create the batch interface transaction notifying tMS Registration & Attestation System
that payment is complete.

DOMis makingEHR incentive payments from the MMIS on a weekly ba3iSM maks the
incentive payments to theprovider, the employer, or a facility assigned the payments without
any reduction or rebate. DOBMBIbes not makencentivepaymensto any entities promoting the
adoption of certified EHR technologince none exist in Mississippi

DOM will use existing MMIS capabilitytake advantage of existing reconciliation, accounting,
tracking and reporting capability supportingrovider reimbursement.Reporting capabilities of
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the existing MMIS and Decision Support System/Data Warehouse (DSS) will be utilized to
facilitate theCMS37 and CM$%4 report information. Utilization of the MMIS and the DSS will
allow the EHR incentive payment information to be available to the current and future audit and
analysis tools built into the MMIS and DSS. DOM anticipates that the curidi Bystem will

be replaced during the life of the EHR incentive program.

5.7 MPIP MS SLRPayment Complete

As stated abovethe MS SLRust send a Medicaid Payment Cdetmpn Interface transaction
(D-18) to the CMS Registration & Attestation Systevhen the pgment is distributed to the
Provider. The D18 will be sent five business days after the payment is issiidsissippi may
submit an updated D18 transaction as needed to report future adjustments and possible
payment recoupment.

5.8 MPIP MS SLRnquiry

The MS SLR allowsiquiry processedor providers to track the progress of their incentive
payments including if their attestation has been received, sent to CMS, or approved for
payment Inquiry processemay also be used bgonduentHelp Desk Support Representatives
to answerprovided Q |j dzS apiiokide ygaidan2eNthproviders to correct information. In
addition to contacting theConduentHelp Desk, providers have the option to call DOM staff to
inquire about specific information otained outside of the MS SLR.

5.9 MPIP MS SLR Update and Risks

DOM s participating in a muistate SaaS solution to allow providers to attest online for their
EHR incentive payment. Version 1 of the MS SLR was implemented to allow providers to apply
for and submit the required documentation needed for A/l/U approval. Version 1 of MS SLR
also enabled verification of most of the ppayment audit requirements for approval of
payment and captures the required documentation for additional manual review aradfdit of

the attestation.

Version 2 of the MS SLR was implemented in the 1st quarter of 2012. Version 2 allows providers
to attest to MU online with an immediate response that indicates whether they meet the MU
requirements. Supporting documentation mangclude the patient volume calculators found at
www.medicaid.ms.gav contractual documents, reports from the EHR system and other
documents. See the CMfpproved screenshots pertaining kodified Stage2 attacked hereto

as Appendix K.

The MS SLR also includes a Dashboard component that is an internal tool used by DOM for
verification, review, internal audits, submission of audits to CMS, and processing payments.
The Dashboard allshe DOM payment approverotsee the attestation and all supporting
documentation. The Dashboard includes expanded tools and reporting to support the
additional pre and postpayment audits, payment tracking and analysis of provider attestation
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statuses. Conduentis phasing inonline postpayment audit tools and tracking of audit,
appeals, and recoupment/adjustment. DOM expects that they will fully implement the audit,
appeals, and recoupment/adjustment functionality available in the MS SLR once all phases are
made available pConduent

DOM is making a best effort to apply MITA principles to all future development and
deployments of the MS SLR. One challenge for DOM is using a SaaS model with multiple states,
with each state having different workflows and needs. This rstdikeholder approach has
created many challenges, including configuration and customization of the application for
Mississippi DOMpecific needs. For example, DOM has chosen to forgo implementing the
postpayment auditing function within the MS SLRilittis more robust.Although many states

are satisfied with the current functionalities available within tR®nduent solution, DOM
continues to perform audit, recoupment and adjustment, and appeals processes manually
outside of the MS SLR due to thailied functionality.

Conduenthas updatedhe system to incorporate Stage 1 2048d 2014changes related to the
Final Rule. Xeraxasdeveloged and implemenéd changes required by the Stage 2 Final Rule
from 2012. These were implemented in the Stdtr EPs on June 25, 2014. 2014
implementation for EHs will be available on October 1, 2014.

One potentialNRA &1 &aLISOAFTFAO G2 GKS a{ {[w NBftlI{iSa
Medicaid encountefrom 2013 DOM foresees many challenges in verifygngounters that do

not have an associated claim searchable within the MMIBis change requiemore robust
postpayment audit requirementand increaseghe need for resources and potentially creat

larger burden upon providers to demonstrate probfaugh auditable data sources.

SLR Release 5.1 included functionality approved by CMS through the Addendum for Program
Year 2017 allowing providers to select the desired level of attestatiblodified Stage 2 (with
Program Year 2017 updates) or Stage@inical Quality Measure selection and reporting was
changed to allow providers to select six CQMs that best reflected their scope of practice and
removed Quality Standard domain restrictions. This was done to better align CQM reporting
requirements for @rticipants in the Quality Payment Program (QPP) and the Medicaid EHR
Incentive Program. Release 5.1 was moved into production in the summer of 2017.

SLR Release 5.2 is scheduled for May 2017. Release 5.2 is only cosmetic changes and holds no
impact on @eration or cost of the SLR.

SLR Release 5.3 is anticipated to implement in January 2019, which is the start of Program Year
2018. This release is pending CMS details for COM reporting and functionality.
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5.9.1 SMA Hosted Website

DOM has launched publicfacing website that includes links to the MS State Level Registry as
well as program resources for providers. This can be accessed by the public at
https://MSEHRPIP.wordpress.com.

5.10 Program Oversight

5.10.1 MPIP MS SLR Prepayment Verification

DOM is conducing a robust and comprehensiverepayment oversight program. The
prepayment oversighactivitiesare led by the Office of Information Technology Management
(iTECH The leved of prepaymentoversight and monitoring include thesview, tracking and
verification of provider attestations, including all of the information and documemésessary
for a Medicaidproviderto receive an incentive payment for eaphogramyear. Thisprocess
ensures eaclprovider meets provider registration, attestation, and elilgility criteria prior to
receiving their incentive paymentPrepayment verifications are primarily performed by the MS
SLR through configurable items within the application; howeVvBECHSstaff members also
perform some manual verification prior to relsing providers for payment.

5.10.1.1 Automated Prepayment Verification Process

As a part of the prepayment verification process #utomatedMSSLR functions and tHeMS
Registration and Attestation Systeare leveragedo assure that no duplicate Medicaid EH
incentive payments are paid by more than one state or between the Medicaid and Medicare
programs. TheMS SLR automated processesmid manual stopswill also ensure that the
incentive payments are madaccurately without reduction or rebate and will be adle directly

to a provideror to an eligible third party entity to which theproviderhas assigned payments.

DOM has created a PMF that consists of all EPs and EHs to compé&gdriteBace information

during MS SLR Registration. The PMF excludesoeiders whose licenses have expired, as well

as all OIG excluded providers and State of Mississippi exclusions. The PMF also includes those

9t & 6K2 |idKRRAER(GFA{agRHSR yR SEOfdzRSa |t 9t
The PMF iswomatically generated weekly from the MMIS provider master and claims data

files. The PMF file will be the control file used by the MS SLR for approval of all EP and EH
attestations. The CMS and OIG sanctions are updated monthly; the State of Mississipp
sanctions are updated daily.

In addition to verification against the PMF, the MS SLR has been configured to automate several
prepayment verifications on information entered by the provider during attestation. The MS
SLR incorporates hard stops to verify that all information entergdpioviders aligns with
program rules and that required documents are attached.

The MS SLR will automatically verify the following items during the attestation process:

1 Eligibility reporting period using dates entered by the provider;
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1 (EHs onlyg Average Length of Stay is less than 25 days;

1 Medicaid patient volume (or Needy Individual Patient Volume) using numerator
and denominator;

I ONC EHR certification number by matching the provider certification number
with the ONC Certified HIT Product List;

1 AJ/I/U criteria or MU criteria, depending upon the attestation type; and
1 Provider NPl and SSN/TIN and payee NPl and SSN/TIN with the PMF.

Providers will be required to upload documentation in support of many of these items prior to
proceeding in the MSLR as well. If any one item cannot be verified, then the attestation will
stop and the provider will not be able to proceed until corrected.

In the final step of attestation in the MS SLR, providers are required to submit an attestation
agreement documit. DOMcurrently usesa comprehensive attestation document thabsures

DOM and CMS that thprovider meets the requirements foeligibility and incentive payment.

The attestation agreement will be automatically generated from the information enterea int
the MS SLR by the provider and will vary based on provider type. The attestation agreement
includes the following statements that the provider:

1 Is voluntarily participating in the Mississippi Medicaid EHR Incentive Payment
Program;

1 Has met all of the @ibility requirements for the program for the payment year;

1 Has created a binding legal or financial obligation to acquire, implement or
upgrade to the CMS Certified EHR software identified by the CMS EHR
Certification identification;

1 Agrees that any aggiment of the EHR Incentive Payment is made voluntarily;

9 Understands that their application is subject to review and/or audit by the State
of Mississippi and that all supporting data must be maintained for a minimum of
seven years;

1 Understands that any fsification or concealment of material information may
result in the provider being declared ineligible to participate in this program or
any other Mississippi Medicaid program;

1 Understands that any incentive payments found to have been made based on
frauduent information or attestation may be recouped by DOM, including all
collection costs and penalties that may be assessed by the State of Mississippi;

1 Understands that the EHR incentive payments are treated like all other income
and are subject to federabnd state laws regarding income tax, wage
garnishments, and debt recoupment;
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Certifies that information contained in the MS SLR and attestation agreement is
true, accurate, and complete; and

Understands that Medicaid EHR incentive payments submitted urilisr
provider number will be from federal funds and that any falsification or
concealment of a material fact may be prosecuted under federal and state laws.

Moreover, given that this is a legally binding document, DOM requires the following:

T

Theaboveda G GSYSy G Attt I LIISIFNI RANBOGEe Fo62@3S
they are printed on the reverse of the form, a reference to the statements must
F LILISEFNI AYYSRAFGSt @ LINBOSRAY3I (KS LINRJARSNIDSZ

ThepNR A RSNR& aA3dyl Gdz2NBT

¢ KS LINE @A RS ddarne/ RP1, BBINR afich TR\SapRars on the attestation
agreement;

¢KS LINPZJARSNI Aad NBaLRyaAirofS FT2NJ GSNAFeAy3d
information is correct on the attestation agreement; and

The povider attestationmust beresubmitted upon ay change in thaetl JNB2 @A RS N &
attestation and/or representative.

As a final step in the prepayment verification process, the MS SLR will work to prevent multiple
payments to providers by:

)l
T
1

Indexing files using the CCN, NPI, and TIN as the key for EHSs;
Indexingfiles using NPI and SSN for all other providers; and

Requiring an NPPES Web account through the CMS Registration and Attestation
System before an attestation can be complete.

0 EPsciKS 2SS0 | 002dzydi Aa 2yfeé A&dadzsSR dzaAy:
individualProvider is only issued one account per SSN.

0 EHscliKS 2S06 I 002dzyli Aa 2yfte& A&aadadzsSR dzaAy:
hospital is only issued one account per CCN.

5.10.1.2 iITECH Staff Prepayment Verifications

DOMITECHstaff members are responsible for conducting mahprepayment verifications and
provider outreach. To ensure that staff levels are appropriate for the MPIP program, quarterly
reports are reviewed to assess attestatimpayment time and provider outreach efficiency.
Over time, staff levels have be@rcreased to support paying incentives in a timely manner.

Conduent offers a HelpDesk call center for all providers covered by this application. However, in
Mississippi we encourage all EPs and EHs to contract our program staff directly with questions
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or concerns. This information is posted on our website
(https://IMSEHRPIP.wordpress.com/Contrats)

5.10.1.2.1 Manual Prepayment Verification Process
iTECHstaff review every attestation prior to releasing for payment. Given that the MS SLR
cannot automatically verify all information, theTECHmanual verification process for all
providers includes:

1 Ensuring that all documentation attached is correct anduaate as described
by the MS SLR;

91 Verifying that CEHRT standards are met by the submission of currently required
certification numbers from the ONC (i.e. 2014 and beyond);

1 Verifying that the certified EHR technology contract is valid within the last 12
months;

1 Ensuring that the attestation agreement is signed and valid according to DOM
regulations; and

1 (For MU only) verifying required documents are attached and appropriate for
chosen MU measures.

All attestations found without proper documentation attached will be pended and a notice
identifying the missing or incorrect information will be sent to the providei'sal address with
instructions on how to correct.

In addition to verifying documeation, iTECHuerforms several other manual verifications on
EPs prior to payment. These verifications include:

9 Verifying that the EP is affiliated with the assigned payee in the MMIS and that
the EP payee has a group indicator, if applicable; and

1 Verifying that the SLR payment report matches the SLR request for approval to
pay file.

Any exceptions are noted and researched for the reason forapproval. The following is a
GOKSO(ltAaléE 27F A GTECHaff to Kerifi attéstatiordis prioBpagze@ R 0 &

Table5-3: Checklist of Items for PrPayment Verification

Requirement Automated State Level Rgstry System /
Manual Process

Collect and verify basic information Automated¢ MS SLR
to assure Provider enroliment
eligibility upon enroliment or re
enrollment to the Medicaid EHR
payment incentive program.
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Requirement

Automated State Level Rgstry System /
Manual Process

Collect and verify basic information
to assure patient volume in the
numerator. Both the Medicaid and
total patient volumes will be verified|

Automated- MS SLR

Manual¢ Provider management reports and
Review of Provider supporting documentatio

Collect and verify basic information
to assure thaPAEPs are practicing
predominantly in a FQHC or RHC a|
are so led by th&A

Automatedc MS SLR

Assure that Medicaigroviders who
wish to participate in the EHR
incentive payment program Iva or
will have a NPI and will choose only
one program from which to receive
the incentive payment using the NP
a TIN, and CMS' nationatovider
election database.

Automated¢ CMS Registration & Attestation
Systemand MS SLR

Manual¢ Review NPI, TIN and active licensg
for validity

Based orprovider type, assure that
the provider meets all requirements
to be eligible to participate in the
BEHR Payment Incentive Program as
aSRAOFAR t NPEOARS
NEIljdzA NEYSyiae YS
requirements that can be verified
using external data sources availabl
to DOM.

Automatedc MS SLR

Manual- Review of provider supporting
documentation

To eliminatdongterm care
hospitak, ensure that a hospital
eligible for incentive payments has
demonstrated an average length of
stay of 25 days or less.

Automated¢ MS SLRill calculate the averag
length of stay for all hospitals. The calculati
will be the taal number of inpatient days
divided by the total number of discharges.
The application has a hard stop and will not
allow the application to proceed if the averag
length of stay is greater than 25 days.

Ensure all eligibility information is
verifiedat least on an annual basis.

Provider eligibility infamationis only
going to be verified when the
Provider requests a payment via the
MS SLR.

Automatedc¢ MS SLR

Manual- Review of Provider supporting
documentation
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Requirement

Automated State Level Rgstry System /
Manual Process

Verify the Provider has met the
certified EHR requirements, through
use of the ONEcertified EHR code
and attached vendor contracts
purchase orderEULA or license
agreement

Automated- MS SLR

Manual verification is required to ensure the
document atached is the typ¢o which
attestation is made

Based on Provider type, assure the
MU Core requirements have been
attested to and are accurate.

Automated- MS SLR

Manualc review specific objectives, including
CPOE, problem list and DOM security risk
analysis questionnaire

*The DOM security risk analysis questionnai
can be found at www.medicaid.ms.gov

Based on Provider type, assure the
proper number of MU Menu Item
requirements have been attested to
and are accurate.

Automated- MS SLR

Capture and verify clinical quality
measuredrom each Provider.

AutomatedcMS SLR

Based on Provider type, assure the
first year payment is accurately
calculated.

Automated- MS SLR

Based on Provider type, assure the
payment for years two through six
are accurately calculated.

Automated- MS SLR

Assure a Provider does not receive
incentive payments for more than si
years.

Automated¢ CMS Registration & Attestation
System andMS SLR

Assure a Provider does not receive
duplicate payments for any giae
year.

Automated¢ CMS Registration & Attestation
System and MS SLR
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Requirement

Automated State Level Rgstry System /

Manual Process

Ensure that each Provider that
collects an EHRcentive payment
has collected mincentive payment
from only one state, even if the
Provider is licensed to practice in
multiple states.

Automated¢ CMS Registration & Attestation

System and MS SLR

Assure payments are not made for
any year starting after the year of
2015 unless the Provider has been
provided payment for a previous ye:
within the active program period.

Automatedc MS SLR

Assure that Medicaid EHR incentive
payments are made without
reduction or rebate have been paid
directly toa Provider or to an
employer, a facility, or an eligible
third-party entity to which the
Medicaid Provider has assigned
payments.

Automatedc¢ MS SR

Ensure that any existing fiscal
relationships withproviders to
disburse the incentive payments
through Medicaid managed care
plans does not result in payments
that exceed 105 percent of the
capitation rate, in order to comply
with the Medicaid managedare
incentive payment rules at
8438.6(V)(5)(iii).

Does not apply to MS providers. Incentive
payments are made directly to the provider.

Ensure that only appropriate funding
sources are used to make Medicaid
EHR incentives.

DOMapportionsmoney from the
proper account, via existing DOM
accounting processes, before the
money is disbursed.

Manual- MMISand Stateaccounting
processes.
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5.10.1.3 MMIS Automated Audits

The MMIS conducts automated audits before payment is generated in the MMIS. MMIS audits
include:

9 Verifying that the provider is affiliated with the payee in the MMIS Provider File
to make a payment to the payee listed in the MS SLR. If this affiliation is not
present, the provider will be notified of the error and will be given instructions
on how tocorrect the problem;

T +SNATeAY3I G(GKIFIG GKS LINPGARSNNA aAidaAraailllin e

1 (ForEPsonl®+* SNAFeAyYy3a GKIG GKS 9t Qa tfAO0SyasS Aa |

5.10.2 Financial Reporting

The Office of Finance and PerformarReview (OFPRpnducts auditshandling all compliance
audits. OFPR reports through Finance to the Executive Director. Program Integrity handles all
provider billing audits and fraud identified by the OFPR. Program Integrity reports through
Health Services to the Executive Director.

MPIP Financial Reporting is conducted throilfeCHind OFPRyy leveraging functions available

in the MS SLR. The MS Sh&brporates reporting capabilities for the incentive payment
program including prepayment verification activities, pogtayment auding activities, and
incentive payment amounts by provider typeiTECHand the OFPRutilize these reporting
capabilities, in addition to guidance from the Final Rule, to report to CMS on oversight activities
and financial activities.

DOM claimsfederal reimbursement in accordance with all applicable federal laws, regulations,
and policy guidance. More specificalthe OFPRhas a process in place &nsure that its
expenditures for administration of th&PIPwill not be claimed at amounts higher than 90
percentof the cost of such administrationA separate reporting category039 SLR Incentive
Paymentshas been establishe identify all direct costs related to the Medicaid EifBentive
payment programThis category of service is tracked throughth following reports produced
from the MMIS:

RX04%, Final Payment Summary
RX04% Financial Transaction Summary

RX048&, Medicaid Register by Provider Type

RX053; Remittance Activity Control Totals

1
1
1
1 RXO05X Preliminary Payment Summary
1
1 RXO054 RemittanceAdvice (RA)

1

RX10Q; Final Payment Estimation by Billing Provider

Pagel04



Updated
State MedicaidHealth Information Technology November 32017
Planning Document

MISSISSIPPI DIVISION OF

MEDICAID

RX124; Weekly Category of Service Summary
RX134; New Financial Transactions Report
RX14X Financials by Category of Service

RX24% Monthly Financials by Category of Service
RX24% Monthly Final Payment Summary

RX34X Quarterly Financials by Category of Service

=A =4 =4 =4 =4 4 =4

RX34% Quarterly Final Payment Summary

Administrative costs are determined based on our agency accounting records. Expenses related
to HIT are designated with distinct repimg codes within the accounting system. Monthly and
quarterly account reconciliations and preparation of the quarterly @¥Seports identify all
administrative expenditures related to the Medicaid EHR incentive payment program, including
any expenditureerroneously claimed at an amount higher than 90 percent. Ufigce of
Financeand Performance Reviewould take corrective action immediately if erroneous
expenditures are identified.

TheOfficeof Financeand Performance Reviealso has a process inggle toensure that it does
not claim amounts higher than 1Qfercentof the cost of such payments foroviders. This
control procesill be supported by reports based on data extracted from MMIS and the MPIP

MS SLR solutigmvhich will be compared testimated expenditures from the CVE.

Additional financial oversight reports include:

Table5-4: Additional Financial Oversight Reports

Report

Frequency

Reports showing payments pending by
Provider.

Weeklyand Monthly

Reports showing payments made by
Provider.

Weekly and Monthly

Payment reconciliation reports to track
payment by NPI/Provider ID froMSSLR
to MMIS toMSSLR tdhe CMS
Registration & Attestation System

Weekly and Monthly.

Dollars in the payment calculation MISSLR by Provider.
Dollars input in to the MMIS system by Provider.

Payments made by MMIS to Provider.

Payments reported to th&1SSLR by Provider.

Payments reported to th€MS Registration & Attestation Syste
by Provider.

Reports tracking the status of all
applications in the redetermination or
appeals processes.

Weekly and Monthly

CMS Report with numbeof providers by
type and location using A/l/U.

Year OneReport- Quarterly and Annually
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Report Frequency

Aggregatedrables for A/l/U. Year OneReport- Quarterly and Annually

CMS Report with numbeaf providers by | Year Two & beyondQuarterly and Annually
type and location using MU

Aggregated Tables for MU Year Two & beyondQuarterly and Annually

Quantitativedataon how the incentive Quarterly and Annually
payment program addressed individsal
with unique needs, such as children.

DOM will create additionakportsasnecessary to administer, managend monitorMPIP.

5.11 Audit Strategy

DOM began making payments to providers in May 2011. Since that time, DOM has conducted

an ongoing evaluation of its verifications and Audit Strategy. As a result of this ongoing
evaluation, DOM has determined that it will conduct yp@&ment verificatios of 100 percent

of all provider attestations and will follow a rigorous grayment verification process. As

noted above, certain prpayment verifications are automated through the MS SLR, while other
pre-payment verifications are manually completed BYECHstaff. The erification workflow

beginsafter the provider completes registration and attestationrDOM hasup to 60 days to

GSNAFe GKS LINPGARSNDA St A distributef payinént. This Rsdaly y | RRA
period starts after paymenauthorization is confirmed through the Medicaid Payment Request
Response Interface (I6).

DOM Office of Finane and PerformanceReview (OFIR) staff members are responsible for
conducting pospayment audits on behalf of DOMOFMR staff members will leerage all
existing data sources for pepayment verifications, including MMIS claims data for comparison
G2 | LINP@goeSdai@aa &St ¥F

Postpayment audits of providers that have attested to and been paid for A/I/U have already
commenced. OFRR will begin conducting pogbayment audits of providers that have attested

to and been paid for MU in 2013. The ppstyment MU audit strategy is included in Appendix
J. Appendix J is marked as confidential and will not be released as part of the pubtiedbcu

5.11.1 Pre-Payment Audits

DOM conducts prgpayment audits for A/I/U and MU on 100 percent of provider attestations
using the process previously explained in Section 5.10.1.

5.11.2 Post- Payment Audits

DOM conducts pogpayment audits for A/I/U and MU as outlined in Appendix J. Appendix J is a
confidential document and will not be posted on public Websites.
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DOM acknowledges that the Audit Strategy, including pre and-pagment verifications, for

A/lI/U and MU as outlined above and in Appendix J will need to be evaluated on a regular basis.
In subsequent SMHP updates, DOM will include necessary revisions to the Audit Strategy, as a
part of the Appendices, to reflect the level of risk encountered iesttition reviews and based

on lessons learned as the MPIP proceeds.

5.11.3 Fraud and Abuse

Abuse is defined as provider practices that are inconsistent with sound fiscal, business or
medical practices and result in unnecessary costs to DOM. Fraud is wherottdep has the

intent to deceive or misrepresent with knowledge that this deception could result in an
unauthorized benefit. Fraud detection focuses on providers with intent to commit either a civil
or criminal action for personal gain. Fraud and abpsevention includes the previously
described pre and pogiayment verification and audit activities with additional investigation
that starts at the conclusion of the initial pre and p@styment audit processes. When DOM
determines that there isanissi¢BS t i SR (2 LI &YSyd GKFdG Aa Y2
SNNBNJ 2N) yS3t A3a3SyO0S (GKSy GKS LINPOARSNI Aa NB
Control Unit (MFCU) for investigation. The MFCU has specific authority to investigate and
prosecute Melicaid fraud and abuse using search warrants and administrative document
request. The MFCU may determine settlements, obtain judgments and convictions and recover
criminal and civil restitution, fines, penalties and costs.

5.11.3.1 Recoupment

Conduenthas competed and implemented all development work surrounding Audit, Appeals,
Recoupment and Adjustment in the MS S[ORis functionality gbility to capture recoupment
and adjustment information, including tracking recoupments/adjustments and flagging
providersthat have been paid improperly in previous program yearsurrently available in the
MS SLRThis was deployed into a Production environment in late November, 2013

Recoupments and adjustments of Medicaid EHR incentive payments will be handled imthe sa
fashion as all other Medicaid claimBPOM will use its curremecoveryprocess (MS Code 43-
121) to take corrective action regarding any improper paymémfsroviders through the MPIP
DOM recognizes the need to repay CMSFHPreceived byproviders in the event of an
improper paymentregardless of whetheor not DOM hasactuallyreceivedthe recoupment.

DOM plans to use the current MMIS functionality to track overpaymants will utilize MMIS
negative payment files to facilitate the recoupmemt adjustment of incentive payments. To
date, DOM has not completed a recoupment or adjustment for any incentive payments that
have been distributed

5.12 Administrative Redetermination and Appeal Plan
This section of the SMHP describes the DOM appeals gsaegarding the MPIP appeal rights,

the valid reasons for an appeal, and types of provider eligible for an appée&ie
redetermination andappeal processswill proceed in accordance with thHdississippi state law
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and the Division of Medicaid State of Mia A 8 A A LILJA Q&4 ! RYAYA &GN GA GBS /
Appeals.

Specifically, Medicaid Providers can appeal if they believe that they have been incorrectly
denied an incentive payment, or have received an incorrect payment amount because of an
incorrect detemination of eligibility, including but not limited to the following DOM decisions:

1 Measuring patient volume;
1 Demonstrating MU; and
9 Efforts to adopt, implement, or upgrade to certified EHR technology.

The first step in the appeals process is for the previd request an informal reconsideration
prior to invoking a formal appeal. This can be achieved by contadiBgHor OFPRstaff.
iTECH OFPRstaff may grant the provider the opportunity to make changes to their MS SLR
information after the informalreconsideration process and discussion. If the reconsideration
process results in a denial decision, MS DOM will provide a written notification of the denial
action to the provider. The provider may then proceed in the appeals process by submitting a
formal appeal to DOM at that time.

The provider may formally appeal the decisiomy filing a written notice for appeal with the
Office of Administrative Appeals withiBO days of thewritten receipt of the adverse decision.
State of Mississippi lawequires that providers file a formal appeal in writing, detailing the
reason for the appeal. DOM uses an internal system to track all appeals and all supporting
documentation is stored on a secure server within DKk notice of appeal is considerectdil

when it is date stamped by th@ffice of Administrative AppealsThe notice must identify the
issues being appealedexplain the reasons why the provider disagrees with the adverse
decision, and include all supporting documentation.

DOM manually updas the status of all formal appeals in thdational Level Repository (NLR)

This process allows DOM to maximize the benefits of using the existing system for all appeals
and minimizes administrative costs of the program. Redeterminasian informal pocess and
documented within an internal system

Appeals, audits, fraud and abuse administration and work will be supported by processes
external to MS SLR and may take place at any point described above (Registration, Attestation,
SGi0d0 @ G InforénatiénNul ¢ stored i@ e MS SLR that documents the initiation,
progress, and results of each appeal, audit, and recoupment or adjustment case. Mississippi has
a substantial investment in staff training and systems designed to facilitate arkl a@zeals,

audits, fraud and abuse. Mississippi will leverage this investment to reduce the administrative
cost of the EHR incentive payment program. Documentation generated during the process will
be secure and readily available to DOM staff to assiahswering provider questions.

5ha KFra +ty SEAaGAY3I NBfFIGA2YAaKAL 6AGK (GKS aAiaé
Control Unit and has incorporated this process as part of the MPIP oversight responsibilities.

The provider will receive a fairelring in accordance with the Division of Medicaid State of
aAdairadaArLlIIAQa ! RYAYAAEaAdpedss PSM HagrivtSipdated it afpeatso = t |
process since program inception, but may reserve the right to do so in subsequent SMHP
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updates basd upon lessons learned and the number and type of appeals being filed and
processed on an annual basis.

5.12.1 Miscellaneous Provider Issues and Complaints

DOMhas established anmail address foprovider issues and complaints. Thenail account

is monitoreddaily and distributed to the appropriate person to resolve the issue. Mississippi
DOM assistproviders in addressmall issues as quickly as possible. DOM will track the issue to
its final resolution and will maintain a log of ongoing and resolvecessiDOM will summarize
and categorize all provider issues received.

5.13 MPIP MS SLR Post Payment Processing

Whenever aLINE @ AirkReéhiNg payment is adjustedue to an audit findingthe state will
notify CMS via aCMS Registration & Attestation Systelbedicaid Payment Adjustment
Interface(D18¢ payment adjustment/recoupmentyansaction.

5.14 Quarterly Reporting to CMS

CMS implemented a standard report format for quarterly reporting on EHR Incentive Payment
program measures of progress. DOM submits thgearterly reports directly to CMS on or
before the required deadlines on the required CMS template. The template includes the
following items:

9 State SystemDates
0 Registration Implementation
AlU Attestation Implementation
Payments Implementation
Auditsimplementation
MU Attestation
0 |APD Expiration
9 Provider Outreacly Number and Dates
o Outreach Events
o Phone Calls
o Emails
1 Auditing¢ Planned and Actual Dates
o EP AIU Audits
o EP MU Audits
o EH Audits
1 StateSpecific SMHP Task®lanned and Actual Dates
0 Conduct YeaDnepost paymentudits and analysis
o Finalize audit plan for Year Two MU and other program requirements
0 Receive CMS APD approval for eligibility determination remediation
o Develop requirements/release RFP for interface to the State HIESagduia
Project(eHealth Exchange

O O oo
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Create RFPs f@eqouia Project (eHealth Exchamgalform consulting, V&V,

and implementation vendors

Release MMIS system replacement RFP

Develop audit plan for MU and other program requirements

Start development of required changesttee MS SLR

Share limited Medicaid data with local HIEs as agreed and requested (e.g.,
MSCHIE)

Finalize audit plan for MU and other program requirements

1 Staffing Levels and ChangeBlanned and Actual

(0]
(0]

Operational Staff
IT Staff

0 Auditing Staff

(0]

New StaffThis Quarter

1 EP/EH Counts and Amounts Paid (Total since start of program)

(0]

O O OO0 0O

(0]

EP AIU Count
EP AlU Paid Amount
EP MU Count
EP MU Paid Amount
EH AlIU Count
EH AIU Paid Amount
EH MU Count
EH MU Paid Amount

i Other Information
o Additional tasks
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pointed out. These activities show only one quarter, but continue throughout the Milestone
Schedule on a quarterly basis. The recurring activities include:

1 Implementation of MU for EH and ERStarting in the third quarter of FFY 2012,
the MS SLR began accepgtiMU attestations.

Although this is shown as a

milestone that ended in Q3 of FFY2012, the MU functionality remains active in

the MS SLR;

1 Post Payment Audit Implementatigrin the fourth quarter of FFY2012, the post

payment audit program was initiated.sAoted in Section § Provider Incentive

Program Blueprint,

post

regular basis throughout the program; and

payment audits have commenced for A/l/U
attestations as well as MU attestationsPost payment audits will continue on a

1 SMHP and IAPD Annual Upelst Beginning in the second quarter of FFY2012,
DOM has submitted annual updates of the SMHP and IAPD to CMS for approval.

L yydz € {alt

dzLJRI G S &

policy changes to the MPIP, and a new HIT Roadmap. AhkBB updates
outline the requested funds for implementing HIT initiatives outlined in the

SMHP.

Table6-1: Master Milestones/Schedule

MILESTONE

State Level Registry (SLR)Upgrades

START DAT

END DATH

STATUS

Meaningful Use UAT Q2FFY12 | Q2FFY12| Completed
Implementation of Meaningful Use for EH and EP (Ggoing) Q3 FFY12 | Q3 FFY12| Completed
First EP Payments for Meaningful Use Q3 FFY12 | Q3 FFY12 | Completed
Provider Training on Meaningful Use Q4FFY12 Q4 FFY12 | Completed
Post Payment Audit Implementation (Orgoing) Q4 FFY12 | Q4 FFY12 | Completed
MMIS / SLR Payment Electronic Interface Implementation Q4 FFY12 | Q4 FFY12 | Completed
SMHP Update for Stage 2 Final Rule Changes Q1FFY13 | Q1FFY13 | Completed
SLR Release 2.4Stage 1 Changes for 2013 Implementation Q1FFY13 | Q1FFY13 | Completed
SLR Release 2.5 Q2 FFY13 | Q2 FFY13 | Completed
SLR Release 2.6 Q3 FFY13 | Q3 FFY13 | Completed
SLR Functionality for Audit, Recoupment & Adjustment, and Appeals Q3 FFY13 | Q3FFY13 | Completed
SLR Release 2.7 Q4 FFY13 | Q4 FFY13 | Completed
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MILESTONE START DAT|I END DATH STATUS
SLR Release 3.0Stage 2 Meaningful Use Implementation for EH Q1FFY14 | Q1FFY14 | Completed
SLR Release 3.4Stage 2 Meaningful Use Implementation for EP Q2 FFY14 | Q2FFY14 | Completed
SLRRelease 3.Z Stage 2 Meaningful Use Implementation for EH (additiona| Q4 FFY14 | Q1 FFY 15| Completed
e-CQM reporting interface from CMS)
SLR Release 3.3Response to CMS NPRM (effective October 1, 2014) Q4 FFY14 | Q1 FFY 15| Completed
Additional development needed to allow providers taake advantage of
Flexibility Rule for CEHRT 2011, 2014 or combination 2011/14
SLR Release 4.9SLR Dashboard and Internal Reporting Enhancements Q1 FFY15 | Q3 FFY 15| Completed
SLR Release 44 Modifications to Program Year2015 for Modified Stage2 Q3 FFY15 | Q3FFY16 | Completed
for EPs and EHs
SLR Release 4.1.2 Modifications to Program Year 2016or Modified Stage Q3 FFY16 Q2FFY17 | Completed
2 for EPs and EHs
SLR Release 5.8nd Release 5.2 Modifications to Program Year 2017 for Q3 FFY17 Q3FFY18 | Completed
Modified Stage 2 and Stage 3 for EPs and Efisplementing the
requirements as outlined in the recent IPPS ruling published August 2,
2017)
SLR Release 5.2Cosmetic clearup of SLRsolution only Q2FFY18 Q3FFY18 | In Progress
SLR Release 5.8Regulatory updates based upon pending CMS new ruling Q1FFY19 Pending

R E————————————————————————_—_——————
Environmental Scan

Planning Q1lFFY16 | QLFFYLr | Completed
Survey Development QLFFYT/ QR FFYLZr | Completed
Visits and Surveys Q1lFFY17 | Q2FFY17 | Completed
Collection of Data / Analysis of Information Q1FFY17 | QBFFY17 | Completed
Report / SMHP Update Q2 FFY17 | Q3FFY17 | Completed

Outreach to providers in the EHR Incentive Program Q3 FFY 18 | Q3 FFY 19
Work on getting providers that previously attested to return to the program | Q3 FFY 18 | Q3 FFY 19
Targeted Outreach to prepare providers for Stage 3 Meaningful Use Q3 FFY 18 | Q3FFY 19
Attestation
Targeted Outreach to helpproviders better understand the importance and @B FFY 18 | Q3FFY 19

workflow of Active Care Team Coordination; Submitting to Public Health
Specialized Registries; Sharing electronic health records using the existing
functionality of the EHR (moving away from the fax machine)

Q3 FFYY

Q4
4FFYT7

[
SMHP and IAPD AnnualUpdate

In Progress

) |
DOM Interoperability Platform Acquisition and Implementation

Vendor analysis and review of offerings, including presentations, HIMSS Q2FFY14 Q2FFY13 | Completed
meetings

Procure Interoperability Staff Q2FFY14 Q4FFY14 | Completed
Write RFP for Interoperability Platform Q1FFY15 Q4FFY15 | Completed
Open bids for vendors Q2FFY16 Q2FFY16 | Completed
Evaluate bids for vendors Q2FFY16 Q2FFY16 | Completed
Negotiatecontract with vendor Q2FFY16 Q2FFY16 | Completed
Implement Interoperability Platform Q3FFY16 Q2FFYLZ7 | Completed
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MILESTONE START DAT|I END DATH STATUS
Implement EHR Integrations to allow for GCDA query and exchange QBFFY16 Q4FFY20 | In Progress
Interface with DOM Managed Care Vendors to providalditional clinical UAFFYT QUAFFYD | In Progress
data to DOM
Harmonize DOM MPI with MSHIN MPI to allow for matching of beneficiary UAFFY1B QLFFYD | In Progress
identities
Interface to MSHIN ESB and Sequoia (eHealtixchange) Gateway to allow QLFFYD QLFFY20 | In Progress
for C.CDA exchange

6.2 Governing Law

The following is a summary of federal and state law and state administrative rules applicable to
the SMHP. DOM is in compliance with all relevant law and rules.

o0 45 C.F.R. Part 170, entitlettalth Information Technology Standards, Implementation
Specifications, and Certification Criteria and Certification Programs for Health
Information Technology

These regulations implement parts of the Public Health Serviderdgarding Health

Information Technology. The standards, implementation specifications, and certification

criteria adopted in these regulations apply to Complete EHRs and EHR Modules and the
testing and certification of such Complete EHRs and EHR Modillese requirements
NBIFNRAY3I OSNIAFASR 91 wa AyOfdzRS GKS NXBIj dzA NB
GKFG GKS 91w LkRaasSaa |Y2y3a 20KSNJ GKAy3az acC
objectives and associated measures [required of eligibléeggionals, eligible hospitals, and

critical access hospitals] and successfully report the clinical quality measures selected by

CMS in the form and manner specified by CMS (or the States, as applicable) for the stage of
meaningful use that an eligible gessional, eligible hospital, or critical access hospital seeks

G2 I OKAS@Sde ¢KS aiadaaiaaillllh 5AQ0AaA2y 2F aSR
under this requirement between the dates of July 1, 2013 to June 30, 2014. These
regulations do nbapply to the Provider Portal.

During the applicable period of July 1, 2013 to June 30, 2014, DOM was in compliance with
45 C.F.R. Part 170 while offering a Certified EHR to Medicaid providers. Because DOM is no
longer offering an EHR, these regulatiowslonger apply.

0 45 C.F.R. Parts 160 and 164, Subparts A and E, knownRrdvtiey Ruleand Subparts A
and C, known as th8ecurity Rulémplemented under theHealth Insurance Portability
FYR ! OO02dzy (il 6Af A @saménded BydhEdnetit Ihfdrmdatioh T M dc
b2y RAAONR YAYIl (A 2 \andtheHealtl laf@rbabidn Fechndogy for n ny
Economic and Clinical Health &ctt | L ¢ 9/ 1 1 QG0 ¢AGES - LLL 27
Division Bofthe YSNA OF Yy w802 3SNE | yRofe® y #SaiYSyd !

HIPAA applies to covered entities, which include health plans, health care clearinghouses,
and health care providers who transmit any health information in electronic form in
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connection with a transaction covered by HIPAA, as well as busisessiates of covered
entities. It requires (1) certain security standards for the protection of electronic protected
health information, (2) certain notification requirements if there is a breach of unsecured
protected health information, and (3) certaiprivacy standards regarding individually
identifiable information.

During the applicable period of July 1, 2013 to June 30, 2014, DOM was in compliance with
HIPAA while offering a Certified EHR to Medicaid providéist the followon product,
5 h a Q& der RaBakvas compliant July 1, 2014 to current and will continue to be.

o0 42 CFR Part 2, entitlé€onfidentiality of Alcohol and Drug Abuse Patient Records

These regulations impose restrictions upon the disclosure and use of alcohol and drug abuse
patient records which are maintained in connection with the performance of any federally
assisted alcohol and drug abuse program.

Where applicable, DOM is compliant with 42 C.F.R. Part 2 through implementation of its
sensitive data policy, which prohibited tlogsplay/disclosure of alcohol and drug abuse data

in the former EHR and continues to prohibit the display/disclosure of such data in the
Provider Portal.

o Miss. Code Ann. § 41-97, entitledConfidentiality of Hospital Records and Information;
Exceptionsin regards to persons in need of or receiving mental treatment.

This statute provides that hospital records of and information pertaining to patients in need
of mental treatment at treatment facilities or patients being treated by physicians, certain
psydologists, licensed master social workers, or licensed professional counselors be
confidential, with certain exceptions.

Where applicable, DOM is compliant with Miss. Code Ann. 81417 through
implementation of its sensitive data policy, which prohibiitdhe display/disclosure of data
related to mental treatment in the former EHR and continues to prohibit the
display/disclosure of such data in the Provider Portal.

o Miss. Code Ann. 88 4I0-1, et seq, entitled Alcoholism and Alcohol Abuse Prevention,
Contol and Treatmentand implemented under th€omprehensive Alcoholism and
Alcohol Abuse Prevention, Control and TreatmenbAt974.

These statutes provide for confidentiality requirements regarding registration and other
records of services by approvérgatment facilities that provide treatment or rehabilitation
services for alcoholics, whether-patient, intermediate or oupatient.

Where applicable, DOM is compliant with Miss. Code Ann. 88041 et seq, through
implementation of itssensitive déa policy, which prohibited the display/disclosure of
alcohol abuse data in the former EHR and continues to prohibit the display/disclosure of
such data in the Provider Portal.
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0 Miss. Admin. Code 23:9.9, entittedDMH Principles of Ethical and Professid@ahduct

This rule provides standards of confidentiality and disclosure regarding information of
mental health patients.

Where applicable, DOM is compliant with Miss. Admin. Code3:24 through
implementation of its sensitive data policy, which protelii the display/disclosure of data
related to mental treatment in the former EHR and continues to prohibit the
display/disclosure of such data in the Provider Portal.

0 Miss. Admin. Code 2B00:3.5 Confidentiality of Informatioyy 3.6 Protected
Information), 3.7 Release of Information Without Client Con3e81t9 Gafeguarding
Confidential Informatioy) and 23200:1.1 Disclosure of Confidential Informatjon
regarding the confidentiality of Medicaid beneficiary information.

DOM is in compliance with thedbove rules.

6.3 Assumptions and Dependencies

The following assumptions and dependencies may affect the SMHP as described in this
document:

1 Assumptions this plan assumes that:

' The DOM Interoperability Platform Acquisition and Implementation will
be availal® for integration and testing per the schedule listed in the
GroftS Gal adSN) aArtSaiz2ySak{ OKSRdzZ S¢ | 0620

1 Certification and implementation of EHR systems will be timely in
keeping with the MPIP schedule; and

1 Dependencies, this plan depends upon:
AThe SLR IWANI RSa I OGAGAGASA f AAGSR A

Yy u
aAf Sai2ySak{ OKSRdzf S¢ /RYRABLiyME RSLISYRSY
meet the timeline dictated by the proposed release schedule.

6.4 Participation in the State Health Information Exchange
(MS-HIN)

The structure foMSHINis set forth inMiss. CodeAnn. 8841-1191, et seq, entitled Health
Information Technologwct, included as Appendix. FThe governing bodpf MSHIN is the
Mississippi Health Information Network Board of Director®OM is a member of the M8N
Board of Directors and will work in partnership with 88N, providing both leadership and
funding support, as appropriate, to assure that Medicaid beneficiaries are best represented and
served by MS&HIN.
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DOM will work closely with MBIN to ensure thakach system supports broad, standarql\s i
0l AaSRY AYUSNRLISNIOGfS SY@gANRYYSyda G2 YFEAYAIT S
this standardsbased foundation allows DOM the greatest flexibility moving forward.

DOM expects the MPIP will encourage ardi/ance the use and number of certified EHR
systems available and functioning throughout the State. D@Mparticipate in MSHIN and

will closely coordinate with MEIIN to align and leverage resources. Some of the anticipated
activities include:

1 Coordirating with the MSHIN to use existing HIT infrastructure and services,
when possible;

1 Coordinating wittMS-HIN to assist providers in achieving MU; and

A Coordinatng with the State HIT Director, thédinds Community College
(Workforce Development), and Mediid providers to dissemina information
about MSHIN, Provider adoption and incentive payments to providers.

6.5 Participation in the Sequoia Project (eHealth Exchange)

6.5.1 Alignment with MITA Mission, Goals, and Objectives

CMS expects that the SMHRI be fullyl £ A 3y SR
a
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Adopt industry standards for data exchange;

Develop seamless, integrated systems;

Promote flexible, reusablend adaptable environment;

Support interoperability, integration, and an open architecture;
Provide data that is timely, accurate, adde, and easily accessible;
Support integration of clinical and administrative data;

Provide performance measurement;

Pronote an enterprise view and efficient/effective data sharing;

Goordinate with Public Health and other trading partners; and

= =4 =4 4 4 4 -4 -—a -4

Promote secure data exchange.

aL¢! IyR aSRAOIFARQAa YA aawitk fgderal gtahdadl®? incfuding thid\ls | £ &
FHA and theSequoia Project (eHealth Exchangsajiative. Furthermore, CMS expects that

states will bring their business/technical capabilities in line WitHA 3.0 standards and will

advance within the maturity modeht which time states will agree on common data standards,

jointly developed business services, and addptiuoia Project (eHealth Exchang@ndards for
interoperability and data.
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1 MITA Maturity Level 3Clinical Data] Data standards are adopted natilty.
Shared repositories of data improve efficiency of access and accuracy of data
used, resulting in better business process results.

1 MITA Maturity Level 4[Clinical Data}ccess to standardizededicaid clinical
data through regional data exchange emites the decisiemaking process.
With clinical evidence, decisions can be immediate, consistent, and decisive.

1 MITA Maturity Level 5[National Interoperabilit¥Sequoia Project (eHealth
Exchange]: Data exchange on a national scale optimizes the deemiaking
capabilities of the state agency.

DOM has targeted achievement of MITA Maturity Levels 3, 4, and 5 by adopting and aligning
with federal standards, includingequoia Project (eHealth Exchange)

6.5.2 Sequoia Project (eHealth Exchange)

The Sequoia Projec({eHealth Exchangejomprises the conventions, standards, and shared
infrastructure necessary to facilitate the secure and interoperable exchange of electronic health
information between organizations over the Internet. Much has already been accomptished
enable the exchange of clinical data, such as summaries betwsmnders. Considerable
infrastructure has already been defined at the national level to provide robust security, patient
discovery, authentication and authorization, and auditingpport. TheSequoia Project (eHealth
Exchange)s a critical part of the national health IT agenda to improve population health by
making it possible for health information to follow the consumer, be available for clinical
decision making, and support appropeatise of health care information beyond direct patient
care.

Technical and policy activities over the course of the next several yélhexpand the value of
Sequoia Project (eHealth Exchang&ndards, services, and trust fabric and extend the aldity
securely exchange health information to a larger audience. This expansion will support
providers wishing to achieve MU GEHR@&Nd qualify for incentives under the HITECH Act.

The ONC, along with federal agencies, state agencies, and HIEs, is facilitating the growth and
connectivity tothe Sequoia Project (eHealth Exchang®&3. such, compliance witthe Sequoia
Project (eHealth Exchang& an important element of the HIT Roadméor the State of
Mississippi.

The Sequoia Project (eHealth Exchangah facilitate the exchange of both clinical and
administrative data betweerproviders, payers, patients, and other health care professionals.
Agencies involved ithe Sequoia ProjecteHealth Exchangeinclude CMS, CDC, SSA, DoD, and
VA. TheSequoia Project (eHealth Exchangepports a wide range of use cases for a wide range
of users. A list of common usases is provided below:

9 Provider to ProviderProviding the ability to loda providers, send referrals,
exchange patient medical history, and send messages for the administrative
coordination of care.
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1 Provider to PatientProviding the ability to send patient reminders, send patient
medical history to a Personal Health RecordHRP, and to provide patient
medical summaries to patients.

9 Laboratory to ProviderProviding the ability to send lab resultspmoviders and
submit reportable lab results to public health.

1 Provider to Federal Agencie®roviding the ability to send qualitreports,
surveillance reports, and more to federal agencies.

1 Provider to PharmacyProviding the ability to send electronic prescriptions for
medications and implement drudrug, drugallergy, and drugormulary checks.

91 Provider to PayerProviding theability to check eligibility, submit claims, receive
prior authorization, and submit patient information.

Standardsbased connectivity initiatives includeSequoia Project (eHealth Exchanged the
Direct Project. TheSequoia Project (eHealth Exchangedl the Direct Project are separate sets

of standards and protocols used for information exchange, wdilealth Exchangis a set of
software designed to facilitate information exchang€he Sequoia Project (eHealth Exchange)
is meant to facilitate inteHIE data exchange, while the Direct Project is meant to facilitate
Intra-HIE data exchangeThe Sequoia Project (eHealth Exchangelused for states or large
Provider organizations to connect with the federal government and to communicate among
HIEs.

The Direct Project is used for ProviderProvider messaging and communication among
smaller health care organizationseHealth Exchangés a federally funded, Open Source
software solution that allows for the secure and private exchange of health iafiiom The

eHealth Exchangsoftware, referred to as aHealth Exchangp 4 Sgl &3> A& (KS a2y
Sequoia Project (eHealth Exchangework.

6.5.3 Sequoia Project (eHealth Exchange) Gateways

In order to connect to the Sequoia Project (eHealth Exchapgeganizations can utilize
Sequoia Project (eHealth Exchange) certified Gateway.

DOM hasimplemented the DOMInteroperability Platform, supportinga Sequoia Project
(eHealth Exchangénto the DOM ecosystemThis Interoperability Platform, with fidupport of
standards such ashe Sequoia Project (eHealth Exchangey well as support for other
standards and protocols, will ensure coordination with the federal initiatewed connectivity
among theproviders, stakeholders, HIEs (both in the State of Mississippi and in other states),
other State Medicaid agencies, and other entities associated with DOM and the State of
Mississippi. DOM is coordinating with N8N to allow for DOM to M8IN connectivig, using
standards such ashe Sequoia Project (eHealth Exchang® allow for other Mississippi
agencies to connect to MSIN or DOM and have access to both-MISl and DOM.
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6.5.4 Connectivity

DOM included requirements for implementing The Sequoia Project (eH#h Exchange)
Gateway(s) in the DONhteroperability Platform in order to encourage connectivity between
DOM, the statewide HIE (e.g., NMBN), neighboring HIEs and state agencies/departments, and
federal agencies.

The DOM Interoperability Platform, and integrat8egquoia Project (eHealth Exchange)
Gateway can support connectivity and interoperability with NN and the Provider
organizations within the HIE, including the Provider locations recelHBIncentive
Payments from DOM. DOM has identified several use cases thabtimectivity model
can support, including:

1 Interoperability with the MSDH MIIX Systéon Medicaid clinical data

1 MedicaidClinical data exchange with M8N and M31INMedicaid Providers.

This DOM; MSHIN connectivity can also be utilizedsupportMedicaid clinical data
exchange with

i Other Mississippi State agencies and stakeholder connectivity and
interoperability needs such asMISDH the Mississippi Department of Human
Services(MDHS), the Mississippi Department of Mental Health (DMH), the
Mississippi Department of Rehabilitative Services (MDRS), the Mississippi
Department of Corrections (MDOC), the Mississippi Department of Revenue,
and the Mississippi Department of Employment&ity (MDES);

1 Neighboring HIEs such as the Louisiana Statewide HIE, the Arkansas Statewide
HIE, the Alabama Statewide HIE;

1 Neighboring state agencies such as state Medicaid agencies, State Departments
of Health; and

1 Federal agencies such as the CMS,Sbeial Security Administration, the DoD,
the VA, the CDC.

The benefits of employing an Interoperability Platform with an integraBshuoia Project
(eHealth Exchangeateway(s) Module for DOM are:

9 The ability to interact with the aforementioned tradingartners (MSHIN,
states, federal agencies, HIES);

1 The ability to leverage a standartiased modularplatform with a compliant
Gatewayfor communication and interoperability;

1 The ability to utilizéhe Sequoia Project (eHealth Exchanfyg)both clinicaland
future administrative transactions with multiple trading partners; and

1 A decrease in dependence on other entities to provide connectivity and
interoperability with health care partners.
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Integrating the Healthcare Enterprise Statement and Standdntisgration to Drive MITA
Compliancy

IHE was formed by the Healthcare Information and Manag@nsystems Society (HIMSS) and

the Radiological Society of North America (RSNA). IHE is an initiative by health care
professionals to improve the way health cairformation is shared between systems and
organizations around the world for the purpose of improving the overall quality of health care to
patients. The mission of IHE is to achieve interoperability of systems through the precise
definition of health cee tasks, the specification of standarsdased communication between
systems required to support those tasks, and the testing of systems to determine that they
conform to the specifications. IHE promotes the coordinated use of established standards such
as DICOM and HL7 to address specific clinical need in support of optimal patient care.

IHE has developed a set of profiles (Integration Profiles) specifying a clear implementation path,
including, but not limited to: ITinfrastructure, Cardiology, Anatomiathology, Eye Care,
Laboratory, Patient Care Coordination, Radiology, and Patient Care Devices. Integration Profiles
describe how a workflow crossing multiple systems can be achieved using established standards.
The Sequoia Project (eHealth Exchangeje services are developed based on IHE profiles,
especially IT Infrastructure.

IHE, in general, is a standard way to share EHRs betmesiders and major HIT or EHR
systems that already are IHE compliatdE provides a proven solution to resolve hedith
interoperability challengesThe bllowing are some core IHE Integration Profiles enabling data
sharing among disparate health information systems:

1 PIX/PDQ (Pati¢ridentifier CrosdReferencing and Patient Demographic Query)
Allows systems to query aentral master patient index for patient
demographics and visit information;

1 XDS (Crodenterprise Document Sharing): Queries/retrieves a list of clinical
documents located within a health care community such as RHIO;

1 XDR (CrosEnterprise Document Relilb Interchange): Provides document
interchange using a reliable messaging system. This permits document
interchange between EHRs, PHRs, and other healthcare IT systems in the
absence of a document sharing infrastructure such as XDS Registry and
Repositores;

1 XCPD (Crog8ommunity Patient Discovery): Locates communities for patients
and correlates patient identifiers (PID);

1 XCA (CrosSommunity Access): Queries and retrieves data from partner
communities;

1 XUA (CrosEnterprise User Authentication): Provid@sneans to communicate
claims about the identity of an authenticated principal (user, application, and
system) in transactions that cross enterprise boundaries;

1 ATNA (Audit Trail and Node Authentication): Secures access control via secure
nodes and requdasand retrieve audit logs from external communities;
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1 CT (Consistent Time): Ensures that system clocks and time stamps of computers
in a network are well synchronized; and

1 BPPC (Basic Patient Privacy Content): Supports a mechanism to record the
patient privacy consent.

EHR systems supporting IHE profiles generally work together better, are easier to implement,

and helpprovidersutilize information more efficiently. According to IHE.net, an IHE profile is a
technical definition or standard that providésl O2 YY2y f | y3dzZ 3S F2 NJ LIzNE
to discuss the integration needs of healthcare sites and the integration capabilities of healthcare

L¢ LINPRdzOG & ¢ ¢2 SyadaNB GKIFIG 91w aeadtSvya
GO02yySOIll K2 yeadors th BhowciSeNMeir (isystéins and technology as an IHE
compliant vendor.

Many EHR vendorand HIE vendors and suppliers worldwide, including foreign nations, are
participating in the IHE workgroups and adopting IHE standards. As participation anébadopt

of IHE standards and profiles grow, so does the ability for disparate systems and infrastructures
to interface, integrate, and communicate data freely.

The State of Mississippi hproviders with multiple, diverse EHR systems; therefore, it is critical
for DOM to adopt standards, profiles, and an overall interoperable infrastructure to support
clinical and administrative data exchange between DOM and the StdWississippHIE (MS
HIN) stakeholders and other trading partners. By implementing aredjriating standards,
profiles, and interoperable infrastructure/technologies (includingHL7/IHE/HE&fbia Project
(eHealth Exchange$tandards, profiles, and technologies), DOM will drive towards and migrate
upwards to the higher levels of MITA and MITA compliance.

6.6 Sunset of Medicaid EHR Incentive Program

We plan to continue serving our existing provider population that remain inBH& Incentive
Program by addressing their concerns and questions as they submit their yearly EHR
Attestations for Meaningful Use. At this point in time, Mississippi does not plan to increase
current staffing requirements. However, as we begin to impletthe following goals and
objectives, we may find that staffing requirements may need to be adjusted.

6.6.1 Educational Goals / Objectives

Mississippi hosts weekly webinars throughout the year. Each webinar focuses on specific topics
relevant to achieving Meangful Use. Some of our more popular webinars include: Patient
Portal Integration, Secure Messaging, and Coordination of Care, which we repeat regularly. Our
goal is to host one webinar each week or at least 50 sessions each year (taking into account
holidays and slower periods). We find our highest number of attendees join us as Attestation
season draws near. During those months, we will often host two webinars per week.

Another strategy we currently use is to publish-rognthly newsletters which entasize
program highlights and regulation updates. Our focus over the past few years has been on
Modified Stage 2 requirements with a slight shift toward Stage 3 reporting. At this time we are
offering more content that pertains to Stage 3. We plaruse information gained from our
Advisory Panels as part of our monthly communications.
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6.6.2 Provider Retention Goals and Objectives

The Mississippi Medicaid EHR Incentive Program will reach out to providers across the state and
will establish a Provider AdvisoPanel by September 30, 2018. This Panel will meet monthly

(and more as needed). The purpose of this Advisory Panel is to gain insight and perception as to
GKS ySSRa 2F 2dzNJ aidl 6SQa LINBPGJARSNI O2YYdzyAlGeod
are participating in both the Medicaid EHR Incentive Program and the Quality Payment Program
(QPP).  We will use this panel to discover best practices and to identify areas where additional
support is needed.

In order to reengage providers that have drop@ out of the program, Mississippi plans to
review all payment records. Surveys, much like those used in our recent Environmental Scan,
will be sent out and focused email and webinar campaigns will be conducted. We also plan to
use information garneredrém our Provider Advisory Panel as part of our strategy. Our
objective is to make contact with every EP that previously participated but dropped out for
various reasons. We want to provide educational resources, best practices, support and
encourage reparticipation.

Our goas are 1)to re-engageprovidersthat dropped out of our program and) to help
providers better utiliz their existing technology amdr new technology. The targeted
benchmarks araccumulativegoing forward

1 25%by end of FFY 2018
1 40% by end of FFY 2019
1 60% by end of FFY 2020

6.6.3 Clinical Quality Measures (CQMs) Goals and Objectives

Currently all CQM reporting is collected from providers as they manually input their reporting

data. We are in the beginning steps afking through requirements that would allow for eCQM
collection. We are working closely with our Inteevgbility team as they collect Clinical data or

CCDs from our provider partner systems across the state. We are looking at ways to analyze this
datal YR 0SGGSNI dzaS AdG G2 | 002 VYLiXvikaRFY20&Blpilét G §SQa
using population health analytics
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AppendixA: Acronyms

Acronym | Stands For: ‘

A/llU Adopt, Implement or Upgrade

ACO Accountable Car®rganization

ADT Admission, Discharge, Transfer

ARRA American Recovery and Reinvestment Act

ATNA Audit Trail and Node Authentication

BPPC Basic Patient Privacy Content

BIP Broadband Initiatives Program

BTOP Broadband Technology Opportunities Program

CAH Critical Access Hospital

CCIC-CDA Continuity of Care DocumentConsolidateeClinical Documen
Architecture

CCHIT Certification Commission for Health Information Technology

CDC Centers for Disease Control and Prevention

CEHRT Certified Electronitiealth Record Technology

CDI Clinical Data Infrastructure

CFHC Coastal Family Health Center

CMS Centers for Medicare and Medicaid Services

COTS Commercial Off the Shelf

CPOE Computerized Physician Order Entry

CQM Clinical Quality Measures

CT Consistent Time

DMH Mississippi Department of Mental Health

DOC Department of Commerce

DoD Department of Defense
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Acronym | Stands For: ‘
DOM State of Mississippi Division of Medicaid

e-BEAT Extension Broadband Education and Adoption Team
EFT Electronic Funds Transfer

EH Eligible Hospital

EHR Electronic Health Record

eMPI Enterprise Master Patient Index

EMR Electronic Medical Record

EP Eligible Professional

ESB Enterprise Service Bus

EULA End User License Agreement

FCC Federal Communications Commission

FFP FederalFinancial Participation

FFY Federal Fiscal Year

FHA Federal Health Architecture

FQHC Federal Qualified Health Center

HDS Health Data System

HHS Department of Health and Human Services

HIE Health Information Exchange

HIPAA Health Insuranc®ortability and Accountability Act
HIT Health Information Technology

HITECH Health Information Technology for Economic and Clinical Hea
HIX Health Insurance Exchange

HL7 Health Level Seven

IAPD Implementation Advanced Planning Document
ICD10 International Classification of Diseases
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Integrating the Healthcare Enterprise

IHE

IT information technology

iTECH Office of Information Technology Management
ITS Information Technology Services

LTE Long Term Evolution

MBCC Mississippi Broadban@onnect Coalition

MDES Mississippi Department of Employment Security
MDHS Mississippi Department of Human Services

MDM Master Data Management

MDOC Mississippi Department of Corrections

MDRS Mississippi Department of Rehabilitative Services
MES Mississippi Enterprise System

MHA Mississippi Hospital Association

MID Mississippi Insurance Department

MIIX Mississippi Immunization Information Exchange System
MITA Medicaid Information Technology Architecture
MMIS Medicaid Management InformatioBystem

MPIP Mississippi Provider Incentive Program

MS SLR Mississippi State Level gistry

MSCHIE Mississippi Coastal Health Information Exchange
MSDH Mississippi Department of Health

MSHIN Mississippi Statewide Health Information Network
MTOM WSMessage Transmission Optimization Mechanism
MU Meaningful Use

NCPDP National Council for Prescription Drug Programs

Appendix A: Acronyms
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NLR National Level Repository

NPI National Provider Identifier

NTIA National Telecommunications and Information Administration

OAT Office for Advancement of Telehealth

OFPA Office of Financial and Performance Audit

ONC Office of the National Coordinator for Healthcare Informat
Technology

PHR Personal Health Record

PIX Patient Identifier CrosReferencing

PDQ PatientDemographic Query

REST Representational State Transfer

RFP Request for Proposals

RHC Rural Health Clinic

RHIO Regional Health Information Organization

SaaS Software as a Service

SLR State Level Rgstry

SMHP State Medicaid Health Informatiofechnology Plan

SOP Strategic and Operational Plan

SRA Security Risk Analysis

uDDI Universal Description, Discovery and Integration

UMMC University of Mississippi Medical Center

VA Veterans Administration

VLER Virtual Lifetime Electronic Record

WSI Web Services Interoperability

Appendix A: Acronyms
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Acronym | Stands For: ‘
XCA CrossCommunity Access

XCPD CrossCommunity Patient Discovery

XDR CrossEnterprise Document Reliable Interchange

XDS CrossEnterprise Document Sharing

XSLT Extensible Stylesheet Language Transformation

XUA CrossEnterprise User Authentication
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AppendixB: Glossary

Term ‘ Definition

4010 Format

The current version of the HIPAA electronic transaction standards.

5010 Format

The new version of the 4010 Format, and required to be in use by Janu
2012. http://www.ama-assnorg/ama/pub/physiciarresources/solutions
managingyour-practice/codingbilling-insurance/hipaahealtinsurance
portability-accountabilityact/transactiorcode-set-standards/versiorb010

electronic.pag®

501(c)(3)

Taxexempt charitable organizations and non-profits -
http://www.irs.gov/charities/charitable/article/0,,id=96099,00.html

Adopt, Implement, or Upgrads
(A/1V)

Defined in CMS regulations at 42 CFR 495.30@)e&cquire, purchase, 0
secure access to certified EHR technology; (2) Install or commence utili
of certified EHR technology capable of meeting meaningful use requirem|
or (3) Expand the available functionality of certified EHR technology ca
of meeting meaningful use requirements at the practice site, inclug
staffing, maintenance, and training, or upgrade from existing EHR techn
to certified EHR technology per the ONC EHR certification criteria.

Reinvestment Act (ARRA)

Allscripts Vendor providing ePrescrilinvia the eScript solution with support for dry
interactions and contraindications
American Recovery an| An economic stimulus package enacted by the™ Cbngress in Februar

2009, commonly referred to as the Stimulus or The RegpAct.

Authentication

Authentication is a method or methods employed to prove that the perso
entity accessing information has the proper authorization. Generally usg
protect confidential information and network or application access.

Authorization

Authorization is a system established to grant access to informal
Authorization also establishes the level of access an individual or entity H
a data set and includes a management compomean individual or
individuals must be desigted to authorize access and manage access (
access is approved.

Broadband

A medium that can carry multiple signals, or channels of information, af
same time without interference. Broadband Internet connections eng
highresolution videoconferacing and other applications that require rapi
synchronous exchange of data.

Centers for Disease Control ar
Prevention (CDC)

Centers for Disease Control and Preventibitp://www.cdc.gov/

Centers for Medicare
Medicaid Services (CMS)

an

Centers for Medicare and Medicaid Serviebgp://www.cms.gov/

Certification ~ Commission  fo
Health Information Technolog
(CCHIT)

A private notfor-profit organization functioning as ar©ONGAuthorized
Testing and Certification Body electronic health records

/| KAt RNBy Qa IS

Program (CHIP)

http://www.cms.gov/home/chip.asp
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Risk Pool Association

http://www.mississippihealthpool.org/

Computerized Physician Ordg
Entry (CPOE)

Computerbased systems that automate and standardize the clinical ordg
process in order to eliminate illegible, incomplete, and confusing org
CPOE systems typically require physicians to enter informatidn
predefined fields by typing or making selections fromseneen menus. CP(
systems often incorporate, or integrate with, decision support systems.

Conduent

Vendor providing the Medicaid Management Information Systerd serviceg
(MMIS) to providecore administrative capabilities for DOMConduentalso
provides the MS SLR for tracking provider attestations to the M
Previously known as Xerox.

Continuity of Care Documen
(CCD) ConsolidateeClinical
Document Architecture {CDA)

An electronicdocument exchange standard for sharing patient summ
information, including the most commonly needed pertinent informati
about current and past health status in a form that can be shared b
computer applications, such as Web browsers and EMR/EHfvase
systems.

CORE Phase Il Certified

Certification for HIPAA EDI
http://www.cagh.org/CORE_phase2.php

Transaction Types -

Critical Access Hospital (CAH)

A hospital that is certified to receiveostbased reimbursement fronj
Medicare. The reimbursement that CAHs receive is intended to improve
financial performance and thereby reduce hospital closures.

Data Warehouse (DW)

A large database that stores information like a data repository besgostep,
further, allowing users to access data to perform researstgbnted analysis.

Decision Support System (DSS)

A computerbased information system that supports business o
organizationaldecisionmaking activities intended to help decision make
compile useful information from a combination of raw data, docume
personal knowlede, or business models to identify and solve problems
make decisions.

De-identified health information

Deidentified health information consists of individual health records W
data redacted or edited to prevent it from being associated with a $ioe|
individual. See the HIPAA Privacy Rule ferddatification guidelines. Th
term is defined at 45 C.F.R. § 160.103.

Department of Defense (DoD)

Department of Defensehttp://www.defense.gov/

Department of Health and

Human Services (HHS)

United States Department of Health and Human Serviceg

http://www.hhs.gov/

Direct Project

Provides pointo-point messaging between providers and other healthc
related organizations http://directproject.org

EA Server

Server enabling existing applications to leverage SOA architectures, J2H
CORBA.

EDIFECS Certified

EDIFECS Certifiedttp://www.ed ifecs.com/
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Term ‘ Definition

Electronic Data Interchange (ED

Electronic Data Interchange The electronic transmission of structured da
between organizations.

EHNAC Accredited

Electronic Healthcare Network Accreditation Commission

http://www.ehnac.org/

Enterprise Master Patient Inde
(eMPI)

Master Patient Indices link smaller organizational level MPIs togethe
identify, match, merge, deuplicate, and clean patient records to creatg
Of SINJI @ASs 2F I LI GASyiQa YSRAOLN

Electronic Health Record (EHR)

An electronic record of healtrelated information on an individual thg
conforms to nationally recognized interoperability standards that can
created, managed, and consulted by authorized clinicians and staff
more than one health care organization.

Electronic Medical Record (EMR|

An electronic record of healtrelated information for an individual that ca]
be created, gathered, managed, and consulted by authorized cliniciang
staff within one health care orgéation.

Envision

ahdaadaAraaAallllaAQa 1 Lt!! O2YLX ALyl a§

(MMIS) developed by Affiliated Computer Systems (ACS).

e-prescribing

Practice in which drug prescriptions are entered into an automated data ¢
system (handheld, R©r other), rather than handwriting them on paper. T
prescriptions can then be printed for the patient or sent to a pharmacy vig
Internet or other electronic meanéittps://www.cms.gov/eprescribing/

Federal Health Architecture (FH4

A collaborative body composed of several federal departments and age|
including the Department of Health and Human Services (HHS),
Department of Homeland Security (DHS), the Department of Veterans A
(VA), the Environmental Protection Agency (EPA), the United S
Department of Agriculture (USDA), the Department of Defense (DOD)
the Department of Energy (DOE). FHA provides a framework for linking
business processes to technology solutions astindards, and fo
demonstrating how these solutions achieve improved health performg
outcomes.

Federally Qualified Health Centg
(FQHC)

A health center that receives ceBased reimbursement for Medicare ar]
Medicaid patients as a mechanism ittcrease primary care services to hi
risk populations in underserved areas.

Population Summary Exchang
(GIPSE)

Formulary A list of medications (both generic and brand names) that are covered
specific health insurance plan or pharmacy benefit manager (PBM), us
encourage utilizabn of more coskffective drugs. Hospitals sometimes U
formularies of their own, for the same reason.

Geocoded Interoperablg GIPSE is a data format created by the U.S. Centers for Disease Cont

Prevention (CDC to allow the electronic exchange of heal
condition/syndrome summary data that has been stratified by a numbe
variables, including geography. GIPSE data will be utilized by public
agencies in the U.S. to conduct situational awareness, imgudarly event
detection and monitoring, for potential public health events.

Grablt

A tool provided by ACS that is able to search, read and download binary 1
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Term ‘ Definition

for Economic and Clinical Heal
Act (HITECH)

Health Information Technolog] The application of information processing involving bottmputer hardware

(HIT) and software that deals with the storage, retrieval, sharing, and use of hq
care information, data, and knowledge for communication and decig
making.

Health Information Technolog] Legdslation enacted under Title XIlII of the American Recovery

Reinvestment Act (ARRA) of 2009. The purpose of HITECH was to p
spending to expand adoption rates of HIT.

Health
(HIE)

Information Exchang

The electronic movement of healttelatedinformation among organizations
according to nationally recognized standards. Health Information Exchan
a term commonly used to describe a Regional Health Information
Organization (RHIO). The notion of HIE is the precursor to RHIO and is (
interchangeably when discussing RHIO.

Health Insurance Exchange (HIX

As part of the Affordable Care Act (ACA), states are to establish, implem
and operate a Health Insurance Exchange by January 1, 2014 that acts 4
marketplace for individuals seeking @fflable insurance options.
http://www.healthcare.gov/news/blog/health_insurance_exchanges.html

Health Insurance Portability an

A federd law intended to improve the portability of health insurance and

Accountability Act of 1994 simplify health care administration. HIPAA sets standards for electronic
(HIPAA) transmission of claimeelated information and for ensuring the security and
privacy of all individually identifiablhealth information.
http://www.hhs.gov/ocr/privacy/
Health Level 7 (HL7) HL7 is one of several American National Standards Institute (Abt3&dited
standardsdeveloping organizations operating in thedith care arena.
I SFfdK [ S@St 1Q& R2YFAYy A& Of AyaA(
Healthcare Information| Sponsored by ANSI under a contract from ONC, HITSP is a public/
Technology Standards Pan partnership dedicated to facilitating the harmization of consensubased
(HITSP) standards necessary to enable the widespread interoperability of health

information in the United States.

Indian Health Service (HIS)

Indian Health Servicehttp://www.ihs.gov/

Integrating  the Healthcarg

Enterprise (IHE)

An initiative by healthcare professionals and industry to improve the
computer systems in healthcare share information. IHE promotes
coordinated use of established standards such as DICOIM and HL7 &35
specific clinical needs in support of optimal patient care.

Interoperability

HIMSS' definition of interoperability is "ability of health information systg
to work together within and across organizational boundaries in orde
advance the effectie delivery of healthcare for individuals and communitig
For further information, visit HIMSS Interoperability Definition 3
Background (PDF).

Java  Surveillance  Utilizatig

Review System-QURS)

A suite of claimdased, data mining software applicatis designed td
identify potentially fraudulent or abusive practices by both those who pro
and receive healthcare service.

Meaningful Use (MU)

Meaningful Use
https://www.cms.gov/EHRIncentivePrograms/30 Meaningful_Use.asp
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Medicaid Information Technolog
Architecture (MITA)

A federal, businesdriven initiative that affects the Medicaid enterprise in &
states by improving Medicaid program administration, via the establishme
of national guidelines for processes and technologies. MITA is a commo;|
business and technologysudn for state Medicaid organizations that suppo
the unique needs of each state.

https://www.cms.gov/MedicaidlnfoTechArch/

Mississippi Coastal Healt
Information Exchange (MSCHIE

The predecessdHIE to MSHIN.

Mississippi Coordinated Acce
Network (MississippiCAN)

A Coordinated Care Program for Mississippi Medicaid beneficiaries to im
access to needed medical services, improve quality care, and imj
efficiencies and cost effectiveness.

Mississippi Department
Employment Security (MDES)

0

Mississippi Department of Employment Securitytp://www.mdes.ms.gov/

Mississippi Department of Huma|
Services (MDHS)

Mississippi Department of Human Servidetp://www.MDHS.state.ms.us/

Mississippi Department of Ments
Health (DMH)

Mississippi Department of Mental Heakttp://www.dmh.state.ms.us/

Mississippi  Department of
Rehabilitation Services (MDRS)

Mississippi Department of Rehabilitation Serviees
http://www.mdrs.state.ms.us/

Mississippi Division of Medicaid

Mississippi Division of Medicaidhttp://www.medicaid.ms.gov/

Mississippi EHR Provid

Incentive Program

MS EHR PIP https://msehrpip.wordpress.com

Technology Services (ITS)

Mississippi  Health Informatiof The Mississippi Health Information Exchange.
Network (MSHIN)
Mississippi Information Mississippi Information Technology Serviea#tp://www.its.ms.gov/

Mississippi Insurance Departme
(MID)

Mississippi Insurance Departmertttp://www.mid.state.ms.us/

Mississippi State Department (¢
Health (MSDH)

Mississippi State Department of Healthttp://www.msdh.state.ms.us/

: id : ion
Network(Nwk1)
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National Coordinator for Healtl
Information Technology (ONC)

Previously referred to as ONCHIT, ONC provides leadership fo
development and nationwide implementation of an interoperable heg
information technology infrastructure to improve the quality and efficiency
health care and the ability of consumers to manage their care and sg
http://healthit.hhs.gov/portal/server.pt/community/healthit hhs_gov__horm
e/1204

Personal Health Record (PHR)

An electronic record of healtrelated information on an individual thg
conforms to nationally recognized interoperability standards and that ca
drawn from multiple sources while being managed, shared, and controllg
the individual.

Pharmacy Benefit Managemer
(PBM)

A third party administrator of prescription drug programs primarily
responsible for processing and paying prescription drug claims. They alg
responsible for developing and maintaining tfermulary, contractingwith

pharmacies, and negotiating discounts and rebates with drug manufactur

Physician  Quality
Initiative (PQRI)

Reportin

A voluntary program that provides a financial incentive to physicians
other eligible professionalswho successfully report quality data related
services provided under the Medicare Physician Fee Schedule (MPFS).

Portal

A Web site that offers a ramegof resources, such asneail, chat boards
search engines, and content.

Prospective Payment System

A payment mechanism for reimbursing hospitals for inpatient health
services in which a predetermined rate is set for treatment of spe
illnessesThe system was originally developed by the U.S. federal govern
for use in treatment of Medicare recipients.

Provider

A provider is an individual or group of individuals who directly (primary
physicians, psychiatrists, nurses, surgeons, etc)ndiractly (laboratories
radiology clinics, etc) provide health care to patients.

In the case of this SMHP and the MPIP, provider refers to both El
Professionals (EPs) and Eligible Hospitals (EHS).

Public Health

Public health is the art and sciencésafeguarding and improving communi
health through organized community effort involving prevention of dised
control of communicable disease, application of sanitary measures, h
education, and monitoring of environmental hazards.

Quality Repoiing Document

Architecture (QRDA)

The emerging quality reporting architecture, based upon the HL7
document.

RealTime Innovations (RTI)

A company that develops a middleware solution.

Regional Extension Center (REC

An organization that has receivedirfding under the Health Informatio
Technology for Economic and Clinical Health Act to assist health
providers with the selection and implementation of electronic health rec
technology.
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Regional Health Informatiol

Organization (RHIO)

A health infomation organization that brings together health ca
stakeholders within a defined geographic area and governs he
information exchange among them for the purpose of improving health
care in that community.

Rural Health Clinic (RHC)

A cliniccertified to receive special Medicare and Medicaid reimbursem
intended to increase primary care services for Medicaid and Medi
patients in rural communities.

Secure Sockets Layer (SSL)

A cryptographic protocol that enables secure communication r othee
internet.

Software as a Service (SaaS)

A business model for software delivery in which software is hosted in
cloud and accessed by users through a client.

Stakeholder A stakeholder is any organization or individual that has a stake in
exchange of health information, including health care providers, health p
health care clearinghouses, regulatory agencies, associations, consumel|
technology vendors.

Telehealth The use of telecommunications and information technology to delnesith

services and transmit health information over distance. Sometimes c

telemedicine.

Telemedicine

The use of telecommunications and information technology to deliver he
services and transmit health information over distance. Sometimesdc
telehealth.

Transaction Types (EDI)

270/271 ¢ EDI Healthcare Eligibility/Benefit Inquiry (270) and EDI Health
Eligibility/Benefits Response (271)

276/277/277U ¢ EDI Healthcare Claim Status Request (276) and
Healthcare Claim Status Notification (277)

278¢ EDI Healthcare Service Review Information (278)

820¢ EDI Payroll Deducted and other group Premium Payment for Insuf
Products (820)

834¢ EDI BenefiEnrollment and Maintenance Set (834)
835¢ EDI Healthcare Claim Payment/Advice Transaction Set

837P/D/l ¢ EDI Healthcare Claim Transaction Set (837), Professiong
Dental (D), and Institutional (1)

Transmission Control Protoc
and Internet Protoco{(TCP/IP)

Commonly known together as the Internet Protocol Suite.

Vendors Vendors are organizations that provide services and supplies to (
organizations. In the context of health information exchange, the t
usually refers to technology vendors whoovide hardware or software, sud
as electronic health records;mescribing technology, or security software.

+SOSNFryQa ! FFF A +S3GSNI y chitp//wFdvh.doNE
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Virtual Private Network Provides secure antemote access to a private Local Area Network via
Internet or other networks.

Xerox See Conduent
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AppendixC. HIE Readiness Assessment Focus GrouplResu

The HIE Readiness Assessment was conducted in June 2010 for the Mississippi Department of Information
Technology Services (ITS) for its Strategic and Operational Planning (SOP) effort. The assessment included
interviews with representatives of 27 féities across Mississippi that were conducted with a cross section of
urban and rural facilities, including both clinics and hospitals. This assessment was aimed primarily at
gathering information from hospitals but included certain other entities, siehaspital clinics, FQHCs, and

the Indian Tribe.

Two provider focus group meetings were conducted in Mississippi on AuglistntB19", 2010. The 18th
meeting was held in Jackson and had 20 participants representing 12 different providers. "Mineetthg
was conducted in Hattiesburg and had 21 participants representing 9 different providers.

Each group was asked the same basic question set. Based on the responses to the basic questions, additional
follow up questions were asked for clarificatiand additional information. The results of each focus group
were similar. Therefore, these results are combined and shown as a collective response.

Question I How many participants are using an Electronic Health Record application?

1 11 out of 20 in Jackson.
1 12 out of 21 in Hattiesburg.

Question Z; What EHR application are you using?

Allscripts

Relay Health

Greenway

Epic associated with tertiary hospital
Practice Works

= =4 -4 —a -9

Question & How long have you been using the EHR application?
Most were relatively recent acquisitions with two (2) years being the longest for three (3) providers.
Question 4; Describe your experience with EHR technology to date.

1 On All Scripts (3 different responders).
o Older physicians not as happy as youngeyrgitians as their work flow is altered
o Of 25 total physicians, 9 are fully using it while the rest are adjusting to the new system
o One group was dissatisfied and looking to convert to tertiary hospital system
Greenway user is having a positive experience and sees definite cost savings. No lost charts.
Billing has become easier.
Recent move to EPIC, 240+ physicians in locations over southern part of state are using the EHR and
the organization could not funath without it.
o Does not know how they would ever go back to paper record, but does not know how to
show meaningful use
Some are using Voice recognition for clinical notes.
Some physicians are using a point and click system with customized templates
Cusbmization of templates by each physicians is important

= =4 =4
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Question 5¢ Why did you or why are you considering making the change to an electronic health records
system?

Driven by the fear of lost reimbursement not the incentive dollars
Doctors concerned abaduoss of volume which is pay criteria when convert to EMR
Change for the doctor must be coordinated with hospital EMR so change is not done twice.
Incentive is nice, not primary driver
Most would do EMR adoption without incentive because:

o0 Improved qualiy of care

o Difficult to manage volume of data with paper, they are running out of storage space
o Federal requirement
0
0

= =4 -4 -8 -4

Access information anywhere

Patient safety, easier to read notes and comments, prescription built in, automatic data
feeds to differentapplications

Ease of use

0 Needed to recruit new doctors

o

Question & For those participants without an EHR application, what are your plans?

1 Have been looking for a year and hope to make a decision later this year

1 Tried one system but it did not integraigith existing practice management system so they are
continuing to look

1 Five participants indicated they were unfamiliar with EHR applications in general and were looking
for assistance (They were introduced to the Regional Extension Center staff atdhef #re focus
group meeting)

Question ¢ What features are you seeking in an electronic health record application?

Ease of use

Product suited to specialty

Customization to fit the needs of individual doctor or specialty
Integration with key services éKdabs

Legibility leading for improved patient safety

Customized templates to allow for additional detail information
Assistance meeting quality metrics

Improved access to data

Improved coding features for better billing and collection

=4 =4 =4 8 -8 -8 4 -5 9

Question & Whatare the primary resistance points for adoption of an EHR application?

9 Takes time to learn a new process

f tKéeaAaOAaAlya R2yQiG ftA1S AYyF2NNIGA2Y (GKS& FNB 3S0aA
data to wade through to get to the data physicsareally need

52y Q0 tA1S GKS (SYLXIGSazr y2 GAYS G2 Odzad2YATl S
52y Qi tA1S GKS g2NJ] Ft2¢ aiNHzOG dzNS

aSRAOAYS o0& OKSOl 02EsX R2yQi tA1S (GKS odaatid Ay A
Change

Spending too much time looking at a computer and not enough face to face time with the patient

= =4 -4 -4 -9
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Question ; Are you aware of the Medicaid provider incentive program?

Most participants had heard of the incentive program but less than half had any real knowledge of how it
worked and what they needed to do to apply. Of those familiar with the pragi@out 30 percent), they
indicated they would apply for Medicaid because it paid more than the Medicare program.

Question 1@¢; Does the incentive influence affect your decision making about acquiring an EHR application?

Most of the respondents were mawy forward without the incentives and a majority was skeptical the
incentive program would actually pay them as promised.

Question 1X When do you think you will apply for stimulus funds?

About half indicated they would apply in 2011. Thmainder wereunsure when they might apply because
they did not know when they would convert to an EHR.

Question 12¢ If you apply for Medicaid stimulus findgledicaid will be required to verify your eligibility.
What would make verification easiest on your practice?

1 Know the requirements and expectations from the beginning
1 Keep it simple with minimal impact on administrative staff which adds expense
1 Educate pople on the process and how to meet meaningful use
0 PQRI example of what not to do, took too much time to get results and understand if
submission was successful
o Target audience to include public health
Use random sampling for checking compliance and audit
Do not want to do have to complete special data extractions. Follow the normal work flow
practices that can be done as part of everyday business
1 It should be as electronic as possible

il
|l

Question 13, Are you aware of Meaningful Use and what it may regfir

1 Most participants reported a limited understanding of Meaningful Use

1 Most participants reported they were aware Meaningful Use was coming

1 Most participants were aware there were quality measures in their future but lacked specifics on
them

Question 14 What is the value of an improved electronic claims submission process?

Ability to bill every day with shorter turnaround times on reimbursement

Will improve the throughput success

Get money faster from Medicaid

Medicare not impacted due to having ssthedule and cutoffs

Easier to address billing audits

Billing success based on type of service performed, primary OK, specialty may cause issues

/I 2RAYy3 fS@St Aa SyKFIyYyOSR FyR 3J22R 91 wQa Oy &dz3
Documentation is there thelp patients

Helps with correct diagnosis coding

From HIPPA standpoint, it helps track who is looking at records so there is better privacy and security

= =4 -4 -4 -4 4 4 -9 -9 -9
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Question 1% What is your experience with Medicaid in Mississippi?

1 Do not like time it takes to appve claims. Denial two months after the treatment causes financial
problems for clinics

1 Process OK, reimbursement rate is too low

91 Provider enroliment takes too long, some clinics not aware they can back bill new enroliments

1 Deal with CHIPS and Medicaighu do not ever know what to expect out of them. They are
unpredictable

1 Call center at Medicaid does not have the intelligence to deal with issues on phone. Frustrates the
clinic

1 Must ask for extended visits for kids and prior authorizations. Creatkd af extra work for
physicians

Question 16; How many have heard about the Share Point EHR being offered by the Division of Medicaid in
Mississippi

1 2 of 21 in Hattiesburg

1 5 of 20 in Jackson

Participant questions for the Moderator
Participants wergrovided an opportunity to ask questions of the moderator. The questions included:

1 What is the Medicaid six year span for incentive payments and what is the relationship to relation to
Meaningful Use?

1 How do submit claims in the future without being ICOxtnpliant? Does it require providers to

have a certified EMR?

Can you explain the Medicaid and Medicare incentive and disincentive programs?

Are private payers incenting EMR adoption as well as Medicaid?

Incentives not helpful if providers do not haveetimoney to invest in EHR up front. How can

Medicaid help financially strapped doctors get the money to get the technology

Need to provide doctors a system to help doctors understand process and options

States could tack on additional requirements for miegful use. Is Mississippi planning on doing

that?

1 How would I find out what program | should choose and how do | apply for the incentives?

= =4 =4

= =4
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AppendixD: Mississippi Hospital AssociationlT Survey

Electronic
Health
Record

Computerized
Physician
Order Entry

Lab
Information
System

Radiology
Information
System

Picture
Archiving
and
Comm.
System

Emergency
Department

Pharmacy

Document
Imaging

Baptist
Memorial
Hospital -
Booneville

Baptist
Memorial
Hospital
Golden
Triangle

Baptist
Memorial
Hospital Union
County

yes

yes

yes

yes

yes

yes

Calhoun Health
Services

Central
Mississippi
Medical Center

Delta Regional
Medical Center

yes

yes

yes

yes

yes

yes

Field Memorial
Community
Hospital

yes

yes

yes

yes

yes

yes

yes

yes

Franklin
County
Memorial
Hospital

yes

George
Regional
Hospital

yes

yes

yes

yes

yes

yes

yes

yes

yes

Greenwood
Leflore Hospital

yes

yes

yes

yes

yes

Hancock
Medical Center

yes

yes

yes

yes

yes

Hardy  Wilson
Memorial
Hospital

yes

yes

Highland
Community
Hospital

Jasper General

Jefferson Davis
Community
Hospital

yes

yes

yes

yes

King's
Daughters
Hospital Yazoo
City

yes

yes

yes

yes

yes

King's
Daughters
Medical Center

yes

yes

yes

yes

yes

yes

yes

yes

Appendix DMississippi Hospital AssociatiqnT Survey

Pagel4l



f

Hospital Name:

Health
Information
System
(HIS)

MISSISSIPPI DIVISION OF

MEDICAID

Electronic
Health
Record

Computerized
Physician
Order Entry

Updated
State MedicaidHealth Information Technology November 32017
Planning Document

Lab
Information
System

Radiology
Information
System

Picture
Archiving
and
Comm.
System

Emergency
Department

Pharmacy

Document
Imaging

Leake
Memorial
Hospital

yes

yes

yes

LTAC of
Greenwood

yes

Magee General
Hospital

yes

yes

yes

Magnolia
Regional
Health Center

yes

yes

yes

yes

yes

yes

yes

yes

yes

Methodist
Rehabilitation
Center

yes

yes

yes

Mississippi
Baptist Medical
Center

yes

yes

yes

yes

yes

yes

yes

yes

Natchez
Regional
Medical Center

yes

yes

yes

yes

yes

yes

Neshoba
Hospital

Neshoba
County General
Hospital -
Nursing Home

yes

yes

yes

yes

yes

North
Mississippi
Medical
Center-luka

North
Mississippi
State Hospital

yes

yes

North
Regional
Medical Center

Oak

yes

yes

yes

yes

Noxubee
General CAH

yes

yes

yes

yes

yes

Patients'
Choice -
Humphreys
County

Patients Choice
Medical Center
of  Claiborne
County

yes

Perry  County
General
Hospital

yes

yes

yes

yes

yes

yes

Quitman
County
Hospital, LLC

yes

yes

yes

Select
Specialty
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Lab
Information
System

Radiology
Information
System

Picture
Archiving
and
Comm.
System

Emergency
Department

Pharmacy

Document
Imaging

Hospital - Gulf
Coast, Inc.

Singing  River
Health System

yes

yes

yes

yes

yes

yes

yes

South  Central
Regional
Medical Center

South
Hospital
Association

Pike

yes

yes

yes

yes

yes

yes

yes

yes

St. Dominic -
Jackson
Memorial
Hospital

yes

yes

yes

yes

yes

yes

yes

yes

yes

Tallahatchie
General
Hospital

TYLER
HOLMES
MEMORIAL
HOSPITAL

UMMC

University
Hospitals and
Health System

University  of
Mississippi
Health Center

yes

yes

yes

yes

yes

Walthall
County General
Hospital

yes

yes

yes

yes

Wesley Medical
Center

yes

yes

yes

yes

yes

yes

yes

yes

Winston
Medical Center

Yalobusha
General
Hospital

yes

yes

Total
Responding
Yes

28

11

21

22

27

23

14
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AppendixE DOM Medicaid Provider Survey Results

Mississippi Division of Medicaid

Provider Survey Results

The Medicaid Eligible Provider survey was launched in July of 2010 and consisted of a
multi-part questionnaire that was made available online through the Division of Medicaid
website and the MMIS website through September 2010. The questionnaire consisted
of 22 questions, both in multiple choice and text entry format, concerning the present
and planned use of health information technology among Eligible Professionals in the

State. Following are the results of the survey:

1. In which county is your primary practice located? (Select County from drop-down list)

Adams Alcorn Amite Attala Benton Bolivar Calhoun
5 0 0 1 0 0 2
Choctaw Claiborne Clarke Clay Coahoma Copiah Covington
0 0 1 1 0 0 0
Franklin George Greene Grenada Hancock Harrison Hinds
0 0 0 1 0 5 11

Issaquena  Itawamba Jackson Jasper Jefferson Jeg:\r/is:n Jones
0 2 3 0 0 0 0
Lamar Lauderdale  Lawrence Leake Lee Leflore Lincoln
0 9 0 1 2 0 2
Marion Marshall Monroe Montgomery Neshoba Newton Noxubee
0 1 3 0 1 1 0
;ﬁ?er: Perry Pike Pontotoc Prentiss Quitman Rankin
3 0 1 1 0 0 4

Simpson Smith Stone Sunflower Tallahatchie Tate Tippah
0 1 0 1 0 2 0
Union Walthall Warren Washington Wayne Webster Wilkinson
2 i} 0 1 0 0 0
Vs Out of Response
State Count
0 1 94

2. Please enter your contact information or that of your designee.

Answer Options Response Percent
Name: 100.0%
Company: 100.0%
Address: 100.0%
Address 2: 33.0%

Appendix EDOM Medicaid Provider Survey Results

Carroll
0
Desoto
4
Holmes
0

Kemper

0
Lowndes
3
Oktibbeha
1

Scott
0
Tishomingo
1

Winston
0

Chickasaw
1
Forrest
2
Humphreys
0
Lafayette
76
Madison
3

Panola
0

Sharkey

1
Tunica
1
Yalobusha
0

Response Count

94
94
94
3
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City/Town: 100.0% 94
State: 100.0% 94
ZIP: 100.0% 94
Country: 96.8% 91
Email Address: 100.0% 94
Phone Number: 100.0% 94

answered question 94

skipped question 8

3. What is your total number of locations and overall staffing level for each of the positions listed below? (Estimates
are acceptable) (Select number from drop-down list)

Answer over
Options 0 1 2 3|4|5[(6|7)|8[9]|10 )11 |12 |13 |14 |15 (16 (17 [18 |19 | 20 | 20
Locations 06313 312)4[1]1]0f0 3 0 0 0 0 2| 0 0 0| 0
Physicians | 15 [ 29 [16 [10 |5 |2 |2 |2 |2 |0 0 2 2 1 1 0 1 0 0 0 O 4
Dentists 69 | 14| 6 2l0jof1]0]0f0O 1 0 0| O 0 0 0 0 0 0 O d
Physician

Assistants 84 4 1 5|0|Jof0ojJo]ofoO 0 0 0| 0 0 0 0] 0 0 0 O 0
Nurse

Practitioner | 45 | 21 | 12 61312111 ([0fo0 1 0 0 1 0 0 0 0 0 0] 0 1
Nurse

Midwives 84 5| 4 ojoj1]o0jofofoO 0 0 0| 0 0 0 0o 0 0 0] 0 0
Total Staff 0 6| 5 8|1619[2]|3]|6][6 5 2 30|12 0 2 1 2 0 0 1 25

4. Which of the following software products or services are you currently using?

Q Response
Answer Options Yes No Count
Practice Management 79 1 90
Billing Services Management 58 27 85
Electronic Prescribing 37 44 81
Electronic Medical Records 41 4 82
Electronic Health Records 32 47 79
Clinical Quality Measures 18 54 72
Clinical Decision Support 15 57 72
answered question 94
skipped question 8
5. Which of your current software products or services are certified?
. CCHIT Other . . Response
Answer Options Certification Certification No Certification Not Used Not Sure it
Practice Management 26 0 8 10 47 91
Billing Services
Management 18 3 6 17 37 81
Electronic Prescribing 21 2 7 30 23 83
Electronic Medical
S 23 2 5 29 23 82
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38 21 82

34 21 73

34 24 73
answered question 94
skipped question 8

6. Which of the following software products or services do you plan to add or upgrade to meet the EHR certification

requirements?
Answer Options

Practice Management

Billing Services Management
Electronic Prescribing
Electronic Medical Records
Electronic Health Records
Clinical Quality Measures
Clinical Decision Support

7. Your software or services are provided by:

Answer Options

In house Commercial software

On line Commercial Service

Custom developed software

Outsourced Service Bureau - In state
Outsourced Service Bureau - Out of state
None

Clearing House

Yes

46
32
55
55
52
48
44

Yes

48
23
18

38

27 73

33 65

26 81

22 7

27 79

27 75

29 73
answered question 94
skipped question 8

26 74

39 62

44 62

53 54

49 57

44 47

24 62
answered question 94
skipped question 8

8. Please provide your software vendor/product information: (If outsourced, please include service bureau name)

Answer Options

Software Vendor Name
Software Product
Software Version

Service Bureau Name

Appendix EDOM Medicaid Provider Survey Results

Response Percent Response Count

98.8% 83

86.9% 7

65.5% 55

26.2% 22
answered question 84

Pagel46



MISSISSIPPI DIVISION OF . . Updated .
MEDICAID State MedicaidHealth Information Technology
= Planning Document

skipped question

9. What is the cost range for your planned software upgrades? (Select amounts from drop-down list)

Minimum

Answer

Options $0 $10,000 $20,000 $30,000 $40,000

Estimated
Range

Maximum

26 23 10 5 2

Answer
Options $0 $10,000 $20,000 $30,000 $40,000
Estimated

Range 6 17 12 4 T

$50,000 $60,000

$50,000 $60,000

10 5

Over
$60,000

10

Over
$60,000

14

answered question

skipped question

10. Does your practice exchange or plan to exchange health information with the following?

Answer Options Yes-Currently Yes-Planned Not Planned
Hospitals 25 30 36
Pharmacies 32 36 25
Lab/X-ray 27 28 36
Other Physicians 15 42 34
Governing Agencies 14 30 41
Other 1 4 46

Other (please specify)

11. Does your practice use or plan to use Telemedicine?

Answer Options

Providing Care
Consultation with other physicians or hospitals

Appendix EDOM Medicaid Provider Survey Results

November 32017

18

Response
Count

81

Response
Count

7S

Question
Totals

81
21

Response Count

answered question

91
93
91
(=5}
85
G
4

94

Response Count

skipped question
Yes No
17 69
25 60

86
85
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View patient information at home 23 59 82
Other 3 48 51
Other (please specify) 2
answered question 87
skipped question 15

12. Does your practice use computers in the exam room?

Answer Options Response Percent Response Count
Yes 50.0% 47
No 50.0% 47
If yes, what are the uses? 43
answered question 94
skipped question 8

13. What are your practice specialties?

Answer Options Response Count

90

answered question 90

skipped question 12
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14. Please estimate the percentage of services by payer type: (Total should equal 100%) (Select percentage from drop-

down list)
~ 11 12 13 14 15
Answer Options 1% 2% 3% 4% 5% 6% 7% 8% 9% 10% % % o % %
ggm’;ﬁrc'a' 3 0 0 0 2 0 0 1 0 7 1 0 0 0
Medicare 3 (o} (o} o} 3 [0} [0} 1 (o]} 6 (o]} 1 3 1 23
Medicaid 2 1 1 1 9 (o} 1l 2. 0 7 1 1 0 (o} 3
Private/Uninsured 3 3 4 3 15 2 (] 1 (6] 17 (o] (o] 1 o 7
- 17 18 19 20 21 22 23 24 26 27 28 29 30
0 0
Answer Options 16% % % % % % % % % 25% % % % % %
Commercial
Garriers (0] (0] (0] (0] 11 2 1 1 1 7 (o]} (o} (0] gl 10
Medicare 0 1 1 1 3 0 0 (o} (o} 8 1 1 0 1 S
Medicaid [0} 2 1 2 8 [0} 1 1 o 12 (e} 1 1 (0} 5
Private/Uninsured 0 o o 0 % (o] (o] (o] (o] 4 3 o] 1 (o] 4
- 32 33 34 35 36 37 38 39 41 42 43 44 45
9, o,
Answer C.)ptlons 31% o, % % % % % % % 40% % % % o of
ggg‘i’;‘s’rc'a' 1 0 1 3 2 0 0 0 6 1 2 0 0 3
Medicare 0 0 (o} (o} 3 (o} 0 0 1 2
Medicaid 1 1 1 (o} 1 (o} (o} (o} 0 7 (o} (o} 0 (o} 2
Private/Uninsured 0 o o (o] 2 (0] (0] 1 (o] 2 (o] 0 2 0] 1
- 47 48 49 50 51 52 53 54 56 57 58 59 60
0 0
Answer Options 46% % % % % % % % % 55% % % % % %
Commercial 0 1 (o} (0] 8 4l 0 (o} (o} (o} (o} 1 0 (o} 3
Carriers
Medicare 0 1 2 1 2 (o} (o} (o} (o} 2 (o} 0 (0] 0 5
Medicaid (o} (o} (o} (o} 3 0 (o} (o} (o} 2. (o} 0 0 (o} 1
Private/Uninsured 1 o 0 1 2 (o] 1 (o] o} (o] 0 0 0 0 1
. 62 63 64 65 66 67 68 69 71 72 73 74 75
9, [
Answer C?ptlons 61% % % % % % % % % 70% % % % % %
Commer0|al 0 o 0 1 o o
Carriers
Medicare 0 (o} (¢} 0 1 (] [¢] 2 0 (o} [¢]
Medicaid (o} (o} (o} (¢} 1 (o} (o} (o} (o} 2 (o} 0 0 (o} 2
Private/Uninsured o] o o] 0 0 (0] (o] (o] o (o] (o] 0 0 o] 1
- 77 78 79 80 81 82 83 84 86 87 88 89 90
0, 0,
Answer C.)ptlons 76% % % % % % % % o 85% o % % o %
gom_mermal 0 0 o o o o % .
arriers
Medicare [0} [0} (o} o} 1 [0} [0} o (e} 1 (o]} o} (6] o [0}
Medicaid (o} 0 (o} 0 (0] 0 (¢} (o} (o} (o} (o} 0 (0] (o} 0
Private/Uninsured o o 0 (¢] 0 (o] 0 (o] 0 (o] 0 0 0 o] o]
. 92 93 94 95 96 97 98 99 100
AnswenCpuons S % % % % % % % % % answered question 93
Commercial
Carriers Y Y o 0 9 Y Y 9 g g skipped question 9
Medicare 0 (o} 0 (0] 0 0 0 (o} (o} (o}
Medicaid (0] (0] (0] (0] (6] (¢] (0] 1 1 3
Private/Uninsured 0 o 0 0 0 o] (o] 0 [0} o]
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15. What is your level of interest in the following:

0 5 g Response
Answer Options High Medium Low Count
Receiving updates on EHR information 53 20 17 90
Training on EHR Implementation 45 21 25 91
Available incentive payments 78 7 8 93
Open Forum Discussions 37 29 25 91
answered question 94
skipped question 8
16. Do you plan to apply for the Medicaid Provider Incentive Payments for implementing EHR technology?
Answer Options Response Percent Response Count
Yes 83.0% 78
No 17.0% 16
If yes, in what year do you plan to apply (2011 - 2016) 78
answered question 94
skipped question 8

17. If you plan to apply for the Medicaid Provider Incentive Payments, in which state do you plan to apply? (Select state
from drop-down list)

State

ADayer Ms AL AR LA ™ Other Response Count
Options

Aralan 82 0 0 0 0 1 83

Question Totals

answered question 83
skipped question 19
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18. Do you plan to apply for the Medicare Provider Incentive Payments for implementing EHR technology?

Answer Options Response Percent Response Count
Yes 73.4% 69
No 26.6% 25
If yes, in what year do you plan to apply (2011 - 2014) 68
answered question 94
skipped question 8

19. If this practice is part of a group practice, how are your locations interconnected? (Bandwidths are ranges with the
maximum bandwidth shown) (Check all that apply - multiple choices per row are allowed)

Arowercpuns  mena @8 TS s 3 an an owe s RS
Cable 9 2 1 1 3 0 0 1 12 29
Dedicated 13 1 0 1 1 0 0 2 11 29
DSL 10 4 1 5 1 0 0 3 13 36
Ethernet 9 0 0 4 0 1 0 5 8 27
Satellite 14 0 1 0 0 0 0 0 7 21
Dial up 17 0 0 0 0 0 0 0 8 24
Other 13 0 1 1 0 0 0 0 9 23
Other (please specify) 7
answered question 50
skipped question 52

20. If your practice electronically exchanges information with a hospital, what type of connection does your practice use?
(Bandwidths are ranges with the maximum bandwidth shown) (Check all that apply - multiple choices per row are allowed)

Answer Options Nome KB K8 MB  MB  MB  MB  sOMB sSure | count.
Cable 15 1 0 0 1 2 0 1 7 27
Dedicated 15 il 0 1 4 1 0 1 8 31
DSL 16 2 0 1 1 0 0 2 12 34
Ethernet 10 0 0 3 0 0 1 6 ) 29
Satellite 19 o] 0 (0] 0 0 (0] (0] T 25
Dial up 19 0 0 0 0 0 0 0 6 24
Other 15 0 0 0 0 0 0 0 i 22
Please identify the hospital(s) 13
answered question 46
skipped question 56

21. What types of Internet services and bandwidths does your practice currently use? (Bandwidths are ranges with the
maximum bandwidth shown) (Check all that apply - multiple choices per row are allowed)

Cable 9 0 1 2 4 1 0 1 22 40
Dedicated 12 1 0 2 1 2 1 2 16 37
DSL 10 7 0 12 9 0 0 4 31 73
Ethernet 8 1 0 5 1 0 0 74 20 42
Satellite 18 0 0 1 0 0 0 0 12 30
Dial up 18 4 0 0 0 0 0 0 13 34
Other 11 0 2 1 0 0 0 0 13 26
Other (please specify) 4

answered question 94

skipped question 8

22. What types of Internet services and maximum bandwidths are available to your practice location? (One choice per row
for all rows)

Answer Options None g6 7eskB 2 eomB 25mMB o0 Overso Mot Respbiine

Cable 5 2 2 2 5 0 2 1 37 56

Dedicated il 2 0 4 4 1 2 2 34 56

DSL 7 6 ) 5 10 0 1 3 43 76

Ethernet 4 1 0 7 1 0 1 6 31 51

Satellite 8 1 0 0 1 1 0 0 31 42

Dial up 8 8 0 0 i 0 0 0 33 50

Other 10 0 0 0 1 0 0 0 26 37

Other (please specify) 4
answered question 94

skipped question 8
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AppendixF Health Information Technology Act

Miss. Code Ann. § 41 -119 -1
This chapter shall be known and may be cited as the "Health Information Technology Act."

Miss. Code Ann. § 41 -119 -3
The Mississippi Health Information Network is a public - private partnership for the benefit of all of the citizens
of this state.

Miss. Code Ann. § 41 -119 -5
(1) The Mississippi Health Informat ion Network is established, and is referred to in this chapter as the "MS -
HIN."

(2) The MS -HIN shall be governed by a board of directors (MS -HIN board) consisting of eleven (11)
members. The membership of the MS -HIN board shall reasonably reflect the publ ic-private and diverse
nature of the MS  -HIN.

(3) The membership of the MS -HIN board of directors shall consist of the following:
(a) The Governor shall appoint one (1) member of the MS -HIN board of directors, who shall be a
representative of a health insurance carrier in Mississippi with knowledge of information technology, to serve

an initial term of three (3) years;

(b) The State Board of Health shall appoint one (1) member of the MS -HIN board of directors, who shall
be a representative of a Miss  issippi hospital with knowledge of information technology, to serve an initial
term of three (3) years;

(c) The Mississippi State Medical Association shall appoint a member of the MS -HIN board of directors,
who shall be a licensed physician, to serve a n initial term of three (3) years;
(d) The Primary Health Care Association shall appoint a member of the MS -HIN board of directors to serve

an initial term of one (1) year;

(e) The Delta Health Alliance shall appoint a member of the MS -HIN board of directors to serve an initial
term of four (4) years;

(f) The Information and Quality Health Care - Mississippi Coastal Health Information Exchange (MCHIE)
shall appoint a member of the MS -HIN board of directors to serve an initial term of one (1) year;
(g) The State Board of Health shall appoint a member of the MS -HIN board of directors who shall be an

employee of the State Department of Health to serve an initial term of one (1) year;

(h) The Mississippi Board of Information Technology Services shall appoint a member of the MS -HIN board
of directors to serve an initial term of two (2) years;

(i) The Mississippi Board of Mental Health shall appoint a member of the MS -HIN board of directors who
shall be an employee of the Department of Mental Health to serve an initial term of four (4) years;
(i) The University of Mississippi Medical Center shall appoint a member of the MS -HIN board of directors to

serve an initial term of two (2) years; and

(k) The Division of Medicaid shall appoint a member of the MS  -HIN board of directors who shall be an
employee of the Division of Medicaid to serve an initial term of two (2) years.

Initial terms shall expire on June 30 of the appropriate year, and subsequent appointments shall be made by
the appoint ing entity for terms of four (4) years. Members may be reappointed.

(4) No state officer or employee appointed to the MS -HIN board or serving in any other capacity for the MS -
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HIN board will be construed to have resigned from public office or employment by reason of that
appointment or service.

(5) The chairperson of the MS -HIN board shall be elected by a majority of the members appointed to the
MS-HIN board.

(6) The MS -HIN board is authorized to conduct its business by a majority of a quorum. A quorum is six (6)
members of the MS  -HIN board.

(7) The MS -HIN board may adopt bylaws for its operations, including, but not limited to, the election of
other officers, the terms of officers, and the creation of standing and ad hoc committees.

Miss. Code Ann. § 41 -119 -7
(2) In furtherance of the purposes of this chapter, the MS -HIN shall have the following duties:

(a) Initiate a statewide health information network to:
(i) Facilitate communication of patient clinical and financial information;
(i) Promote more efficient and effective communication among multiple health care providers and
payers, including, but not limited to, hospitals, physicians, nonphysician providers, third -party payers, self -

insured employers, pharmacies, laboratories and othe r health care entities;

(iii) Create efficiencies by eliminating redundancy in data capture and storage and reducing
administrative, billing and data collection costs;

(iv) Create the ability to monitor community health status;

(v) Pro vide reliable information to health care consumers and purchasers regarding the quality and cost -
effectiveness of health care, health plans and health care providers; and

(vi) Promote the use of certified electronic health records technology in a ma nner that improves quality,
safety, and efficiency of health care delivery, reduces health care disparities, engages patients and families,
improves health care coordination, improves population and public health, and ensures adequate privacy
and security  protections for personal health information;
(b) Develop or design other initiatives in furtherance of its purpose; and

(c) Perform any and all other activities in furtherance of its purpose.

(2) The MS -HIN board is granted all incidental powers t 0 carry out its purposes and duties, including the
following:

(a) To appoint an executive director, who will serve at the will and pleasure of the MS -HIN board. The
gualifications and employment terms for the executive director shall be determined by t he MS -HIN board,;

(b) To adopt, modify, repeal, promulgate, and enforce rules and regulations to carry out the purposes of
the MS -HIN;

(c) To establish a process for hearing and determining case decisions to resolve disputes under this
chapter or th e rules and regulations promulgated under this chapter among participants, subscribers or the
public;

(d) To enter into, and to authorize the executive director to execute contracts or other agreements with
any federal or state agency, any public or pr ivate institution, or any individual in carrying out the provisions
of this chapter; and

(e) To discharge other duties, responsibilities, and powers as are necessary to implement the provisions of
this chapter.
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(3) The executive director shall have th e following powers and duties:

(a) To employ qualified professional personnel as required for the operation of the MS -HIN and as
authorized by the MS  -HIN board;

(b) To administer the policies of the MS -HIN board; and
(c) To supervise and direct all administrative and technical activities of the MS -HIN.

(4) The MS -HIN shall have the power and authority to accept appropriations, grants and donations from

public or private entities and to charge reasonable fees for its services. The revenue derive d from grants,
donations, fees and other sources of income shall be deposited into a special fund that is created in the

State Treasury and earmarked for use by the MS -HIN in carrying out its duties under this chapter.

Miss. Code Ann. § 41 -119 -9

(1) Al members of the MS  -HIN board shall not be subject to and are immune from claim, suit, liability,
damages or any other recourse, civil or criminal, arising from any act or proceeding, decision or

determination undertaken, performed or reached in good faith a nd without malice by any such member or
members acting individually or jointly in carrying out the responsibilities, authority, duties, powers and

privileges of the offices conferred by law upon them under this chapter, or any other state law, or duly

adop ted rules and regulations of the aforementioned committees, good faith being presumed until proven

otherwise, with malice required to be shown by a complainant. All employees and staff of the MS -HIN,
whether temporary or permanent, shall enjoy the same rig hts and privileges concerning immunity from suit
otherwise enjoyed by state employees under the Mississippi Constitution of 1890 and Section 11 -46-1 et
seq.

(2) The MS -HIN is not a health care provider and is not subject to claims under Sections 11 -1-58t hrough
11-1-62. No person who participates in or subscribes to the services or information provided by the MS -HIN

shall be liable in any action for damages or costs of any nature, in law or equity, that result solely from that
person's use or failure tous e MS-HIN information or data that were imputed or retrieved in accordance with
the rules or regulations of the MS -HIN. In addition, no person will be subject to antitrust or unfair
competition liability based on membership or participation in the MS -HIN, w hich provides an essential
governmental function for the public health and safety.

Miss. Code Ann. § 41 -119 -11

(1) All persons providing information and data to the MS -HIN shall retain a property right in that information

or data, but grant to the other p articipants or subscribers a nonexclusive license to retrieve and use that
information or data in accordance with the rules or regulations promulgated by the MS -HIN board and in
compliance with the provisions of the Health Insurance Portability and Account ability Act of 1996, Public Law
104 -191.

(2) Patients desiring to obtain a copy of their personal medical record or information are to request the copy
from the health care provider who is the primary source of the information, and the MS -HIN shall not be
required to provide this information directly to the patient.

(3) All processes or software developed, designed or purchased by the MS -HIN shall remain its property
subject to use by participants or subscribers in accordance with the rules and regulation s promulgated by
the MS -HIN board.

Miss. Code Ann. § 41 -119 -13

(1) The MS -HIN board shall by rule or regulation ensure that patient specific health information be disclosed

only in accordance with the provisions of the Health Insurance Portability and Acco untability Act of 1996,
Public Law 104 -191, which governs the electronic transmission of that information.

(2) Patient specific health information and data of the MS -HIN shall not be subject to the Federal Freedom of
Information Act, Mississippi Open Reco rds Act (Section 25 -61-1 et seq.) nor to subpoena by any court. That
information may only be disclosed by consent of the patient or in accordance with the MS -HIN board's rules,

regulations or orders.

(3) Notwithstanding any conflicting statute, court rule or other law, the data in the network shall be
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confidential and shall not be subject to discovery or introduction into evidence in any civil action. However,
information and data otherwise discoverable or admissible from original sources are not to be con strued as
immune from discovery or use in any civil action merely because they were provided to the MS -HIN.

(4) Submission of information to and use of information by the State Department of Health shall be

considered a permitted disclosure for uses and d isclosures required by law and for public health activities
under the Health Insurance Portability and Accountability Act and the privacy rules promulgated under that

act.

(5) Any violation of the rules or regulations regarding access or misuse of the MS -HIN health information or
data shall be reported to the Office of the Attorney General, and shall be subject to prosecution and
penalties under state or federal law.

Miss. Code Ann. § 41 -119 -15
For the purposes of this chapter, the following terms shall b e defined as provided in this section:

(a) "Electronic health records" or "EHR" means electronically maintained clinical and demographic
information, used by a meaningful EHR user.

(b) "Health information technology" or "HIT" means the equipment, softwar e and networks to be used by a
meaningful EHR user.

(c) "Acquisition" of HIT systems or other computer or telecommunications equipment or services means the
purchase, lease, rental or acquisition in any other manner of HIT systems or any other computer or
telecommunications equipment or services used exclusively for HIT.

(d) "Meaningful EHR user" means an eligible professional or eligible hospital that, during the specified

reporting period, demonstrates meaningful use of certified EHR technology in a for m and manner consistent
with certain objectives and measures presented in applicable federal regulations as amended or adopted.

These objectives and measures shall include the use of certified EHR.

(e) "Entity" means and includes all the various state age ncies, officers, departments, boards, commissions,
offices and institutions of the state, but does not include any agency financed entirely by federal funds.

Miss. Code Ann. § 41 -119 -17

(1) Before the acquisition of any HIT system, an entity shall provide MS-HIN, at a minimum, description,
purpose and intent of the proposed service or system, including a description and specifications of the ability

to connectto MS  -HIN.

(2) Where existing entities can be used to provide the proposed HIT system, in whole o rin part, the
submission shall include letters of commitment, memoranda of agreements, or other supporting
documentation.

(3) The MS -HIN shall review proposals for acquisition of HIT systems for the purposes contained in Section
41-119 -7, and provide gui  dance to entities including collaborative opportunities with MS -HIN members.

(4) Any acquisition of an HIT system that was approved by the Mississippi Department of Technology
Services before April 28, 2010, is exempt from the requirements of Section 41 -119-15 and this section.

Miss. Code Ann. § 41 -119 -19

The Legislative Audit Committee (PEER) shall develop and make a report to the Chairmen of the Senate and

House Public Health and Welfare/Medicaid Committees regarding the following electronic health reco rds
(EHR) system items:

(a) Evaluate the Request for Proposals (RFP) for the implementation and operations services for the Division
of Medicaid and the University Medical Center electronic health records system and e -prescribing system for
providers;

(b) Evaluate the proposed expenditures of the Mississippi Division of Medicaid (DOM) and the University
Medical Center (UMC) regarding electronic health information;
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(c) Evaluate the use of American Recovery and Reinvestment Act (ARRA) funds for electronic health records
system implementation in the State of Mississippi; and

(d) Evaluate the progress in implementing the electronic health records system in the State of Mississippi.

The PEER Committee shall make its report on or before December 1, 2014, incl uding any recommendations
for legislation.

Miss. Code Ann. § 41 -119 -21
Sections 41 -119-1 through 41 -119-21 shall stand repealed on July 1, 20109.
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AppendixG: Calculators
G1. Hospital EHR Patient Volume Calculator (Revised 2013) Form 255296

Mississippi Division of Medicaid
Mississippi Provider Incentive Payment Program
White Areas are for data input
Hospital:

| NPI:

Grey Areas are calculated results

Average Length of Stay - 2552 -96 Cost Report

Measure Cost Report Data Source Total

Total Hospital Days w/s S -3 part |, col. 6, lines 1,2,6,7,8,9,10 0
Total Hospital Discharges w/s S -3 part |, col. 15, lines 1,2,6,7,8,9,10 0
Average Length of Stay - 2552 -96 Cost Report 0.0

Patient Volume Calculation
Inpatients - POS Code 21

- Discharges

Medicaid Primary Payer

Data Source - 2552 -96 Cost Report

Medicaid
w/s S -3 part I, col. 15, lines
Discharges 1,2,6,7,8,9,10 0
w/s S -3 part I, col. 14, lines
Medicaid Primary Payer 1,2,6,7,8,9,10 0
Medicaid Secondary Payer
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Primary Payer - Discharges Data Source
Medicare
Third Party

Total POS 21 Discharges

Emergency Room - POS Code 23 - Discharges
Medicaid Primary Payer

All
Patients Data Source
All Payers 0
Medicaid Primary Payer 0
Medicaid Secondary Payer
P 0 Paye Data SO e edicald ota
Medicare 0 0
Third Party 0 0
Total Discharges and Encounters for SLR Application 0 0
Medicaid Percentage 0.0%

Notes:
Hospital Patient Encounters are based on discharge data from both the Inpatient (POS Code 21) and

Emergency Room (POS Code 23).

Hospital must have a minimum of 10 percent Medicaid Patient Volume to qualify for the Medicaid
Incentive Payment.

Hospital Patient Volumes are from the prior federal fiscal year.

1 Medicaid Primary Payer Encounters for both the inpatient and emergency room are required. Medicaid
primary payers include Medicaid and Mississippi CAN.
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Medicaid Secondary Payer Encounters are optional (if Medicaid Secondary Payer encounters are included,
then both inpatient and emergency room discharges must be used). Medicaid Secondary Payer Encounters
include Medicare and third party payers when Medicaid is responsible for the copayment.

Supporting Documentation: (Must be attached to the application)

a. Inpatient (POS 21) Discharges - Cost Reports from identified data locations.
b. Emergency Room (POS 23) Discharges - Billing man agement reports
Inclusions in  Medicaid Encounter (Discharges) Counts:
a.
Encounters include a Medicaid Eligible patient (regardless of payment Liability) New in 2013
b. Encounters paid through the Mississippi CAN program
Exclusions from Medicaid Encounter (Discharges) Counts:
a. Encounters not resulting in a payment by Medicaid
b. All CHIP Encounters
C. Emergency Room encounters that result in admission to the hospital
Each Emergency room visit will count as one encounter. (See 4.c. - Patients discharges into the hospital

can't be included in the patient discharges.)

G2.

Hospital EHR Patient Volume Calculator (Revised 2013) Form 255210

Mississippi Division of Medicaid
Mississippi Provider Incentive Payment Program

White Areas are for data input

Hospital:

NPI:

Grey Areas are calculated results

Average Length of Stay Calculation - 2552 -10 Cost Report
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Measure ‘ Cost Report Data Source Total
Total Hospital Days w/s S -3 part |, col. 8, lines 1,2,8,9,10,11,12 0
Total Hospital Discharges w/s S -3 part |, col. 15, lines 1,2,8,9,10,11,12 0
Average Length of Stay - 2010 Cost Report Year 0.0

Patient Volume Calculation

Inpatients - POS Code 21 - Discharges

Medicaid Primary Payer (Required)(1) Medicaid
Data Source - 2552 -10 Cost Report Column 8
w/s S -3 part |, col. 15, lines
Discharges 1,2,8,9,10,11,12 0
w/s S -3 part |, col. 14, lines
Medicaid Primary Payer 1,2,8,9,10,11,12 0
Medicaid Secondary Payer - (Optional)(1)
P a2 Paye D, arge Data So e edicald ota
Medicare 0 0
Third Party 0
Total POS 21 Discharges 0] 0]
Emergency Room - POS Code 23 - Discharges
Medicaid Primary Payer - (Required)(1
Patie Data O e ediCalC Ola
Discharges 0
Medicaid Primary Payer 0

Appendix GCalculators Pagel60



‘ MISSISSIPPI DIVISION OF . . Updated .
41 MEDICAID State MedicaidHealth Information Technology November 32017
= Planning Document

Medicaid Secondary Payer - (Optional)(1)
Primary Payer Data Source Medicaid
Medicare 0 0
Third Party 0 0
Total POS 23 Discharges 0] 0
Total Encounters - SLR Application 0 0
Medicaid Percentage 0.0%
Notes:
Hospital Patient Encounters are based on discharge data from both the Inpatient (POS Code 21)
and Emergency Room (POS Code 23).
Hospital must have a minimum of 10 percent Medicaid Patient Volume to qualify for the Medicaid
Incentive Payment.
Hospital Patient Volumes are from the prior federal fiscal year.
1 Medicaid Primary Payer Encounters for both the inpatient and emergency room are required. Medicaid
primary payers include Medicaid and Mississippi CAN.
Medicaid Secondary Payer Encounters are optional (if Medicaid Secondary Payer encounters are included,
then both inpatient and emergency room discharges must be used ) Medicaid Secondary Payer Encounters
include Medicare and third party payers when Medicaid is responsible for the copayment.
2 Supporting Documentation: (Must be attached to the application)
a. Inpatient (POS 21) Discharges - Cost Reports from identified data locations
b. Emergency Room (POS 23) Discharges - Billing man agement reports
3 Inclusions in Medicaid Encounter (Discharges) Counts:
a.
Encounters include a Medicaid Eligible patient (regardless of payment Liability) New in 2013
b. Encounters paid through the Mississippi CAN program
4 Exclusions from Medicaid Encounter (Discharges) Counts:
a. Encounters not resulting in a payment by Medicaid
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b. All CHIP Encounters
C. Emergency Room encounters that result in admission to the hospital
Each Emergency room visit will count as one encounter. (See 4.c. - Patients discharges into the

can't be included in the patient discharges.)

hospital

G3. Professional EHR Patient Volume Calculator (Revised015

Eligible Professional - Medicaid Percentage Calculation

White Areas require provider input

Provider Name: |Dr Ben Dover | NPI: [1234567890
Payee Group Name NFI:
Medicaid Qualifying Period
Period Start Date (3) 7/1/2014 Must begin on the first day of a month
Period End Date (3) 8/31/2014 90-day period from previous calendar year (cy 2014)

Name of Patient Management System Patient Appointment and billing management

Encounters -
Medicaid Encounters / All Payers Medicaid Total

All Payer Encounters 475

Medicaid Encounters
(Medicaid FFS, MS CAN, Magnolia, Medicare Part B, United Health Care {non- 178
commercial))

Total Encounters used in Application 178 475

Medicaid Percentage 37.5%
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G4. EHR Hospital PIP Calculator (Revised Jar2013)i Form 255296

Hospital One Time Payment Calculation

Calculation of Medicaid Electronic Health Records (EHR) Incentive Payment using 2552-96 Cost Repo
This Payment Calculation was approved by CMS on 06/13/2011

White Areas are for data input from your Cost Reports

Hospital: NPI:

Grey Areas are calculated by the MS SLR application - Do not change

The overall "EHR" amount is the sum over 4 years of (a) the base amount of $2,000,000 plus (b)
the discharge related amount defined as $200 for the 1,150 through the 23,000 discharge for the
first payment year then a pro-rated amount of 75% in yr 2, 50% in yr 3, and 25% in yr 4

For years 2-4 the rate of growth is assumed to be the previous 3 years' average.
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Step 1: Compute the average annual growth rate over 3 years using previous Medicare cost reports.
Per the Medicare cost report, worksheet S-3, part |, line 12, column 15 - Total discharges
| Cost Report years used for one time calculatio| PY | CY | Increase | Growth
Fiscal Year | |
Fiscal Year | 0| | 0| 0.00%
Fiscal Year | 0| | 0] 0.00%
Fiscal Year [ ] [ 0] [ 0] 0.00%
Enter most current Cost Report year Total Percent - Increase/(Decrease) 0.0%
used for Steps 2 - 6.
Divided by 3 years 3
| The average annual growth rate over 3 years | 0.00%
Step 2: Compute total discharge related amount using proper transition factors
> discharges are capped at 23,000 each year
| INPUT FY total Discharges from worksheet S-3, part I, line 12, column 15 | 0 | 0
Discharges
Total Allowable Amount
Year1l (allowed dischg - 1,149) x $200 0 (0] $0
Year2 ((allowed dischg - 1,149) x $200) 0 0 $0
Year 3 ((allowed dischg - 1,149) x $200) 0 (0] $0
Year4 ((allowed dischg - 1,149) x $200) 0 0 $0
| Total 4 year discharge related amount $0
Step 3: Compute the initial amount for 4 years Year 1 Year 2 Year 3 Year 4
Years 1 - 4 base amount of $2,000,000 per yea $2,000,000 $2,000,000] $2,000,000 $2,000,000
Years 1-4 discharge related amount (step 2) $0 $0 $0 $0
| Aggregate EHR amount for 4 years $2,000,000 $2,000,000] $2,000,000 $2,000,000
Step 4: | Apply Transition Factor | $2,000,000 $1,500,000 $1,000,000 |  $500,000
Step 5: | Compute the overall EHR amount for 4 years | $5,000,000
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Step 6: Computation of Medicaid Share from the Medicare cost report (2552-96 Cost Report)

(estimated Medicaid inpatient-bed-days + estimated Medicaid HMO inpatient-bed-days) /
(est. Medicaid IP-bed-days x ((est. total charges - est. charity care charges) / est. total charges))

w/s S-3 part I, col. 5, lines 1,6,7,8,9,10 Total Medicaid Days 0
w/s S-3 part |, col. 5, line 2 Total Medicaid HMO days 0
Total Medicaid and HMO Medicaid days 0
w/s C part |, col. 8, line 101 Total Hospital Charges $0
w/s S-10, line 30 Uncompensated care charges (negative amounmt) $0
Total Hospital Charges - charity chgs $0
divided by Total Hospital Charges $0
Non-charity percentage 0.00%
w/s S-3 part |, col. 6, line 1,2,6,7,8,9,10Total Hospital Days 0 |
Non-charity total Hospital Days (0]
| (Total Medicaid and HMO Medicaid days) divide non-charity hospital days | 0.00%

Step 7: Computation of Medicaid aggregate EHR incentive amount

Aggregate EHR amount for 4 years $5,000,000
(Total Medicaid and HMO Medicaid days) divide non-charity hospital days 0.00%
| Medicaid Aggregate EHR Incentive Amount | $0.00

Step 8: Computation of Medicaid annual EHR incentive payout

Annual
Percentage | Payment
| Year 1 payment | 50.0% | $0
| Year 2 payment | 40.0% | $0
| Year 3 payment | 10.0% | $0

CMS Reference - Authorized Data Sources for One Time Payment Calculation

Published 08/09/2011 09:32 AM | Updated 12/05/2011 01:45PM | Answer ID 10771

If the State chooses to use the cost report in the Medicaid EHR incentive hospital payment calculation, what data
elements should be usedin the Medicare cost report, Form CMS 2552-96 and the Form CMS 2552-10?

Based on the Medicare cost report guidance, Form CMS 2552-96 will be used until the implementation of the
new Medicare cost report, Form CMS 2552-10. Although the State may choose to use the following data elements,
itis the States' and hospitals' responsibility to ensure the integrity and regulatory compliance of the data.
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The CMS 2552-96 data elements are as follows:

-Total Discharges - Worksheet S-3 Part 1, Column 15, Line 12

-Medicaid Days - Worksheet S-3, Part I, Column 5, Line 1 + Lines 6-10
-Medicaid HMO Days - Worksheet S-3, Part |, Column 5, Line 2

-Total Inpatient Days - Worksheet S-3 Part 1, Column 6, Line 1, 2 + Lines 6 -10
-Total Hospital Charges - Worksheet C Part 1, Column 8, Line 101

-Charity Care Charges - Worksheet S-10, Column 1, Line 30

The CMS 2552-10 data elements are as follows:

-Total Discharges - Worksheet S-3 Part 1, Column 15, Line 14

-Medicaid Days - Worksheet S-3, Part I, Column 7, Line 1 + Lines 8-12
-Medicaid HMO Days - Worksheet S-3, Part |, Column 7, Line 2

-Total Inpatient Days - Worksheet S-3 Part 1, Column 8, Line 1,2 + Lines 8- 12
-Total Hospital Charges - Worksheet C Part 1, Column 8, Line 200

-Charity Care Charges - Worksheet S-10, Column 3, Line 20

For information about the cost report data elements that are usedin the Medicare hospital incentive calculation,
please see FAQ#10717.
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G5. EHR Hospital PIP Calculator (Revised Jan 2013) Form 255210

Hospital One Time Payment Calculation

Calculation of Medicaid Electronic Health Records (EHR) Incentive Payment using 2552-10 Cost Report
This Payment Calculation was approved by CMS on 06/13/2011

White Areas require provider input

Hospital: | | NPI: |

Grey Areas are calculated by the MS SLR application - Do not change

The overall "EHR" amount is the sum over 4 years of (a) the base amount of $2,000,000 plus (b)
the discharge related amount defined as $200 for the 1,150 through the 23,000 discharge for the
first payment year then a pro-rated amount of 75% in yr 2, 50% in yr 3, and 25% in yr 4

For years 2-4 the rate of growth is assumed to be the previous 3 years' average.
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Step 1: Compute the average annual growth rate over 3 years using previous Medicare cost reports.
Per the Medicare cost report 2552-10, worksheet S-3, part |, line 14, column 15 - Total discharges
| PY | CY | Increase | Growth
Fiscal Yr 2009 2552-96 | 0]
Fiscal Yr 2010 2552-96 | 0] 0] 0] 0.00%
Fiscal Yr 2011 2552-10 | 0] 0] 0] 0.00%
Fiscal Y| 2012 | 2552-10 | 0] 0] o]  0.00%
Total Percent - Increase/(Decrease) 0.0%
Divided by 3 years 3
| The average annual growth rate over 3 years 0.00%
Step 2: Compute total discharge related amount using proper transition factors
> discharges are capped at 23,000 each year
| INPUT FY 2010 total Discharges from worksheet S-3, part |, line 14, columt] | 0
Discharges
Total Allowable Amount
Yearl (allowed dischg - 1,149) x $200 0 0 $0
Year2 ((allowed dischg - 1,149) x $200) 0 0 $0
Year3 ((allowed dischg - 1,149) x $200) 0 0 $0
Year4 ((allowed dischg - 1,149) x $200) 0 0 $0
| Total 4 year discharge related amount $0
Step 3: Compute the initial amount for 4 years Year 1 Year 2 Year 3 Year 4
Years 1 - 4 base amount of $2,000,000 per yeaj $2,000,000 [$2,000,000f $2,000,000 $2,000,000
Years 1-4 discharge related amount (step 2) $0 $0 $0 $0
I Aggregate EHR amount for 4 years $2,000,000 |$2,000,000] $2,000,000 $2,000,000
Step 4: | Apply Transition Factor | $2,000,000] $1,500,000  $1,000,000 |  $500,000
Step 5: | Compute the overall EHR amount for 4 years | $5,000,000
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Step 6: Computation of Medicaid Share from the Medicare cost report (Revised 2552-10 Cost Report)

(estimated Medicaid inpatient-bed-days + estimated Medicaid HMO inpatient-bed-days) /
(est. Medicaid IP-bed-days x ((est. total charges - est. charity care charges) / est. total charges))

w/s S-3 part |, col. 7, lines 1,8,9,10,11,12 Total Medicaid Days 0
w/s S-3 part |, col. 7, line 2 Total Medicaid HMO days 0
Total Medicaid and HMO Medicaid days 0
w/s C part |, col. 8, line 200 Total Hospital Charges $0
w/s S-10, line 20 Uncompensated care charges (negative amol $0
Total Hospital Charges - charity chgs $0
divided by Total Hospital Charges $0
Non-charity percentage 0.00%
w/s S-3 part |, col. 8, lines 1,2,8,9,10,11,12 Total Hospital Days 0
Non-charity total Hospital Days 0
| (Total Medicaid and HMO Medicaid days) divide non-charity hospital days 0.00%
Step 7: Computation of Medicaid aggregate EHR incentive amount
Aggregate EHR amount for 4 years $5,000,000
(Total Medicaid and HMO Medicaid days) divide non-charity hospital days 0.00%
| Medicaid Aggregate EHR Incentive Amount | $0.00
Step 8: Computation of Medicaid annual EHR incentive payout
Annual
Percentage | Payment
| Year 1 payment | 50.0% | $0
| Year 2 payment | 40.0% | $0
| Year 3 payment | 10.0% | $0

CMS Reference - Authorized Data Sources for One Time Payment Calculation

Published 08/09/2011 09:32 AM | Updated 12/05/2011 01:45PM | Answer ID 10771

If the State chooses to use the cost report in the Medicaid EHR incentive hospital payment calculation, what data
elements should be usedin the Medicare cost report, Form CMS 2552-96 and the Form CMS 2552-10?

Based on the Medicare cost report guidance, Form CMS 2552-96 will be used until the implementation of the

new Medicare cost report, Form CMS 2552-10. Although the State may choose to use the following data elements,

itis the States' e{-\&)ﬁ)&g%ﬁg kl’é‘SB&ﬁ‘S‘i'&ﬁWﬁ) ensure the integrity and regulatory compliance of the data.
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The CMS 2552-96 data elements are as follows:

-Total Discharges - Worksheet S-3 Part 1, Column 15, Line 12

-Medicaid Days - Worksheet S-3, Part |, Column 5, Line 1 + Lines 6-10
-Medicaid HMO Days - Worksheet S-3, Part |, Column 5, Line 2

-Total Inpatient Days - Worksheet S-3 Part 1, Column 6, Line 1, 2 + Lines 6 -10
-Total Hospital Charges - Worksheet C Part 1, Column 8, Line 101

-Charity Care Charges - Worksheet S-10, Column 1, Line 30

The CMS 2552-10 data elements are as follows:

-Total Discharges - Worksheet S-3 Part 1, Column 15, Line 14

-Medicaid Days - Worksheet S-3, Part |, Column 7, Line 1 + Lines 8-12
-Medicaid HMO Days - Worksheet S-3, Part |, Column 7, Line 2

-Total Inpatient Days - Worksheet S-3 Part 1, Column 8, Line 1, 2 + Lines 8- 12
-Total Hospital Charges - Worksheet C Part 1, Column 8, Line 200

-Charity Care Charges - Worksheet S-10, Column 3, Line 20

For information about the cost report data elements that are usedin the Medicare hospital incentive calculation, please

see FAQ#10717.
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AppendixH: Impact of Incentive Payments

Importance of Incentive Payment by Provider planning to upgrade
Importance of Cost by Provider Type
Provider Type High Medium Low Total
Dentist 4 4
FQHC 1 1
Hospital 1 1 2
Optometry 8 1 9
Pediatrics 4 4
Physician 24 1 1 26
Grand Total 42 2 2 46
Percentages
Overall Percentage 91% 4% 4% 100%
Non Physician Percentage 90% 5% 5% 100%
Physician Percentage 92.3% 3.8% 3.8% 100%
Importance of Incentive Payment by Location planning to upgrade
Importance of Cost by Location
Location High Medium Low Total
Coast Metro 5 5
Columbus Metro 2 2
JXN Metro 10 2 12
McComb 1 1
Memphis Metro 5 5
Meridian Metro 5 5
Picayune 1 1
Tupelo Metro 2 1 3
Under 50,000 11 1 12
Grand Total 42 2 2 46
Percentages
Overall Percentage 91% 4% 4% 100%
Metro Area Percentage 91% 3% 6% 100%
Rural Area Percentage 91.7% 8.3% 0.0% 100%

Based on the results of the survey, at least 90% of the Provighos planned to attest to A/I/U

indicated that incentive payments were a major factor in their decision. These results were consistent

regardless of location or Provider type.

Appendix Htmpact of Incentive Payments
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Appendix I: MURequirements(Updated 207)

The Medicare and Medicaid EHR Incentive Programs provide financial incentives for the meaningful use
of certified EHR technology to improve patient care. To receive an EHR incentive payment, providers
have to show that they are meaningfully using their EHRs by meeting thresholds for a number of

objectives. The EHR Incentive Programs are phased in three stages with increasing requirement
complexity

Eligible professionals participate in the program oa ttalendar year, while eligible hospitals and CAHs
participate according to the federal fiscal year.

Providers must attest to demonstrating meaningful &sesry yearto receive an incentive and avoid a
Medicare payment adjustment.

Requirements for 2014 Omition Stage 1

In May 2014, CMS released an NPRM that would grant flexibility to providers who are experiencing
difficulties fully implementing 2014 Edition certified EHR technology (CEHRT) to attest this year.

Providers scheduled to demonstrate Stagen12014 who have successfully implemented 2014 CEHRT
would use 2014 Definition Stage 1 core and menu objectives.

Providers who are still using 2011 Edition CEHRT or a combination of 2011 and 2014 Editions and choose
to report 2013 Definition Stage 1 corec&menu objectives should visit the 2013 Definition Stage 1 of
Meaningful Use webpag

Criteria for providers demonstrating the 2014 Definition of Stage 1 is listed below.
Eligible professionals must meet:

1 13 required core objectives

1 5 menu objectivefrom a list of 9

1 Total of 18 objectives
Eligible hospitals and CAHs must meet:

1 11 required core objectives

1 5 menu objectives from a list of 10

1 Total of 16 objectives
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Requirements for Stage 2 of MU

The CMS Stage 2 Final Rule from 2012 specifiesriteea that eligible professionals, eligible hospitals,

and critical access hospitals (CAHsS) must meet in order to participate in Stage 2 of the Medicare and
Medicaid EHR Incentive Programs. All providers must demonstrate Stage 1 of meaningful use before
Stage 2.

To help providers better understand Stage 2 meaningful use requirements, CMS developed specification
sheets for eligible professionals and eligible hospitals that provide detailed information on each
objective, including:

w b dzYSNI (2 NJtor tifréshoRIS y 2 YA y |

w 9EOfdaAA2Y ONRGSNAI

w 5SFTAYAGAZ2YE 2F AYLRNIIFIYyG GSNya

w WSIldZANBYSyia F2N I OKAS@PAy3d GKS 202S0i0ABSa

w / SNIAFAOIGAZY AYTF2NXNIGAZ2Y (GKFG O2NNBaLRyRa 6AGK

Stage 2 Timeline

The earliest providers will demonstrate Stage 2rwfaningful use is 2014. Eligible hospitals and CAHs
participate on the fiscal year and eligible professionals participate on the calendar year.

Providers who began participation in the EHR Incentive Programs in 2011 will meet three consecutive
years of meaingful use under the Stage 1 criteria before advancing to the Stage 2 criteria in 2014. All

other providers would meet two years of meaningful use under the Stage 1 criteria before advancing to

the Stage 2 criteria in their third year.

For 2014 Only
2014CEHRT Flexibility

In May 2014, CMS released an NPRM that would grant flexibility to providers who are experiencing
difficulties fully implementing 2014 Edition CEHRT to attest this year.

Providers scheduled to demonstrate Stage 2 of meaningful use incz0t4

1 Demonstrate 2013 Definition of Stage 1 of meaningful use with 2011 Edition CEHRT or a
combination of 2011 and 2014 Edition CEHRT

1 Demonstrate 2014 Definition of Stage 1 of meaningful use with 2014 Edition CEHRT

1 Demonstrate Stage 2 of meaningful usemi014 Edition CEHRT

2014 Reporting Periods

All providers, regardless of their stage, are only required to demonstrate meaningful use-fopatl3

EHR reporting period. For Medicare providers, thimdhth reporting period is fixed to the quarter of
either the fiscal (for eligible hospitals and CAHs) or calendar (for eligible professionals).
The 3month reporting period is not fixed for Medicaid eligible professionals and hospitals that are only
eligible to receive Medicaid EHR incentives.
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Stage 2 Core ahMenu Objectives

Stage 2 uses a core and menu structure for objectives that providers must achieve in order to
demonstrate meaningful use. Core objectives are objectives that all providers must meet. There are also
a predetermined number of menu objectis¢hat providers must select from a list and meet in order to
demonstrate meaningful use.

To demonstrate meaningful use under Stage 2 criteria
Eligible professionals must meet:
1 17 core objectives
1 3 menu objectives that they select from a total list of 6
1 Total of 20 objectives
Eligible hospitals and CAHs must meet:
1 16 core objectives

1 3 menu objectives that they select from a total list of 6
1 Total of 19 objectives
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Definition of Modified Stage 2

Eligible Professionals (EPs) Requirements

CMSpublisheda final rule on October16, 2015that specifiescriteria that eligible professionalgEPS),
eligiblehospitals,andcriticalacces$ospitals(CAHsnustmeetin orderto participatein the Medicare

andMedicaidElectronicHealthRecord EHR)ncentiveProgramsThefinal N3zt p@isionsencompass
the definition of meaningfulusefor 2015through2017.

| S NBHatdou needto know about meetingthe requirementsof the EHRIncentive Programsin
2016.

Objectives and Measures

Allprovidersarerequiredto attestto a singlesetof objectivesandmeasuresThisreplaceghe core
andmenuobijectivesstructureof previousstages.

ForEPsthere are 100bjectives.

In2016,all providersmustattestto objectivesandmeasuresisingeHRechnologycertifiedto the
2014Editionor the 2015Edition,or acombinationof the two.

Alternate Exclusions and Specifications

Manyof the alternateexclusionghat were availablein 2015are not applicablein 2016.

The Definition of Modified Stage 2 Meaningful U§kbjectives for Eligible Professionals EPs

Modified Stage 2
Meaningful Use

Objectives for 2015 Modified Stage 2 Meaningful Use Measures for EPs in 2016
2017

Objective 1: Protect Measure: Conduct or review a security risk analysis in accordance with
Patient Health requirements in 45 CFR 164.308(a)(1), including addressing the secur
Information include encryption) of ePHI created or maintained in CEHRT in accor

with requirements under 45 CFR 164.3)22iv) and 45 CFR 164.306(d)
and implement security updates as necessary and correct identified se
RSFTAOASYOASE a LINIL 2F GKS 9t Qa

Objective 2: Clinical In order for EPs to meet the objective they maatisfy both of the following
Decision Support measures:

Measurel: Implement five clinical decision support interventions related
four or more clinical quality measures at a relevant point in patient carg
the entire EHR reporting period. Absent four clinical quality measures re
G2 Fy 9t Qa a (atiedaSpopurtion,dNd clihical d@8sio Mppq
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interventions must be related to high priority health conditions.
Measure2:¢ KS 9t Kl a Sylrof SR FyR AYLJX
RNXz3 FyR RNHAM®Iff SNH& Ay S Nihgeriad? y

Exclusionfor the second measure, any EP who writes fewer than
medication orders during the EHR reporting period.

Objective 3:
Computerized Provider
Order Entry

An EP, through a combination of meeting the thresholds and exclusior
both), must satisfy all three measures for this objective.

Measurel: More than 60 percent of medication orders created by the
during the EHR reporting period are recorded using computerized pro
order entry.

Exclusiorfor Measurel: Any EP who writes fewer than 1(
medication orders during the EHR reporting period.

Measure2: More than 30 percent of laboratory orders created by the
during the EHR reporting period are recorded using computerized pro
order entry.

Exclusiorfor Measure2: Any EP who writes fewer than 1(
laboratory orders during the EHR reporting period.

Alternate Exclusiorfor Measure2: Providers scheduled to be
Stage 1 in 2016 may claim an exclusion for measure 2 (labor|
orders) of the Stage 2 CPOE athije for an EHR reporting period
2016.

Measure3: More than 30 percent of radiology orders created by the
during the EHR reporting period are recorded using computerized pro
order entry.

Exclusiorfor Measure3: Any EP who writes fewer than 1@@diology
orders during the EHR reporting period.

Alternate Exclusiorfor Measure3: Providers scheduled to be

Stage 1 in 2016 may claim an exclusion for measure 3 (radi
orders) of the Stage 2 CPOE objective for an EHR reporting per
2016.

Objective 4: Electronic
Prescribing

EPMeasure:More than 50 percent of permissible prescriptions written by {
EP are queried for a drug formulary and transmitted electronically u
CEHRT.

Exclusions: Any EP who (1)Writes fewer than 100 permiss
prescriptions during the EHR reporting period; or (2) Does not ha
pharmacy within his or her organization and there are no pharma
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that accept electronic prescriptions within 10 miles of the E
practice location at the start of his or her EHR repartireriod.

Objective 5: Health
Information Exchange

Measure:The EP that transitions or refers their patient to another setting
care or provider of care must (1) use CEHRT to create a summary @
record; and (2) electronically transmit such summama receiving provide
for more than 10 percent of transitions of care and referrals.

Exclusion/Any EP who transfers a patient to another setting or rei
a patient to another provider less than 100 times during the H
reporting period.

Objective 6: Rtient
Specific Education

EPMeasure:Patient specific education resources identified by CEHRT
provided to patients for more than 10 percent of all unique patients v
office visits seen by the EP during the EHR reporting period.

Exclusion:Any EP who has no office visits during the EHR repo
period.

Objective 7:
Medication
Reconciliation

Measure:The EP performs medication reconciliation for more than
percent of transitions of care in which the patient is transitioned into the ¢
of the EP.

Exclusion/Any EP who was not the recipient of any transitions of ¢
during the EHR reporting period.

Objective 8: Patient
Electronic Access (VD]

EPMeasurel: More than 50 percent of all unique patients seen by the
during the EHR reporig period are provided timely access to view onli
download, and transmit to a third party their health information subject
the EP's discretion to withhold certain information.

Exclusiorfor Measurel: Any EP who neither orders nor creates g
of the information listed for inclusion as part of the measures exg
F2NJ at+GASYQ bl YSE YR @&t NP
AYTF2NXEGA2Y €

EPMeasure2: For an EHR reporting period in 2016, at least one patient §
by the EP during the EHR reporting perigd2 NJ LJ- G A Sy
representative) views, downloads or transmits his or her health informa
to a third party during the EHR reporting period.

Exclusiorfor Measure2: Any EP who (1) Neither orders nor crea
any of the information listed for ingkion as part of the measure
SEOSLIi F2NJ atl GASydG bl YSéE | yH
AYF2NXYIFOGA2YET 2NJ 0HO [/ 2y RdzO0G &
encounters in a county that does not have 50 percent or more 0
housing units with 4Mps broadband availability according to t
latest information available from the FCC on the first day of the
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reporting period.

Objective 9: Secure
Messaging

Measure:For an EHR reporting period in 2016, for at least 1 patient se€
the EP duringhe EHR reporting period, a secure message was sent usin
St SOGUNRYAO YSaal3aay3d FdzyOlrzy 27
authorized representative), or in response to a secure message sent b
LI GASYG 62N GKS LI GA $duing thelZAHR 2dpdrtin
period.

Exclusion:Any EP who has no office visits during the EHR repo
period, or any EP who conducts 50 percent or more of his or
patient encounters in a county that does not have 50 percent or n
of its housing unitsvith 4Mbps broadband availability according
the latest information available from the FCC on the first day of
EHR reporting period.

Objective 10: Public
Health Reporting

EPs in 2016 must meet 2 of the 3 measures.

MeasureOption 1 ¢ ImmunizationRegistryReporting:The EP is in activ
engagement with a public health agency to submit immunization data.

Exclusiondor Measurel: Any EP meeting one or more of ti
following criteria may be excluded from the immunizaticegistry
reporting measure if the EP:

Does not administer any immunizations to any of the populationg
which data is collected by its jurisdiction's immunization registry
immunization information system during the EHR reporting period

Operates ina jurisdiction for which no immunization registry
immunization information system is capable of accepting the spe
standards required to meet the CEHRT definition at the start of]
EHR reporting period; or

Operates in a jurisdiction where no immuaation registry of
immunization information system has declared readiness to rec
immunization data from the EP at the start of the EHR repor
period.

MeasureOption 2 ¢ SyndromicSurveillanceReporting:The EP is in activ
engagement with a publibealth agency to submit syndromic surveillar|
data.

Exclusiongor Measure2: Any EP meeting one or more of tf
following criteria may be excluded from the syndromic surveilla
reporting measure if the EP:

Is not in a category of providers from which lamatory syndromig
surveillance data is collected by their jurisdiction's syndro
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MeasureOption 3 ¢ SpecializedRegistryReporting The EP is in activ
engagement to submit data to a specialized registry.

Alternate Exclusiongor 2016:

surveillance system;

Operates in a jurisdiction for which no public health agency is cap
of receiving electronic syndromic surveillance data from EPs in
specific sandards required to meet the CEHRT definition at the s
of the EHR reporting period; or

Operates in a jurisdiction where no public health agency has dec
readiness to receive syndromic surveillance data from EPs at the
of the EHR reporting pird.

Exclusiondor Measure3: Any EP meeting at least one of t
following criteria may be excluded from the specialized regi
reporting measure if the EP:

Does not diagnose or treat any disease or condition associated
or collect relevant data that is collected by, a specialized regist
their jurisdiction during the EHR reporting period;

Operates in a jurisdiction for weh no specialized registry is capal
of accepting electronic registry transactions in the specific stand
required to meet the CEHRT definition at the start of the &
reporting period; or

Operates in a jurisdiction where no specialized registry foickvithe
EP is eligible has declared readiness to receive electronic re
transactions at the beginning of the EHR reporting period.

EPs scheduled to be in Stage 1 and Stage 2 in 2016: Must attes
least 2 measures dm the Public Health Reporting Obijecti
aSl ad2NBa wmmo®

May claim an Alternate Exclusion for Measure 2 and Measu
(Syndromic Surveillance and Specialized Registry Reporting).

An Alternate Exclusion may only be claimed for up to two measl
then the provider must either attest to or meet the exclusic
requirements for the remaining measure described in 495

(€)(10)()(C).
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Eligible Hospitals and CAHs Requirements

CMS published a final rule on October 16, 2015 that specifies criteria that eligible professionals

(EPs), eligible hospitals, and critical access hospitals (CAHs) must meet in order to participate in the
Medicare and Medicaid Electronic Health Record (BHROSY G A S t NRP3INI Yad ¢ KS
provisions encompass the definition of meaningful use for 2015 through 2017.

| SNBEQa ¢KIG e2dz ySSR (2 (y2¢ +o2dzi YSSiAay3a GKS
Programs in 2016.

Objectives and Measures

All providers are required to attest to a single set of objectives and measures. This replaces
the core and menu objectives structure of previous stages.

There are 9 objectives for eligible hospitals and CAHSs.

In 2016, all providers must attest to objaats and measures using EHR technology certified
to the 2014 Edition or the 2015 Edition, or a combination of the two.

Alternate Exclusions and Specifications

Many of the alternate exclusions that were available in 2015 are not available in 2016.

The DEfinition of Modified Stage 2 Meaningful Use Objectives for Eligiblespitals and CAHs

Modified Stage 2
Meaningful Use

Objectives for 2015 Modified Stage 2 Meaningful Use Measures fdfisEin 2016

2017

Objective 1: Protect Measure: Conduct or review a security risk analysis in accordance with
Patient Health requirements in 45 CFR 164.308(a)(1), including addressing the secur
Information include encryption) of ePHI created or maintained in CEHRT in accor|

with requirements under 45 CF®4.312(a)(2)(iv) and 45 CFR 164.306(d
and implement security updates as necessary and correct identified se
deficiencies as part of the eligible hospital or CAH's risk manage

process.
Objective 2: Clinical Measure 1 Implement five clinical decision support interventions related
Decision Support four or more clinical quality measures at a relevant point in patient care

the entire EHR reporting period. Absent four clinical quality measures re
to an eligible hospital or CAH'sape of practice or patient population, th
Ot AYAOFf RSOAAAZ2Y &dzLILR2NI AYydSND
conditions.
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Measure 2 The eligible hospital or CAH has enabled and implementeq
Fdzy Ol A2yl fAGE F2N RtbiHeon eéhbidizTor the/eRtirs
EHR reporting period.

Objective 3:
Computerized Provider
Order Entry

Eligible hospitals and CAHs must meet the thresholds of all three measy
Measure 1 More than 60 percent of medication orders created
authorized providers of the eligible hospital's or CAH's inpatient
emergency department (POS 21 or 23) during the EHR reporting perig
recorded using computerized provider order entry.

Measure2: More than 30 percent of laboratory orders created by authori]
providers of the eligible hospital's or CAH's inpatient or emerge
department (POS 21 or 23) during the EHR reporting period are recq
using computerized provider order entry.

Alternate Exclusion for Measure ZProviders scheduled to be
Stage 1 in 2016 may claim an exclusion for measure 2 (labor
orders) of the Stage 2 CPOE objective for an EHR reporting per
2016.

Measure 3 More than 30 percent of radiology orders ated by authorized
providers of the eligible hospital's or CAH's inpatient or emerge
department (POS 21 or 23) during the EHR reporting period are rec(
using computerized provider order entry.

Alternative Exclusion for Measure Froviders schedel to be in
Stage 1 in 2016 may claim an exclusion for measure 3 (radi
orders) of the Stage 2 CPOE objective for an EHR reporting per
2016.

Objective 4: Electronic
Prescribing

Eligible Hospital/CAH MeasuréMore than 10 percent of hospital dischar
medication orders for permissible prescriptions (for new and chan
prescriptions) are queried for a drug formulary and transmitted electronig
using CEHRT.

ExclusionAny eligible hospital or CAH that does not have an inte
pharmacy that can accept electronic prescriptions and is not loc
within 10 miles of any pharmacy that accepts electrg
prescriptions at the start of their EHR reporting period.

Alternate Eclusion An eligible hospital or CAH may claim
exclusion for the eRx objective and measure for an EHR repq
period in 2016 if they were either scheduled to demonstrate Stag
in 2016, or if they are scheduled to demonstrate Stage 2 but did
intend to select the Stage 2 eRx objective for an EHR repq
period in 2016.
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Objective 5: Health
Information Exchange

Measure: The eligible hospital or CAH that transitions or refers their pat
to another Information setting of care or provider ofreamust (1) use
CEHRT to create a summary of care record; Exchange and (2) electrg
transmit such summary to a receiving provider for more than 10 percel
transitions of care and referrals.

Objective 6: Patient
Specific Education

Eligible Hospital/ CAH Measurdilore than 10 percent of all unique patien
admitted to the eligible hospital's or CAH's inpatient or emerge
department (POS 21 or 23) are provided patient specific education reso
identified by CEHRT.

Objective 7:Medication
Reconciliation

Measure The eligible hospital or CAH performs medication reconciliatior
more than 50 percent of transitions of care in which the patient is admi
to the eligible hospital's or CAH's inpatient or emergency department
21 or 23).

Objective 8: Patient
Electronic Access (VDT]

Measure 1 More than 50 percent of all unique patients who are dischar
from the inpatient or emergency department (POS 21 or 23) of an eli
hospital or CAH are provided timely access to view online, download
transmit to a third party their health information.

Measure 2 For an EHR reporting period in 2016, at least 1 patient wh
discharged from the inpatient or emergency department (POS 21 or 23)
StAIAGES K2alLAGLE 2N /! 6 2 Wews |
downloads or transmits his or her health information to a third party dut
the EHR reporting period.

Exclusion for Measure 2Any eligible hospital or CAH that is locat
in a county that does not have 50 percent or more of its houj
units wih 4Mbps broadband availability according to the latg
information available from the FCC on the first day of the |
reporting period.

Objective 9: Public
Health Reporting

In 2016, all eligible hospitals and CAHs must meet three measures.
Measure Option 1¢ Immunization Registry ReportingThe eligible hospitg
or CAH is in active engagement with a public health agency to si
immunization data.

Exclusions for Measure:JAny eligible hospital or CAH meeting @
or more of the following criteria may be excluded from t
immunization registry reporting measure if the eligible hospital
CAH:
1 Does not administer any immunizations to any of {
populations for which datasi collected by its jurisdiction]
immunization registry or immunization information syste
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CAH:

)l
1

Measure Option 2; Syndromic Surveillance Reportinghe eligible hospital
or CAH is in active engagement with a public health agency to s
syndromic surveillance data.

Exclusions for Masure 2 Any eligible hospital or CAH meeting g
or more of the following criteria may be excluded from t
syndromic surveillance reporting measure if the eligible hospitg

Measure Option 3¢ Specialized Registry Reportinghe eligible hagsital or
CAH is in active engagement to submit data to a specialized registry.

Exclusions for Measure:3Any eligible hospital or CAH meeting at le
one of the following criteria may be excluded from the speciali
registry reporting measure if thEP, eligible hospital, or CAH:

1 Does not diagnose or treat any disease or condition assoc
with, or collect relevant data that is collected by, a speciali
registry in their jurisdiction during the EHR reporting period,;

1 Operates in a jurisdiction fowhich no specialized registry
capable of accepting electronic registry transactions in
specific standards required to meet the CEHRT definition af
start of the EHR reporting period; or

1 Operates in a jurisdiction where no specialized regisiryhich
the eligible hospital or CAH is eligible has declared readine
receive electronic registry transactions at the beginning of
EHR reporting period.

during the EHR reporting period;
Operates in a jurisdiction for which no immunization regis
or immunization information system is capable of accept
the speciic standards required to meet the CEHRT definil
at the start of the EHR reporting period; or
Operates in a jurisdiction where no immunization registry
immunization information system has declared readiness
receive immunization data from the elidé hospital or CAH
at the start of the EHR reporting period.

Does not have an emergency or urgent care department;
Operates in a jusdiction for which no public health agen
is capable of receiving electronic syndromic surveillance
from eligible hospitals or CAHs in the specific standq{
required to meet the CEHRT definition at the start of the £
reporting period; or

Operaes in a jurisdiction where no public health agency
declared readiness to receive syndromic surveillance
from eligible hospitals or CAHs at the start of the H
reporting period.
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Measure Option 4 Electronic Reportable Laboratory Result Reportifidie
eligible hospitabr CAH is in active engagement with a public health ags
to submit electronic reportable laboratory (ELR) results.

Exclusions for Measure:4Any eligible hospital or CAH meeting one
more of the following criteria may be excluded from the electrg
reportable laboratory result reporting measure if the eligible hospita
CAH:

1 Does not perform or order laboratory tests that are reportablg
their jurisdiction during the EHR reporting period;

9 Operates in a jurisdiction for which no public healtreagy is
capable of accepting the specific ELR standards required to
the CEHRT definition at the start of the EHR reporting period

9 Operates in a jurisdiction where no public health agency
declared readiness to receive electronic reportableolabory
results from eligible hospitals or CAHs at the start of the
reporting period.

Alternate Exclusion for 2016
Eligible hospitals/CAHs scheduled to be in Stage 1 and Stage 2 in 2(
Must attest to at least 3 measures from the Public Health Reporting
ho2aSOGAPS aSladz2NBa wmmn®
1 May claim an Alternate Exclusion for Measure 3 (Specialized
Registry Reporting).
9 If an Alternate Exclusion is claimed, then the provider must
either attest toor meet the exclusion requirements for the
remaining measures described in 495.22 (e)(10)(ii)(C).

Immunization Registry will periodically send DOM a list of providers that are no longer compliant, meaning no
response when invited to participate in testing interfaces.
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Definition of Stage 3 Meaningful Use

Stage 3 Program Requiremen#sii t NP JARSNAE ! G dSadAy3a (2 GKSANI {dFd

In October 2015, CMS released a final rule that modified the requirements for participation in the
Electronic Health Record (EHR) Incentive Programs for §@a8sthrough 2017 as wedls in 2018 and
beyond. This page provides information on requirements for Stage 3.

In 2018, all providers will be required to participate in Stage 3 regardless of their prior participation.
Moving all participants to a single stage of meaningful use d@ids NB RdzOS (G KS LINR3INI YQa
simplify reporting requirements.

Medicaid providers who are only eligible to participate in the Medicaid EHR Incentive Program are not
subject to the Medicare payment adjustments.

Mississippi will continue manuattestation or reporting of Clinical Quality Measures (CQMSs)

NOTE: All providers who have not successfully demonstrated meaningful use in a prior year and are
seeking to demonstrate meaningful use for the first time in 2017 to avoid the 2018 paymestradjut
must attest to Modified Stage 2 objectives and measures.

Objectives and Measures

=

All providers are required to attest to a single set of objectives and measures.

For eligible professionals (EPs) and eligible hospitals there are 8 objectives.

1 To mee Stage 3 requirements, all providers must use technology certified to the 2015 Edition. A
provider who has technology certified to a combination of the 2015 Edition and 2014 Edition may
potentially attest to the Stage 3 requirements, if the mix of cextiftechnologies would not prohibit
them from meeting the Stage 3 measures. However, a provider who has technology certified to the
2014 Edition only may not attest to Stage 3.

1 Please note there are no alternate exclusions or specifications available.

1 Thereare changes to the measure calculations policy, which specifies that actions included the

numerator must occur within the EHR reporting period if that period is a full calendar year, or if it is

less than a full calendar year, within the calendar yeawliich the EHR reporting period occurs.

Specific measures affected are identified in the Additional Information section of the specification

sheets.

]

Flexibility within Objectives and Measures

1 Stage 3 includes flexibility within certain objectives to alloawjders to choose the measures most
relevant to their patient population or practice. The Stage 3 objectives with flexible measure options
includeCoordination of Care through Patient EngagemenProviders must attest to all three
measures and must meeh¢ thresholds for at least two measures to meet the objective.

1 Health Information Exchange Providers must attest to all three measures and must meet the
thresholds for at least two measures to meet the objective.

1 Public Health Reporting Eligible profesionals must report on two measures and eligible hospitals
must report on four measures.

EHR Reporting Period

Appendix I: MU Requirements Pagel85



! MISSISSIPPI DIVISION OF L Updated . November 3,
'Y MED ICJ__P_LLI) State Medicaid Health Informatiofechnology 2017

Planning Document

Starting in 2018, all providers are required to use an EHR reporting period of a full calendar year, with
the exception of providers attesting tneaningful use for the first time; these providers will have a
minimum of any continuous 96ays EHR reporting period.

NOTE In 2017, for all new and returning participants, the EHR reporting period is a minimum of any
continuous 90 days between Januargirid December 31, 2017.

Here is what Eligible Professionals (EPs) should know about Stage 3 Meaningful Use:

Stage Three

Meaningful Use

Objectives(beginning Stage 3 Meaningful Use Measures for EPs

January 1, 2018)
Protect electronic Protect electronic protected health information (ePHI) created or
protected health maintained by the CEHRT through the implementation of appropriate
information (ePHI) technical, administrative, and physical safeguards.
Generate and Measure:
transmit More than 60 percent of all permissible prescriptions written by the EP a
permissible gueried for a drug formulary and transmitted electronically using CEHRT

prescriptions

electronically (eRx) _
Exclusions:

Any EP who:

i Writes fewer than 100 permissible prescriptions during the E
reporting period; or

i Does not have a pharmacy within their organization and th
are no pharmacies that accept electronic prescriptions wit
10 miles of the EP's practice location at tharsiof his or her
EHR reporting period.

Clinical Decision Measure 1:

Support Implement five clinical decision support interventions related to four or
more CQMs at a relevant point in patient care for the entire EHR reportil
period. Absentfour CQM$B €t F i SR (2 Iy 9t Qa a&ao
population, the clinical decision support interventions must be related to
high-priority health conditions.

Measure 2:
The EP has enabled and implemented the functionality for-drug and
drug-allergy interaction checks for the entire EHR reporting period.

Exclusion:

Any EP who writes fewer than 100 medication orders during tl
EHR reporting period.
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Computerized
Provider Order Entry
(CPOE)

An EP, through a combination of meeting the thresholds and exclusions
both), must satisfy all three measures for this objective:

Measure 1:
More than 60 percent of medication orders created by the EP duhieg
‘HR reporting period are recorded using computerized provider order el

Measure 2:

More than 60 percent of laboratory orders created by the EP during the
EHR reporting period are recorded using computerized provider order
antry.

Measure 3:

More than 60 grcent of diagnostic imaging orders created by the EP du
‘he EHR reporting period are recorded using computerized provider orc
antry.

Exclusions:

Measure 1
Any EP who writes fewer than 100 medication orders dul
the EHR reporting period.

Measure 2:
Any EP who writes fewer than 100 laboratory orders during
EHR reporting period.

Measure 3:
Any EP who writes fewer than 100 diagnostic imaging ort
during the EHR reporting period.

Patient Electronic
Access

EPs must satisfy both measures in order to meet this objective:

Measure 1:
For more than 80 percent of all unique patients seen by the EP:

1) The patient (or the patierduthorized representative) is provided
timely access to view online, download, and transmit his or her
health information; and

2) The provider ensures the p&ty 1 Qa KSI f 6K Ay T
for the patient (or patierdauthorized representative) to access
using any application of their choice that is configured to meet 1
technical specifications of the Application Programming Interfas
(APl)inthe proR SNa / 91 w¢ @

Measure 2:
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The EP must use clinically relevant information from CEHRT to identif
patient-specific educational resources and provide electronic access ti
those materials to more than 35 percent of unique patients seen by th
EP during th&HR reporting period.

Exclusions:

Measure 1 and Measure 2:
A provider may exclude the measures if one of the follown
applies:

U An EP may exclude from the measure if they have
office visits during the EHR reporting period.

0 Any EP that conducts 50 percent or more of his or
patient encounters in a county that does not have
percent or more of its housing units with 4Mbj
broadband availability according to the late
information available from the FCC on the first day
the EHR reporting period may exclude the measure.

Coordination of Care

Providers must attest to all three measures and must meet the thresholc
for at least two measures to meet the objective:

Measure 1:
For an EHR reporting period in 2017, more than 5 percent of all unique
patients (or their authorized representatives) seen by the EP actively en
with the electronic health record made accessible by the provider and
eithert
1. View, download or transmit to a third party their health
information; or
2. Access their health information through the use of an API that ce
be used by applications chosen by the patient and configured to
APl in the provider's CEHRT; or
3. A combination of (1) and (2)

Threshold for 2018 and Subsequent Yearke resulting percentage must
be more than 10 percent

Measure 2:

For an EHR reporting period in 2017, more than 5 percent of all unique
patients seen by the EP during the EHR répg period, a secure message
was sent using the electronic messaging function of CEHRT to the patie
the patient authorized representative), or in response to a secure messe
sent by the patient or their authorized representative.

Threshold in 208 and Subsequent Year§he resulting percentage must b
more than 25 percent in order for an EP to meet this measure.
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Measure 3:

Patient generated health data or data from a nonclinical setting is
incorporated into the CEHRT for more than 5 percergliofinique patients
seen by the EP during the EHR reporting period.

Exclusions:

Measure 1, 2 and 3 Exclusion:
A provider may exclude the measures if one of the follown
apply:

i An EP may exclude from the measure if they have
office visits during the EHR reporting period, or;

i Any EP that conducts 50 percent or more of his or
patient encounters in a county that does not have
percent or more of its housing units witdMbps
broadband availability according to the latest informatis
available from the FCC on the first day of the E
reporting period may exclude the measure.

Health Information
Exchange

Providers must attest to all three measures and must meet the thresholc
for at least two measures to meet the objective.

Measure 1:
For more than 50 percent of transitions of care and referrals, the EP tha
transitions or refers their patient to another setting of care or provider of
care:

1) Creates a summary of care record using CEHRT; and

2) Electronically exchanges the summaf care record

Measure 2:

For more than 40 percent of transitions or referrals received and patient
encounters in which the provider has never before encountered the pati
GKS 9t AYO2NLILRNIGSa Aydz2 GdKS LI
document.

Measure 3:
For more than 80 percent of transitions or referrals received and patient
encounters in which the provider has never before encountered the patit
the EP performs a clinical information reconciliation. The provider must
implement clinical information reconciliation for the following three clinica
information sets:
1) aSRAOFGA2yd® wS@OASg 2F GKS LI
dosage, frequency, and route of each medication.
2) aSRAOlIGA2Y | ftSNAed wS@PASG 21
allergies.
3) / dINNByYyid tNRPoftSY tftAaiod wSPASSH
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Exclusions:
Measure 1:
A provider may exclude from the measure if any of the follow
apply:

i Any EP who transfers a patient to another setting
refers a patient to another provider less than 100 tim
during the EHR reporting period.

U Any EP that conducts 50 percent or more of his or
patient encounters in a county that does not have
percent or more of its housing units with 4Mbg
broadband availability according to the latest informatir
available from the FCC on the first day of the E
reporting period may exclude the measures.

Measure 2:
A provider may exclude from the measure if arfythe following
apply:
i Any EP for whom the total of transitions or referre
received and patient encounters in which the provider t
never before encountered the patient, is fewer than 1
during the EHR reporting period is excluded from 1
measure.
i Any EP that conducts 50 percent or more of his or
patient encounters in a county that does not have
percent or more of its housing units with 4Mbps

Public Health
Reporting

Measure 1

Immunization Registry Reporting: The EP is in aetigagement with a
public health agency to submit immunization data and receive immuniza
forecasts and histories from the public health immunization
registry/immunization information system (I1S).

Measure 2

Syndromic Surveillance Reporting: The Hf astive engagement with a
public health agency to submit syndromic surveillance data from an urge
care setting.

Measure 3
Electronic Case Reporting: The EP is in active engagement with a public
health agency to submit case reporting of reportatdaditions.

Measure 4
Public Health Registry Reporting: The EP is in active engagement with ¢
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public health agency to submit data to public health registries.

Measure 5
Clinical Data Registry Reporting: The EP is in active engagement to sub
data to a clinical data registry

Exclusions:

Measure 1:

Any EP meeting one or more of the following criteria may
excluded from the immunization registry reporting measure if |
ER

i Does not administer any immunizations to any of t
populations for which data is collected by the
2dzZNAAaRAOGA2Y QA AYYdzyAl
information system during the EHR reporting period;

i Operates in a jurisdiction for which no immunizet
registry or immunization information system is capable
accepting the specific standards required to meet |
CEHRT definition at the start of the EHR reporting per
or

i Operates in a jurisdiction where no immunization regis
or immunization inbrmation system has declare
readiness to receive immunization data as of 6 mon
prior to the start of the EHR reporting period.

Measure 2:

Any EP meeting one or more of the following criteria may
excluded from the syndromic surveillance reportingasure if
the ER

U Is not in a category of providers from which ambulatc
syndromic surveillance data is collected by th
2dzNAARAOGA2Yy Qa &28YRNRBYAO

i Operates in a jurisdiction for which no public hea
agency is capable of receivinglectronic syndromic
surveillance data from EPs in the specific stande
required to meet the CEHRT definition at the start of |
EHR reporting period; or

i Operates in a jurisdiction where no public health agel
has declared readiness to receive symdio surveillance
data from EPs as of 6 months prior to the start of the E
reporting period.
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Clinical Quality Measures (CQMs) Reporting:

EPs will select and report on 6 of 53 Clinical Quality Measures without the 6 domain reporting
requirements.

Here is what Eligible Hospitals need to know about Stage 3 Meaningful Use:

Stage 3 Meaningful Use
Objectives (beginning

January 1, 2018) Stage 3 Meaningful Use Measures:

Protect Electronic Measure:

Protected Health Conduct or review a security risk analysis in accordance with
Information (PHI) ‘equirements under 45 CFR 164.308(a)(1), including addressing

security (including encryption) of data created or maintained by CE
n accordance with requirements under 45 CFR 164&12)(iv) and 4t
CFR 164.306(d)(3), implement security updates as necessary
D2 NNBEOG ARSYUGAFTASR aSOdaNRGe R
management process.

Exclusion:

There is no exclusion for this Stage 3 Meaningful Use
Objective

Transmitting Electronic Measure:

Prescriptions _ _ o
More than 25 percent of hospital discharge medication orders

permissible prescriptions (for new and changed prescriptions)
queried for a drug formulary and transmitted electronically using CEIl

Exclsion:

Any eligible hospital or CAH that does not have an interna
pharmacy that can accept electronic prescriptions and thel
are no pharmacies that accept electronic prescriptions witt
10 miles at the start of their EHR reporting period.

ClinicalDecision Support | In order for eligible hospitals and CAHs to meet the objective they
must satisfy both of the following measures:

Measure 1:

Implement five clinical decision support interventions related to four
more CQMs at a relevant point in patiecare for the entire EHR
reporting period. Absent four CQMs related to an eligible hospital or
CAH's scope of practice or patient population, the clinical decision
support interventions must be related to higdriority health conditions.

Measure 2:
The eligible hospital or CAH has enabled and implemented the
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functionality for drugdrug and druepllergy interaction checks for the
entire EHR reporting period.

There are no exclusions for the Stage 3 Meaningful Use
Objective.

Computerized Provider
Order Entry (CPOE)

An eligible hospital/CAH must meet the thresholds for all three
measures:

Measure 1:

More than 60 percent of medication orders created by the authorizec
providers of the eligible hospital or CAH inpatient or emergency
department (PO21 or 23) during the EHR reporting period are
recorded using computerized provider order entry.

Measure 2:

More than 60 percent of laboratory orders created by the authorized
providers of the eligible hospital or CAH inpatient or emergency
department (FDS 21 or 23) during the EHR reporting period are
recorded using computerized provider order entry.

Measure 3:

More than 60 percent of diagnostic imaging orders created by the
authorized providers of the eligible hospital or CAH inpatient or
emergency dpartment (POS 21 or 23) during the EHR reporting
period are recorded using computerized provider order entry.

There are no exclusions for the Stage 3 Meaningful Use
Objective.

Patient Electronic Access

Eligible Hospitals and CAHs must satisfy both measures in order to
meet the objective:

Measure 1:

For more than 80 percent of all unique patients discharged from the
eligible hospital or CAH inpatient or emergency department (POS 21
23):

U The patient (or the patient authorized representative) is
provided timely access to view online, download, and transm
his or her health information; and

U ¢KS LINPPARSNI Syadz2NBa GKS LI
available for the patient (or patient authized representative)
to access using any application of their choice that is configu
G2 YSSG GKS GSOKyAOFft aLISOA
CEHRT.
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Measure 2:

The eligible hospital or CAH must use clinically relevant information
from CEHR to identify patientspecific educational resources and
provide electronic access to those materials to more than 35 percen
unique patients seen by the EP or discharged from the eligible hospi
or CAH inpatient or emergency department (POS 21 od@3hg the
EHR reporting period.

Exclusion:

Measures 1 and 2:

Any eligible hospital or CAH will be excluded from the
measure if it is located in a county that does not have 50
percent or more of their housing units with 4Mbps
broadband availabilitaccording to the latest information
available from the FCC at the start of the EHR reporting
period.

Coordination of Care

Providers must attest to all three measures and must meet the
thresholds for at least two measures to meet the objective:

Measure 1:
For an EHR reporting period in 2017, more than 5 percent of all unig
patients (or their authorized representatives) discharged from the
eligible hospital or CAH inpatient or emergency department (POS 21
23) actively engage with the electiiz health record made accessible |
the provider and either
1. View, download or transmit to a third party their health
information; or
2. Access their health information through the use of an API that
can be used by applications chosen by thegdtand
configured to the API in the provider's CEHRT; or
3. A combination of (1) and (2)

Threshold for 2018 and Subsequent Yeaffe resulting percentage
must be more than 10 percent.

Measure 2:

For an EHR reporting period in 2017, more than 5 percent of all unig
patients discharged from the eligible hospital or CAH inpatient or
emergency department (POS 21 or 23) during the EHR reporting pe!
a secure message was sent using the electronissaging function of
CEHRT to the patient (or the patient authorized representative), or ir
response to a secure message sent by the patient or their authorize(
representative.
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Threshold in 2018 and Subsequent Yedrke resulting percentage
must be morethan 25 percent in order for an EP, eligible hospital, or
CAH to meet this measure.

Measure 3:

Patient generated health data or data from a nonclinical setting is
incorporated into the CEHRT for more than 5 percent of all unique
patients discharged frorthe eligible hospital or CAH inpatient or
emergency department (POS 21 or 23) during the EHR reporting pe!

Exclusion:

Any eligible hospital or CAH will be excluded from the
measure if it is located in a county that does not have 50
percent or more otheir housing units with 4Mbps
broadband availability according to the latest information
available from the FCC at the start of the EHR reporting

period.
Health Information Providers must attest to all three measures and must meet the
Exchange thresholds for at least two measures to meet the objective.
Measure 1:

For more than 50 percent of transitions of care and referrals, the elig
hospital or CAH that transitions or refers their patient to another setti
of care or provider of care:

1) Creates a summary of care record using CEHRT; and

2) Electronicalf exchanges the summary of care record.

Measure 2:

For more than 40 percent of transitions or referrals received and pat
encounters in which the provider has never before encountered the
patient, the eligible hospital or CAH incorporates into thé gaS y (i Q
an electronic summary of care document.

Measure 3:
For more than 80 percent of transitions or referrals received and pat
encounters in which the provider has never before encountered the
patient, the eligible hospital or CAH performsliaical information
reconciliation. The provider must implement clinical information
reconciliation for the following three clinical information sets:
1) aSRAOFGAZY® wSOASSs 2F GKS LI
name, dosage, frequency, and route of each medication.
2) aSRAOFGAR2Y [ fftSNHE® wWSOASSH
allergies.
00 / dZNNByYy(d t NRoOfSY ftAa0DactiedA
diagnoses.
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Exclusions:

Measure 1:

Any eligible hospital or CAH will be excluded from
measure if it is located in a county that does not have
percent or more of their housing units with 4Mbps broadba
availability according to the latest information available frc
the FCC at the sthof the EHR reporting period.

Measure 2:
A provider may exclude from the measure if any of -
following apply:

i Any eligible hospital or CAH for whom the total
transitions or referrals received and patie
encounters in which the provider has nevbefore
encountered the patient, is fewer than 100 during tl
EHR reporting period is excluded from this measurt

U Any eligible hospital or CAH that is located in a cot
that does not have 50 percent or more of the
housing units with 4Mbps broadbandvailability
according to the latest information available from tt
FCC at the start of the EHR reporting period.

Measure 3:

Any eligible hospital or CAH for whom the total of transitic
or referrals received and patient encounters in which 1
provider has never before

Public Health Reporting

Measure 1 ¢

Immunization Registry Reporting: The eligible hospital or CAH is in «
engagement with a public health agency to submit immunization ¢
and receive immunization forecasts and histories from the public he
immunization registry/immunization infornimn system (1IS).

Measure 2 ¢

Syndromic Surveillance Reporting: The eligible hospital or CAH
active engagement with a public health agency to submit syndrc
surveillance data from an urgent care setting.

Measure 3¢

Electronic Case Repoartj: The eligible hospital or CAH is in acl
engagement with a public health agency to submit case reportin
reportable conditions.

NOTE: Electronic Case Reporting is not required until 2018.
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Measure 4¢ Public Health Registry Reporting: The eleibbspital or
CAH is in active engagement with a public health agency to submit
to public health registries.

Measure 5¢ Clinical Data Registry Reporting: The eligible hospite
CAH is in active engagement to submit data to a clinical data negistr

Measure 6¢ Electronic Reportable Laboratory Result Reporting:
eligible hospital or CAH is in active engagement with a public he
agency to submit electronic reportable laboratory results.
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AppendixJ PostPaymentAudit Strategy for Meaningful Use
Appendix J will be submitted to CMS separate from this SMHP update to maintain confidentiality.
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AppendixK: Meaningful Use Screenshots

DOM submittedan SMHP Addendum for the 202917 Modifications for the CMS Final Rule in January

2016, including screen shots of the:

1 Proposed SLR Attestation Portal Screen Shots for Eligible Professionals, and

1 Proposed SLR Attestation Portal Screen Shots for Eligible Hospitals.

CMS approvedhe SMHP Adendum on February 5, 2016. Following are siceeenshotshat were

included in theAddendum.

Meaningful Use
Objectives

Select the Save and Continue button to open each Objective Detail page in turn to complete the information for Meaningful Use attestation.

Alternatively, select any of the links below to complete that Objective’s Detail page. All objectives must be answered.

Import Meaningful Use Objective Data To be client configurable in 4.1

Objective

Status

Protect Patient Health Information

Clinical Decision Support

Computerized Provider Order Entry (CPOE)

Electronic Prescribing (eRx)

Health Information Exchange

Patient Specific Education

Medication Reconciliation

Patient Electronic Access (VDT)

Public Health Reporting

Please select the 'Previous screen’ button to go back or the 'Save & Continue’ button to proceed.

IPrevious Screerl |Save & Continug|
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Protect Patient Health Information

L& = Red asterisk indicates a required fisld.

Objective:  Protect electronic health information created or maintained by the CEHRT through the implementation of
appropriate technical capabilities.

Measure:  Conduct or review a security risk analysis in accordance with the requirements in 45 CFR 164.308(a)(1),
including addressing the security (to include encryption) ePHI created or maintained by CEHRT in
accordance with requirements under 45 CFR 164.312 (a)(2)(iv) and 45 CRF 164.306(d)(3), and implement
security updates as necessary and correct identified security deficiancies as part of the eligible hospital or
CAH risk management process.

Placeholder for help text regarding the security questionnaire. Help texi is configurable for each client and is
hidden by defaulf.

Complete the following information:

* Have you conducted or reviewed a security risk analysis in accordance with the requirements?

© No Yes

* Date security risk analsysis was completed:

Will display with calendar selector

Clinical Decision Support
L4 # Red asterisk indicates a required figld.

Objective:  Please select which objective you will report:

@ Stage 1 Objective: Implement one clinical decision support rule relevant to specialty or
high clinical priority, or high priority hospital condition, along with the ability to track
compliance with that rule.

©) Stage 2 Objective: Use clinical decision support to improve perfarmance on high-priority
health conditions.

Measure:  Implement one clinical decision support rule.

Complete the following information:

* Have you implemented one clinical decision support rule relevant to specialty or high clinical priority
along with the ability to track compliance to that rule?

Yes © No

* Please enter the name of one Clinical Decision Support Rule you have implemented:
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Computerized Provider Order Entry (CPOE)
L# # Red asterisk indicates a required field.

Objective:  Use computerized provider order entry {CPOE) for medication, laboratery, and radiclogy orders directly
entered by any licensed healthcare professional who can enter orders into the medical record per state, local,
and professional guidelines

Please select which measures you will report:
@ Stage 1 Alternative Exclusions and Specifications

@ Stage 2 Measures

Exclusion Criteria:  Meeting the following criteria qualifies for the exclusion for the Associated measure.

Do you wish to exclude Measure #2 as there is no equivalent Stage 1 @ Mo @ Yes
measure? (Measure #2)

Do you wish to exclude Measure #3 as there is no equivalent Stage 1 © No @ Yes
measure? (Measure #3)

Measure #1:  Please select which measure you will report:

@ More than 30% of all unique patients with at least one medication in their medication list admitted to
eligible hospital's or CAH's inpatient or emergency department (POS 21 or 23) during the EHR
reporting period have at least one medication order entered using CPOE

7 More than 30% of medication orders created by the authorized providers of the eligible hospital's or
CAH's for patients admitted to their inpatient or emergency department (POS 21 or 23) during the
EHR reporting period are recorded using CPOE.

Complete the following information:

Numerator = The number of patients in the denominator that have at least one
medication order entered using CPOE

Denominator = Number of unique patients with at least one medication in their
medication list seen by the eligible hospital er CAH during the EHR reporting
period.

Measure #2:  More than 30% of laboratory orders created by autherized providers of the eligible hospital's or CAH's
inpatient or emergency department {(POS 21 or 23) during the EHR reporting period are recorded using
CPOE

You meet the requirement for exclusion from this measure. Exclusion from the requirement does not
prevent an eligible hospital or CAH from achieving Meaningful Use.

Measure #3:  More than 30% of radiology orders created by authorized providers of the eligible hospital's or CAH's
inpatient or emergency department (POS 21 or 23) during the EHR reporting period are recorded using
CPOE.

‘You meet the requirement for exclusion from this . Exclusion from the requi does not
prevent an eligible hospital or CAH from achieving Meaningful Use.

Attach Files

+ Other Attachment

File Name Subject Remove

Mo records to display.

Add Files QH] [ Remove Selected ﬁ]

Please select the 'Previous screen’ button to go back or the "Save & Centinue’ button to proceed.

Previous Screenl |Save & Continug
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Electronic Prescribing

L# # Red asterisk indicates a required field.

Objective:  Generate and transmit permissible discharge prescriptions electronically (eRx).

Exclusion Criteria:  Meeting the following criteria qualifies for the exclusion for this measure.

Do you have an internal pharmacy that can accept
electronic prescriptions or any pharmacy that accepts
electronic prescriptions within 10 miles of the hospital?

@ No @ Yes

Stage 1 Exclusion: Do you wish to exclude the measure as
there is no equivalent Stage 1 measure?

No © Yes

Measure:  More than 10% of hospital discharge medication orders for permissible prescriptions (for new, and changed

prescriptions) are queried for a drug formulary and transmitted electronically using CEHRT.

Complete the following information:

Numerator = The number of prescriptions in the denominator generated, queried for a
drug formulary and transmitted electronically.

Denominator = Number of new or changed permissible prescriptions written for drugs
requiring a prescription in order to be dispensed other than controlled substances for
patients discharged during the EHR reporting period.

Electronic Prescribing

L& # Red asterisk indicates a required field.

Objective:  Generate and transmit permissible discharge prescriptions electronically (eRx).

Exclusion Criteria:  Meeting the following criteria qualifies for the exclusion for this measure.

Do you have an internal pharmacy that can accept @ Mo
electronic prescriptions or any pharmacy that accepts
electronic prescriptions within 10 miles of the hospital?

@ Yes

Stage 1 Exclusion: Do you wish to exclude the measure as ® No
there is no equivalent Stage 1 measure?

Measure:  More than 10% of hospital discharge medication orders for permissible prescriptions (for new, and changad

prescriptions} are queried for a drug formulary and transmitted electronically using CEHRT.

You meet the requirement for exclusion from this measure. Exclusion from the requirement does not
prevent an eligible hospital or CAH from achieving Meaningful Use.
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Health Information Exchange
L % Red asterisk indicates a required field.

Objective:  The eligible hospital or CAH who transitions their patient to another setting of care or provider of care or
refers their patient to another provider of care provides a summary of care record for each transition of care

or referral.

Exclusion Criteriaz  Meeting the following criteria qualifies for the exclusion for this measure.

Stage 1 Exclusion: Do you wish to exclude the measure as © No
there is no equivalent Stage 1 measure?

Measure:  The eligible hospital or CAH that transitions or refers their patient to another setting of care or provider of
care must - (1) use CEHRT to create a summary of care record; and (2) electronically transmits such
summary to a receiving provider for more than 10% of transitions of care and referrals.

You meet the requirement for exclusion from this measure. Exclusion from the requirement does not
prevent an eligible hospital or CAH from achieving Meaningful Use.

Patient-Specific Education

_# # Red asterisk indicates a required field.

Objective:  Use clinically relevant information from CEHRT to identify patient-specific eduction resources and provide
those resources to the patient.

Exclusion Criteria: ~ Meeting the following criteria qualifies for the exclusion for this measure.

Stage 1 Exclusion: Do you wish to exclude the measure as you © No
were not intending to attest to the Stage 1 menu objective?

Measure:  More than 10% of all unique patients admitted to the eligible hospital's or CAH's inpatient or emergency
department (POS 21 or 23) during the EHR reportin gperiod are provided patient specific education
resources identified by CEHRT.

You meet the requirement for exclusion from this measure. Exclusion from the requirement does not
prevent an eligible hospital or CAH from achieving Meaningful Use.
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Medication Reconciliation
L % Red astensk indicates a required field_

Objective:  The eligible hospital or CAH that recieves a patient from another setting of care or provider of care or
believes an encounter is relevant performs medication reconciliation.

Exclusion Criteria:  Meeting the following criteria qualifies for the exclusion for this measure.

Stage 1 Exclusion: Do you wish to exclude the measure as you @ No
were not intending to attest to the Stage 1 menu objective?

Measure:  The eligible hospital or CAH performs medication reconciliation for more than 50% of transitions of care in
which the patient is admitted to the eligible hospital's or CAH's inpatient or emergency department (POS 21
or 23).

You meet the requirement for exclusion from this measure. Exclusion from the requirement does not
prevent an eligible hospital or CAH from achieving Meaningful Use.

Patient Electronic Access

L# % Red asterisk indicates a required field.

Objective:  Provide patients the ability to view online, download, and transmit information within 36 hours of hospital
discharge.

Exclusion Criteria:  Meeting either of the following criteria qualifies for the exclusion for the associated measure.

Is the hospital or CAH located in a county/area that & No
does not have 50% or more of its housing units with

4Mbps broadband availability according to the latest

information available from the FCC on the first day of

the EHR reporting period? (Measure #2)

Yes

Stage 1 Exclusion: Do you wish to exclude Measure ® No @ Yes
#2 as there is no equivalent Stage 1 measure?

Measure #1:  More than 50% of all unique patients who are discharged from the inpatient or emergency department (POS
21 or 23) of an eligible hospital or CAH are provided timely access to view online, download and transmit to a
third party their health information.

Complete the following information:

Numerator = The number of patients in the denominator who are have access to view,
download, and transmit their health information within 36 hours after the information is
available to the eligible hospital or CAH.

Denominator = Mumber of unique patients discharged from an eligible hospital's or
CAH's inpatient or emergency department (POS 21 or 23) during the EHR reporting

nerind

Measure #2:  For an EHR reporting period in 2015 and 2016, at least 1 patient who is discharged from
the inpatient or emergency department (POS 21 or 23) of an eligible hospital or CAH (or
patient-authorized representative) views, downloads or transmits to a third party his or
her health information during the EHR reporting period.
You meet the requirement for exclusion from this measure. Exclusion from the requirement does not
prevent an eligible hospital or CAH from achieving Meaningful Use.
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Public Health Reporting

Objective: The eligible hospital or CAH is in active engagement with a Public Health Agency (PHA) or clinical data
registry (CDR) to submit electronic public health data in a meaningful way using certified EHR technology
except where prohibited and in accordance with applicable law and practice.

In order to meet this objective, eligible hospitals and CAHs must meet two of the total number of measures available to them. Reporting an
exclusion for a measure does not qualify towards meeting the objective unless the eligible hospital or CAH can report on fewer than two
measures. If an eligible hospital or CAH can report on fewer than 2 measures, the eligible hospital or CAH must report on any possible
measures and claim the exclusion for the remaining measures.

Eligible hospitals and CAHs may cheose to report more than one public health registry or clinical data registry to meet the number of
measures required to meet the objective. Up to 3 public health registries of clinical data registries maybe reported.

Select "l will report on this measure” to report for the specific measure. Select "l will claim exclusion for this measure” to claim exclusion for
the specific measure.

Active Engagement:  [f your state has one public health agency that manages registration for all the public health measures, you }
may use this option to select the level of active engagement to apply te all measures with reporting to a F_or slates \:vhere there is a
Public Health Agency. Select the level of active engagement you demonstrate for this measure. Only onesingle public health agency that

level may be selected. manages registration for the
public health measures. Info to
@ Option 1 - Completed Registration to Submit Data: the eligible hospital or CAH registered to populate detail pages.

submit data with the PHA to which the information is being submitted: registration was completed
within 60 days after the start of the EHR reporling period; and the eligible hospital or CAH is
awaiting an invitation from the PHA to begin testing and validation. Providers that have registered
in previous years do not need to submit an additional registration to meet this requirement for
each EHR reporting period

@ Qption 2 - Testing and Validation: the eligible hospital or CAH is in the process of testing and
validation of the electronic submission of data. Providers must respend te requests from the PHA
within 30 days; failure to respond twice within an EHR reporting period would result in the
provider not meeting the measure.

@ Option 3 - Production: the eligible hospital or CAH has completed testing and validation of the
electronic submission and is electronically submitting production data to the PHA

Measure I will report on this measure || will claim exclusion for this measure
Measure 1 - Immunization Registry Reporting o ] ]
Measure 2 - Syndromic Surveillance Reporting o D D
Measure 3 - Specialized Registry Reporting o D D
Measure 3 - Specialized Registry Reporiing o [&] (=]
Measure 3 - Specialized Registry Reporting o D D
4 - Electronic R L y Results (i ] [T @]

Please select the 'Previous Screen’ button to go back or the "Save & Continue’ button to proceed.

Previous Screenl |Save & Continug
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Measure 1 - Immunization Registry Reporting

L# * Red asterisk indicates a required field.

Measure: The eligible hospital or CAH is in active engagement with a Public Health Agency (PHA) to submit
immunization data.

Exclusion Criteria:  Meeting any of the following criteria qualifies for the exclusion for this measure. Select all that apply. o

[F] Does not administer any immunizations to any of the populations for which data is collected by their
jurisdiction’s immunization registry or immunization information system during the EHR reporting period.

] Operates in a jurisdiction where no immunization registry or immunization information system is capable
of accepting the specific standards required to meet the CEHRT definition at the start of the EHR
reporting period.

[ Operates in a jurisdiction where no immunization registry or immunization information system has
declared readiness to receive immunization data from the eligible hospital or CAH at the start of the EHR
reporting period.

[ Alternate Exclusion: Did not intend to select the menu objective for an EHR reporting period in 2015.

Active Engagement:  Select the level of active engagement you demonstrate for this measure. Only one level may be selected.

© Option 1 - Completed Registration to Submit Data: the eligible hospital or CAHregistered to
submit data with the PHA to which the information is being submitted; registration was completed
within 60 days after the start of the EHR reporting period; and the eligible hospital or CAH is
awaiting an invitation from the PHA to begin testing and validation. Providers that have registered
in previous years do not need to submit an additional registration to meet this requirement for
each EHR reporting period.

©) Option 2 - Testing and Validation: the eligible hospital or CAH is in the process of testing and
validation of the electronic submission of data. Providers must respond to requests from the PHA
within 30 days; failure to respond twice within an EHR reporting period would result in the
provider not meeting the measure.

© Option 3 - Production: the eligible hospital or CAH has completed testing and validation of the
electronic submission and is electronically submitting production data to the PHA.

Attach Files
The following attachments are optional:

* Other Attachment

File Name Subject Remove

No records to display.

Add Files Gﬂi] ’ Remove Selected x‘

Please select the ‘Previous screen’ button to go back or the 'Save & Continue’ button to proceed.

IPrevious Screerl |Sa\re & Continug

AppendixK: Meaningful Use Screenshots Page206




Updated November 3,

‘ MISSISSIPPI DIVISION OF . . .
41 MEDICAID State Medicaid Heglth Information Technology 2017
S Planning Document

Measure 2 - Syndromic Surveillance Reporting
L % Red asterisk indicates a required field.

The eligible hospital or CAH is in active engagement with a Public Health Agency (PHA) to submit syndromic

Measure: !
surveillance data.

Exclusion Criteria:  Meeting any of the following criteria qualifies for the exclusion for this measure. Select all that apply. o

[C] Does not have an emergency or urgent care department

[C] Operates in a jurisdiction for which no public health agency is capable of receiving electronic syndromic
surveillance data from eligible hospitals or CAHs in the specific standards required to meet the CEHRT
definition at the start of the EHR reporting period.

[C] Operates in a jurisdiction where no public health agency has declared readiness to receive syndromic
surveillance data from eligible hospitals or CAHs at the start of the EHR reporting period.

[[] Atternate Exclusion: Did not intend to select the menu objective for an EHR reporting period in 2015.

Active Engagement:  Select the level of active engagement you demonstrate for this measure. Only one level may be selected.

) Option 1 - Completed Registration to Submit Data: the eligible hospital or CAHregistered to
submit data with the PHA to which the information is being submitted; registration was completed
within 60 days after the start of the EHR reporting period; and the eligible hospital or CAH is
awaiting an invitation from the PHA to begin testing and validation. Providers that have registered
in previous years do not need to submit an additional registration to meet this requirement for
each EHR reporting period.

) Option 2 - Testing and Validation: the eligible hospital or CAH is in the process of testing and
validation of the electronic submission of data. Providers must respond to requests from the PHA
within 30 days; failure to respond twice within an EHR reporting period would result in the
provider not meeting the measure.

© Option 3 - Production: the eligible hospital or CAH has completed testing and validation of the
electronic submission and is electronically submitting production data to the PHA.

Attach Files
The following attachments are optional:
+ Other Attachment

File Name Subject Remove

No records to display.

Add Files ﬁﬂi] ’ Remove Selected x‘

Please select the 'Previous screen’ button to go back or the "Save & Continue” button to proceed.

IPrevious Screerl |Sa\re & Continue
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Measure 3 - Specialized Registry Reporting
' * Red aslenisk indicales a required fleld.

Measure:  The eligible hospital or CAH is in active engagement with a Public Health Agency (FHA) to submit data to a
specialized registry.

Exclusion Criteria:  Meeting any of the following criteria qualifies for the exclusion for this measure. Select all that apply. Li ]

[F] Does not diagnose or treat any disease or condifion associated with or collect relevant data that is
reguired by a specialized registry in their jurisdiction during the EHR reporting period.

[C] Operates in a jurisdiction for which no public health agency is capable of accepting electronic registry
transactions in the specific standards reguired to meet the CEHRT definition at the start of the EHR
reporting period.

[T Operates in a jurisdiction where no public health agency for which the eligilble hospital or CAH is eligible
has declared readiness to receive electronic registry transactions at the start of the EHR reporting period.

[0 Alternate Exclusion: Did not intend to select the menu objective for an EHR reporting period in 2015.

Active Engagement:  Select the level of active engagement you demonstrate for this measure. Only one level may be selected.

) Option 1 - Completed Registration to Submit Data: the eligible hospital or CAH registered to
submit data with the PHA to which the information is being submitted; registration was completed
within 60 days after the start of the EHR reporiing period; and the eligible hospital or CAH is
awaiting an invitation from the PHA to begin testing and validation. Providers that have registered
in previous years do not need to submit an additional registration to meet this requirement for
each EHR reporting period.

2 Option 2 - Testing and Validation: the eligible hospital or CAH is in the process of testing and
validation of the electronic submission of data. Providers must respond to requests from the PHA
within 30 days; failure to respond twice within an EHR reporting period would result in the
provider not meeting the measure.

Z Option 3 - Production: the eligible hospital or CAH has completed testing and validation of the
electronic submission and is elecironically submitting production data to the PHA.

Registry Mame: (pleass enter name of registry)

Attach Files

The following attachr

nis are optionai:

* Other Aftachment

File Name Subject Remove

Mo records to display.

AddFiles | | Remove Selected |

Please select the 'Previous screen’ button to go back or the "Save & Continue’ button to proceed.

Previous Screer| |Save & Coniinu(|
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Measure 4 - Reportable Electronic Laboratory Results Reporting
&' % Red aslerisk indicales a reqguired field.

Measure:  The eligible hospital or CAH is in active engagement with a public health agency (PHA) to submit electronic
reportable laboratory (ELR) resulis.

Exclusion Criteria:  Meeting any of the following criteria qualifies for the exclusion for this measure. Select all that apply. [ ]

[F] Does not perform or order laboratory tests that are reportable in their jurisdiction during the EHR
reporting period.

[O] Operates in a jurisdiction for which no public health agency is capable of accepting the specific ELR:
tandards required to meet the CEHRT definition at the start of the EHR reporting period;

[F] operates in a jurisdiction where no public health agency has declared readiness to receive electronic
reporiable laboratory results from eligible hospitals or CAHs at the stari of the EHR reporiing period.

[ Arternate Exclusion: Did not intend to select the menu objective for an EHR reporting period in 2015.

Active Engagement:  Select the level of aclive engagement you demonstrate for this measure. Only one level may be selected.

© Option 1 - Completed Registration to Submit Data: the eligible hospital or CAH registered to
submit data with the PHA to which the information is being submitted; registration was completed
within 60 days after the start of the EHR reporiing period; and the eligible hospital or CAH is
awaiting an invitation from the PHA to begin testing and validation. Providers that have registered
in previous years do not need to submit an additional registration to meet this requirement for
each EHR reporting period.

0 Option 2 - Testing and Validation: the eligible hospital or CAH is in the process of testing and
validation of the elecironic submission of data. Providers must respond to requests from the PHA
within 30 days; failure to respond twice within an EHR reporting period would result in the
provider not meeting the measure.

0 Option 3 - Production: the eligible hospital or CAH has completed testing and validation of the
electronic submission and is elecironically submitting production data to the PHA

Public Health Agency Name: (nlease enter name of Public Health Agency)

Attach Files

he fallowing aitachmenis ane oplional”

= Other Attachment

File Name Subject Remave

Ne records to display.

AddFiles %] | Remove Selected |

Flease select the "Previous screen’ button fo go back or the "Save & Confinue' button to proceed.

Previous Screer'| |Save & Coniinucl
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MISSISSIPPISTATE MEDICAID HEALTH INFORMATION
TECHNOLOGY PLAN (SMHP)

2017 ADDENDUM

2015 ¢ 2017 MODIFICATIONS RULE
OUTPATIENT PROSPECTIVE
PAYMENT SYSTEM RULE
MEDICARE QUALITY PAYMENT
PROGRAM

1 OVERVIEW

1.1 Background

In October 2015, Centers for Medicare & Medicaid Services (CMS) released a final rule that
specifies the meaningful use (MU) objectives that eligible professionals (EPs), eligible hospitals
(EHs), and critical access hospitals (CAHs) must meet in order to continue to participate in the
Medicare and Medicaid Electronic Health Record (EHR) Incentive programs.

The provisions of this rule specify Modified Meaningful Use requirements that will apply for
providers attesting to Stage 2 in 2017, including text or threshold changes to the measures for
Patient Electronic Access and Secure electronic Messaging. In addition, this rule requires that
providers have the option to attest to Stage 3 in 2017.

In November 2016, CMS released a final rule that updated payment rates and policy changes
in the Hospital Outpatient Prospective Payment System (OPPS) and Ambulatory Surgical
Center (ACS) Payment System for calendar year 2017.

One of the provisions of this rule extends the 90-day EHR reporting period for program year
2017, allowing providers to select any continuous 90-day period between January 1 and
December 31in calendar year 2017. Another provision requires that all actions included in
the numerator of Meaningful Use measures must occur within the HER reporting period if
that period is a full calendar year, or if less than a full calendar year, within the calendar
year in which the HER reporting period occurs.

Also in November 2016, CMS finalized a rule establishing the Merit Based Incentive
Payment System (MIPS), which consolidates components of three existing programs into a
single, cohesive program called the Quality Payment Program. The Quality Payment
Program focuses on quality, cost, and use of certified EHR technology to support
interoperability and advanced quality objectives.

The purpose of this addendum is to describe Mi s s i spian for pnplémgnting the provisions in
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each of these new rules that affect Program Year 2017 for Mi s s i sMedigaig EH& $hcentive
Program. No changes are requiredin Mi s s i sIARD pojniplénsent this new rule.

1.2 Policy Considerations and Audit Strategy Adjustments

Supporting documentation for meaningful use measures will be required in Program Year
2017 for eligible professionals. The State Level Registry accepts the Meaningful Use data
from CMS for its dually eligible hospitals. These include the summary MU reports generated
by certified EHR systems, a summary document for the Security Risk Assessment, and
written confirmation from the St a tPabéicdHealth Agency for active engagement and/or
gualification for exclusions. Additionally, providers will have the option to attach supporting
documentation for exclusions for any measure. The internal system configuration document
reflects these requirements, which will be tested during UAT prior to implementing the
system changes for Program Year 2017.

Mississippi will update its post payment audit procedures to incorporate requirements for
rule changes that apply to Program Year 2017 in a future update of the Audit Appendix.

2 SYSTEM CHANGES

The Conduent State Level Registry (SLR) User Group Community has reviewed all CMS
requirements with the Xerox team to assure changes to the portal will accommodate the
requirements of the new rule.

2.1 20157 2017 Modifications Rule

Eligible Professional (EP) Option to Attest to Stage 3 in 2017

On the initial Meaningful Use (MU) page in the State Level Registry, EPs attesting for 2017
MU are presented with a selection option to report on either Stage 3 Objectives or to report
on Stage 2 Objectives. (Please see Screen shots in Appendices)

This option will be used as selection screen for PY 2017 for both EHs and EPs:

Meaningful Use

Please select which Stage of MU you will report for 2017. You must attest to Stage 2 objectives if you are a new participant in 2017. You
must have 2015 edition certified EHR technology if you attest to Stage 3 Objectives. You may not change your MU Stage selection option
on individual MU objectives pages

| will report Stage 2 objectives in 2017

will report Stage 3 objectives in 2017 (you must have 2015 edition CEHRT to attest to Stage 3 in
2017

When 2017 Stage 3 MU Objective option is selected, the EP is presented with a summary of
2017 Stage 3 Objectives. From the Summary page, the EP can navigate to any specific
Stage 3 Objectives. The table below shows Objective hame and sequence, which differs
from Stage 2 objectives in 2017:

| Stage3 Objective |
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Protect Patient Health Information
Electronic Prescribing (eRx)

Clinical Decision Support

Computerized Provider Order Entry (CPOE)

Patient Electronic Access

Coordination of Care

Health Information Exchange

Public Health and Clinical Data Registry Reporting

Upon advancing from the selection page to the detailed MU pages, each Stage 3 Objective
displays with 2017 Objective, measure text, and relevant exclusion criteria per the final rule.

Five Public Health measures options display for EP in 2017 under the Stage 3 selection
option. EPs must report on two measures. The State Level Registry also allows
Coordination of Care and Health Information Exchange objectives to pass validation when
the thresholds are met for at least two of the three measures.

Validations that prevent Stage 3 section options from displaying are as follows:

1 Stage 3 MU option is disabled for providers that do not have a 2015 edition
CEHRT validation on EHR Certification Page in Conduent SLR. In this scenario,
providers can only attest to Stage 2 objectives and measures.

1 Stage 3 MU option is disabled for providers that have not successfully demonstrated
MU in a prior year. Validation is based on B6 data and/or prior year(s) attestation
data in Conduent SLR.

When 2017 Stage 2 MU Objective option is selected, the EP is presented with a summary of
2017 Stage 2 Objectives. From the Summary page, the EP can navigate to any specific
Stage 2 Objectives. There are two objectives with measure text changes or threshold
changes per the final rule:

1 Obijective 8: Patient Electronic Access
1 Objective 9: Secure Electronic Messaging

Eligible Hospital (EH) Option to Attest to Stage 3 in 2017

On the initial Meaningful Use page in the State Level Registry, EHs attesting for 2017 MU
are presented with a selection option to report on either Stage 3 Objectives or to report on
Stage 2 Objectives.

When 2017 Stage 3 MU Objective option is selected, the EH is presented with a summary of
2017 Stage 3 Objectives. From the Summary page, the EH can navigate to any specific
Stage 3 Objectives. The table below shows Objective name and sequence, which differs
from Stage 2 objectives in 2017:

Stage3 Objective
Protect Patient Health Information

AppendixK: Meaningful Use Screenshots Page212



' MISSISSIPPI DIVISION OF L Updated . November 3,
A MED ICAID_ State Medicaid Health Information Technology 2017

Planning Document

Electronic Prescribing (eRX)

Clinical Decision Support

Computerized Provider Order Entry (CPOE)

Patient Electronic Access

Coordination of Care

Health Information Exchange

Public Health and Clinical Data Registry Reporting

Upon advancing from the selection page to the detailed MU pages, each Stage 3 Objective
displays with 2017 objective, measure text, and relevant exclusion criteria per the final rule.
Six Public Health measures options display for EH in 2017 under the Stage 3 selection
option. EHs must report on four measures. The State Level Registry also allows
Coordination of Care and Health Information Exchange objectives to pass validation when
the thresholds are met for at least two of the three measures.

The Conduent SLR will populate MU objective data from the C5 received in 2017, which will
not contain data for Clinical Decision Support and CPOE objectives i the Conduent SLR
will pass validation for these objectives and allow the EH to advance in the attestation
process.

Validations occur that prevent Stage 3 section options for the following reasons:

1 Stage 3 MU option is disabled for providers that do not have a 2015 edition CEHRT
validation on EHR Certification Page in Conduent SLR. In this scenario, providers
can only attest to Stage 2 objectives and measures.

I Stage 3 MU option is disabled for providers that have not successfully demonstrated
MU in a prior year. Validation is based on B6 data and/or prior year(s) attestation
data in Conduent SLR.

When 2017 Stage 2 MU Objective option is selected, the EH is presented with a summary of
2017 Stage 2 Objectives. From the Summary page, the EH can navigate to any specific
Stage 2 Objectives. There is one EH objective with measure text changes or threshold
change per the final rule:

1 Obijective 8: Patient Electronic Access

Program Year 2017 MU Requirements
As indicated previously, all providers are presented with the option to report on either Stage 3
or Stage 2 MU.

For Eligible Professionals (EPs), when 2017 Stage 2 MU Objective option is selected, the
system displays a summary of 2017 Stage 2 Objectives. From the Summary page, the EP
can navigate to any specific Stage 2 Objectives. The system displays the measure
threshold changes for 2017, per the final rule, for the following:

1 Objective 8: Patient Electronic Access
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1 Objective 9: Secure Electronic Messaging

The Conduent SLR will not allow login for EPs who did not participate in EHR Incentive
Program prior to the end of program year 2016. The system validates B6 data and prior year
data in the Conduent SLR database.

For Eligible Hospitals (EHs), when 2017 Stage 2 MU Objective option is selected, the
system displays a summary of 2017 Stage 2 Objectives. From the Summary page, the EH
can navigate to any specific Stage 2 Objectives. The system displays the measure
threshold changes for 2017, per the final rule, for the following:

A Objective 8: Patient Electronic Access

The Conduent SLR will not allow login for an EHs that was not paid in the prior year. The
system validates B6 data and prior year data in the Conduent SLR database.

The Conduent SLR disabled AIU in 2017 for both EP and EH.

2.2 Outpatient Prospective Payment System (OPPS)
Rule

Eligible 90-day EHR Reporting Period

The workflow for Eligible Professionals and Eligible Hospitals allows the provider to report
using

an EHR reporting period of any continuous 90-day period in calendar year 2017, regardless
of prior attestations, while retaining the standard reporting period requirements for
subsequent years. As of the published date of this document, the system requires a full year
CQM reporting period for returning MU providers.

Modification to Measure Calculation Timeframe

There is no system change to validate that actions included in the numerator data occur
within the calendar year in which the EHR reporting period occurs. The Conduent SLR
validates that EHR reporting period dates are in the calendar year 2017 and displays an
attestation statement at the EHR Reporting Period page that the numerator and
denominator data are for the reporting period.

On each MU objective page, users are required to enter data in numerator and denominator
fields specific for applicable MU measures. The State Level Registry calculates the
percentage based on the data entered by the user. The threshold is met when the
calculated percentage meets or exceeds the requirement mandated by CMS. The system
displays a confirmation that the user has meet the MU objective when all measure(s) meet
the threshold(s).

2.3 Medicare Quality Payment Program
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Updates to Definition of Meaningful EHR

User

For program year 2017, the Conduent SLR displays two attestation statements on the EHR
Certification page. These statements are related to supporting providers with the performance
of CEHRT (SPPC). Users are required to select a check box indicating their confirmation they
engaged in SPPC activities as stated by the rule. A second check box is optional to select.
Selection of this checkbox indicates their confirmation of engagement in surveillance of

health information, as stated by the rule.

On the same EHR Certification page, the system displays an attestation statement
related to the support for health information exchange and the prevention of
information blocking. Users are also required to select a check box indicating their
confirmation they engaged in prevention of health information blocking, as stated by
the rule.

When the two required attestation statements are selected, the system allows the user to
continue to the next step. The optional attestation statement checkbox is not required in
order for the user to advance to the next step. If the user fails to select required
checkboxes, the system displays an error message that the fields are required and the user
cannot advance until the selections are made.

2.4 Screenshots and Program Year Extensions

Screen shots for both EPs and EHs are shown separately for Stage 2 and Stage 3 in
Appendices of this document.

Screen Shot Appendices:
2.4.1 EP - Modified Stage 2 changes - 2017
2.4.2 EH - Modified Stage 2 changes - 2017
2.4.3 EP - Stage 3 - 2017
2.4.4 EH - Stage 371 2017

Mississippi plans to open Program Year 2017 in early January of 2018. This will allow
providers to use a 90-day EHR reporting period and a 365-day CQM reporting period (under
current CMS regulations) for Program Year 2017.

We will determine actual starting dates for PY 2017 once we have an estimate of the time to
implement and test system changes. Requests for extensions to the grace periods will be
submitted to our CMS program contact.

At present, Mi s s i s grdcepperiodfer Program Year 2016 for EP attestations is in effect
through the April 30, 2017 for Eligible Hospitals and Eligible Professionals.

Stage2 EP2017¢ Objectivesvith measuretext changesn 2017

2.4.1 EP - Modified Stage2 ScreenShots
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Patient Electronic Access

A = Red astenisk indicates a required field

Objective:

Exclusion Criteria:

Measure #1:

Measure #2:

Attach Files

Provide patients the ability to view online, download, and transmit their health information within 4 business
days of the information being available to the EP.

Meeting the following criteria qualifies for the exclusion for Measure #1 only.

Did you order or create any of the information listed as part of this ONo @ Ves
measure except for "Patient name” and " Provider's name and

office contact information? (Measure #1)

Meeting either of the following criteria qualifies for the exclusion for Measure #2 only.

Did you order or create any of the information listed as part of this ONo ®Yes
measure except for "Patient name” and " Provider's name and office

contact information? (Measure #2) ‘

Did you conduct 50% or more of your encounters in a county/area that @No OYes

does not have more than 50% or more of its housing units with 4Mbps
broadband availability according to the latest information available from
the FCC on the first day of the EHR reporting period. ? (Measure #2)

More than 50 percent of all unique patients seen by the EP during the EHR reporting period are provided
timely access to view online, download, and transmit to a third party their health information subject to the
EP's discretion to withhold certain information.

Complete the following information:

I:] Numerator = The number of patients in the denominator who have access to view onl
download and transmit their health information within 4 business days after the
information is available {o the EP.

|:' Denominator = Number of unique patients seen by the EP during the EHR reporting
period.

For an EHR reporting period in 2017, more than 5 percent of unique patients seen by the EP during the EHR
reporiing period (or his or her authorized representatives) view, download or fransmit to a third party their
health information during the EHR reporting period.

Complete the following information:

I:] Numerator = The number of patients in the denominator who view, download, or
transmit to a third party their health information

[:l Denominator = The number of patients seen by the EP during the EHR reporting
period.

The following attachments are optiona

« Ofther Attachment
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|Secure Electronic Messaging

L # Red asterisk indicates a required field.

Objective:

Exclusion Criteria:

Use secure electronic messaging to communicate with patients on relevant health information.

Meeting any of the following criteria qualifies for the exclusion for this measure.

Did you have office visits during the EHR reporting period? (ONo @®Yes

Did you conduct 50% or more of your encounters in a

county/area that does not have 50% or more of its ©No OYes
housing units with 4Mbps broadband availability

according to the latest information available from the FCC

on the first day of the EHR reporting period?

Measure: For an EHR reporting period in 2017, for more than 5 percent of unique patients seen by the EP during the
EHR reporting period, a secure message was sent using the electronic messaging function of CEHRT to the
patient (or the patient-authorized representative), or in response to a secure message sent by the patient (or
the patient-authorized representative) during the EHR reporting period.

Complete the following information:
:I Numerator = The number of patients in the denominator for whom a secure electronic

message is sent to the patient (or patient-authorized representative), or in response to a
secure message sent by the patient (or patient-authorized representative).

:, Denominator = Number of unique patients seen by the EP during the EHR reporting

Attach Files

period.

The following attachments are optional
= Other Attachment

I File Name

[
| Subject

L No records to display.

| AddFiles 4P| | Remove Selected |

2.4.2 EH- Modified Stage2 ScreenShots
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Patient Electronic Access

Lt * Red asterisk i

dirak

Objective:

Exclusion Criteria:

Measure #1:

Measure #2:

Attach Files

a required field.

Provide patients the ability to view online, download, and transmit information within 36 hours of hospital
discharge.

Meeting the following criteria qualifies for Measure #2 only.

Is the hospital or CAH located in a county/area that

does not have 50% or more of its housing units with ®No OYes
4Mbps broadband availability according to the latest

information available from the FCC on the first day of

the EHR reporting period? (Measure #2)

More than 50% of all unique patients who are discharged from the inpatient or emergency department (POS
21 or 23) of an eligible hospital or CAH are provided timely access to view online, download and transmit to a
third party their health information.

Complete the following information:

I:l Numerator = The number of patients in the denominator who are have access to view,
download, and transmit their health information within 36 hours after the information is
available to the eligible hospital or CAH.

I:I Denominator = Number of unique patients discharged from an eligible hospital's or
CAH's inpatient or emergency department (POS 21 or 23) during the EHR reporting

ner

For an EHR reporting period in 2017, more than 5 percent of unique patients discharged from
the inpatient or emergency department (POS 21 or 23) of an eligible hospital or CAH (or
patient-authorized representative) views, downloads or transmits to a third party his or

her health information during the EHR reporting period.

Complete the following information:

I:I Numerator = The number of patients (or patient-authorized representative) in the
denominator who view, download, or transmit to a third party their health information.

I:I Denominator = Number of unique patients discharged from the inpatient or
emergency department (POS 21 or 23) of the eligible hospital or CAH during the
EHR reporting period..

The following attachments are optional.
+ Other Attachment

243 EPI

Append

Stage 3 Screen Shots
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1. About You
2. Confirm Medicaid Eligibility
B 3. Attestation of EHR
EHR Certification
EHR Reporting Period
MU - import
= MU Objectives
Protect Health
CDS
CPOE
CQM - Import
cam

2 Attactatinn nf FHR

Important Note - Please Read!

As part of the American Recovery and Reinvestment Act of 2009 (ARRA) Congress mandated payment adjustments to be applied to
Medicare eligible professionals (EPs) and eligible hospitals (EHs) who do not demonstrate meaningful use of Certified Electronic Health
Record (EHR) Technology by 2014. Payment adjustments were mandated to begin on the first day of 2014. Medicaid only hospitals and
Medicaid EPs who do not bill Medicare are not subject to these payment adjustments, however, all other providers are subject to the
penalties regardless of which program they choose to participate in. This means that EPs participating in the Medicaid EHR Incentive
Program who bill Medicare are subject to the payment adjustment if they do not demonstrate Meaningful Use.

Providers who first attested to MU in 2011 or 2012 must have demonstrated meaningful use for a full year in 2013 to avoid payment
adjustments in 2015, and must continue to demonstrate meaningful use every year to avoid payment adjustments in subsequent years.

Providers who first attested to MU in 2013 must have demonstrated meaningful use for a 90-day reporting period to avoid payment
adjustments in 2015, and must continue to demonstrate meaningful use every year to avoid payment adjustments in subsequent years.

Providers who first demonstrate meaningful use in 2014 must have demonstrated meaningful use for a 90-day reporting period in 2014 to
avoid payment adjustments in 2015 and 2016. The reporting period must have occurred in the first 9 months of the program year (7/1/14 for
eligible hospitals and 10/1/14 for eligible professionals) in order to avoid payment adjustments. Providers must continue to demonstrate
meaningful use every year to avoid payment adjustments for providers who first demonstrate meaningful use in 2014.

Providers who first demonstrate meaningful use in 2015 must have demonstrated meaningful use for a 90-day reporting period in 2015 to
avoid payment adjustments in 2016 and 2017.

Providers who first demonstrate meaningful use in 2016 must have demonstrated meaningful use for a 90-day reporting period in 2016 to
avoid payment adjustments in 2017 and 2018.

Providers who first demonstrate meaningful use in 2017 must demonstrate meaningful use for a 90-day reporting period in 2017 to avoid
payment adjustments in 2018. This reporting period must occur in the first 9 months of calendar year 2017, and EP must attest to meaningful
use no later than October 1, 2017, in order to avoid the payment adjustments in calendar year 2018.

In certain circumstances, eligible hospitals and eligible professionals may apply for hardship exceptions to avoid the payment adjustments.
Hardship exceptions will be granted only under certain circumstances and only if CMS determines that providers have demonstrated that
those circumstances pose a significant barrier to their achieving meaningful use. CMS will publish information on how to apply for a hardship
exception on the CMS EHR Incentive Programs website (www.CMS.gov/Regulations-and-Guidance/Legislation/EHRIncentivePrograms).
For more information on payment adjustments and hardship exceptions, please select one of the links below:

Payment Adjustments and Hardship Exceptions Tipsheet for Eligible Professionals

Payment Adjustments and Hardship Exceptions Tipsheet for Eligible Hospitals

Click here for a printable version of this notice.

Attest to Adopt, Implement, Upgrade Attest to Meaningful Use
AlU is not an option in 2017. 2016 was Select this option to attest to
the last program year for eligible demonstrating Meaningful Use of
professionals and hospitals to start the certified EHR technology by:

EHR Incentive Program.
1. Use of certified EHR technology in a
meaningful manner, such as
e-prescribing;

2. That the certified EHR technology is
connected in a manner that provides
for the electronic exchange of health
information to improve the quality of
care; and

3. Using certified EHR technology to
submit information on clinical quality
measures and other such measures of
Meaningful Use.
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EHR Certification
1 Abouto EHR Certification
2. Confirm Medicaid Eligibility
I 3. Attestation of EHR Providers must provide information demonstrating that their EHR technology is certified through the Office of the National Coordinator
N (ONC). The ONC Certified HIT Product List (CHPL) contains the list of all certified EHR technology products and is used by the providers to

EHR Geqtification generate the unique EHR Certification ID that contains the list of all certified EHR technology products and is used by the providers to
EHR Reporting Period generate the unique EHR Certification ID that represents the system or combination of modules that is capable of meeting Meaningful Use.
MU - Import The State is required to validate the verification of the Certified EHR information before making any payment to providers.

B MU Objectives Itis the provider's responsibilitiy to generate an EHR Certification ID that accurately reflects the complete EHR or combination of modules
Protect Health reprresenting a complete EHR used by the provider before attesting to the State. Failure to do so could result in a falst negative result that
cDS may disquality the provider from receiving payment.

CPOE To proceed, please indicate your understanding of this responsibility by agreeing to the following statements. Note: the second statement is
CQM - Import not required.
camM

Provider Understands Responsibility * [JEligible Professionals must attest that they engaged in SPPC activities by attesting that they: (1)

acknowledge of the requirement to cooperate in good faith with ONC direct review of their health
information technology certified under the ONC Health IT Certification Program if a request to assist
in ONC direct review is received: and (2) if a requested, ,cooperate in good faith in ONC direct
review of health information technology under the ONC Health IT Certification Program as
authorized by 45 CFR part 170, subpart E, to the extent that such technology meets (or can be
used to meet) the definition of CEHRT, including by permitting timely access to such technology
and demonstrating its capabilities as implemented and used by the EP in the field

[C]Optionally, EPs may also attest that they engaged in SPPC activities by attesting: (1) acknowledge
the option to cooperate in good faith with ONC-ACB surveillance of their health information
technology cemﬁed under the ONC Health IT Cemﬁcabon Program if a request to assist in ONC-ACB
surveill ived; and (2) if d in good faith with ONCACB surveillance of
their health |nformat|on technology cemﬁed under the ONC Health IT Certification Program, as
authorized by 45 CFR part 170, subpart E, to the extent that such technology meets (or can be used
to meet) the definition of CEHRT, including by permitting timely access to such technology and
demonstrating its capabilities as implemented and used by the EP in the field.”

[JEligible Professionals must attest that they engaged in the prevention of information blocking by
attesting that they: (1) Did not knowingly and willfully take action (such as to disable functionality) to
Ilmlt or restrict the compatibility or interoperability of certified EHR technology and (2) Implemented

, policies, pi , and lated to ensure, to
the greatest extent pracllcable and permmed by Iaw that the certified EHR technology was, at all
relevant times: (i) Connected in d: with i Iaw (n) C pliant with all

applicable to the exchange of information, |nclud|ng the
and certification criteria adopted at 45 CFR part 170; (iii) Implemented in a manner that allowed for
timely access by patients to their el ic health i ;and (iv) | d in @ manner
that allowed for the timely, secure, and trusted bi-directional exchange of structured electronic
health information with other health care providers (as defined by 42 U.S.C. 300jj(3)), including
unaffiliated providers, and with disparate certified EHR technology and vendors; and (3) Responded
in good faith and in a timely manner to requests to retrieve or exchange electronic health
information, including from patients, health care providers (as defined by 42 U.S.C. 300jj(3)), and
other persons, regardless of the requestor’s affiliation or technology vendor.

[¥1 understand that it is my responsibility, as the provider, to ensure that my certified EHR
technology code is listed on the ONC public web service before submitting my attestation to the
State. | understand that failing to ensure my code is listed may result in a false negative result
that may disqualify me from receiving payment.

EHR Certification
EHR Certification Number *

1) Go to the ON i
arch for your produ s t fo the CMS EHR Certification |D widget on the right

you have entered all of the stion 1D button
4)Your CMS EHR Certi CEMO’/L "

above as part of your &

umber you will need to enter

NOTE" ONC does not aliow you to mix Inpstient products and Ambu

pping cart o

complete EH| ria, you will not be al

You must enter an EHR Certification ID that meets the 2014 certification criteria or 2015 certification
criteria.
Systems certified to the 2011 criteria no longer qualify toward meeting Meaningful Use.
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Attach Files

The following affachments are optional.
« Other Attachment

File Name

Subject
No records to display.

AddFiles 4F| [ Remove Selected (|

Please select the "Previous screen’ button to go back or the 'Save & Continue’ button to proceed.

EHR Reporting Period
EHR Reporting Period

CMS requires that providers meet the following regulations for attesting to Meaningful Use:
* 80% of patients must have records in the certified EHR technology

Numerator # Denominator #

Calculate
Required Field

Required Field

Percentage

Numerator = number of patients with records in the certified EHR technology during this reporting period

Denominator = total number of patients during this reporting period

« Eligible Professionals who work at multiple locations but don’t have certified EHR technology available at all of their locations must;

« Have 50% of their total patient encounters at locations where certified EHR technology is available

« Base all meaningful use measures only on encounters that occurred at locations where certified EHR technology is available

Add Mew Location
Street Address * City * State Zip* Wl tor * D * EHR Technology? *
Edit 1101 SOUTH 28TH AVENUE HATTIESBURG Ms 39401 1211 121 Yes Remove

Percentage of total patient  100.00 % ¥
encounters at locations where

certified EHR technology is
available:

Numerator = Number of patient encounters in the denominator at the specified location during this reporting pericd.
Denominator = Number of patient encounters at the specified location during this reporting period.
| agree that | meet the additional CMS regulations for attesting to Meaningful Use. | understand that the State may choose to
audit my records to verify that | meet these regulations.
| agree with the following statements:

# The information submitted for clinical quality measures (CQMs) was generated as an output from an identified certified EHR technology:.

# The information submitted is accurate to the knowledge and belief of the EP or the person submitting on behalf of the EP, eligible hospital, or CAH.

+ The information submitted is accurate and complete for numerators, denominaters, exclusions, and measures applicable to the EP, eligible hospital, or CAH
# The information submitted includes information on all patients to whoem the measure applies.
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90-Day Reporting Period: Start Date # 9/1/2016 End Date # 11/29/2016

| am reporting CQMs for a different reporting period than my meaningful use objectives.

Attach Documentation
The following attachment is required: The following attachments are optional:
« Contract * Invoice
e Other
* Receipt
* Vendor Letter
* Support Agreement

File Name | Subject
3 Vendor Contract Test Form.pdf Contract

AddFiles ds| | Remove Selected X |

Meaningful Use

1. About You Please select which Stage of MU you will report for 2017. You must attest to Stage 2 objectives if you are a new participant in 2017. You
: - e must have 2015 edition certified EHR technology if you attest to Stage 3 Objectives. You may not change your MU Stage selection option on
2. Confirm Medicaid Eligibility individual MU objectives pages.
E 3. Attestation of EHR

EHR Certification Ol will report Stage 2 objectives in 2017
EHR Reporting Period @1 will report Stage 3 objectives in 2017 (you must have 2015 edition CEHRT to attest to Stage 3 in
MU - Import 2017
E MU Objectives Objectives
Protect Health Select the Save and Continue button to open each Objective Detail page in turn to complete the information for Meaningful Use attestation.
cDS Alternatively, select any of the links below to complete that Objective’s Detail page. All objectives must be answered.
CPOE Import Meaningful Use Obijective Da

To be client configurable in 4.1
CQM - Import

cam Stage 3 Objective Status
|Protect Patient Health Information

Electronic Prescribing (eRx)

Clinical Decision Support
Computerized Provider Order Entry (CPOE)

Patient Electronic Access

Coordination of Care

Health Information Exchange

Public Health and Clinical Data Registry Reporting
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Protect Patient Health Information

1. About You
2. Confirm Medicaid Eligibility
E 3. Attestation of EHR

i Objective:
EHR Certification

EHR Reporting Period Measure:
MU - Import

E MU Objectives
Protect Health
CDS
CPOE
CQM - Import
cam

L2 # Red asterisk indicates a required field

Protect electronic protected health information (ePHI) created or maintained by the CEHRT through the
implementation of appropriate technical, administrative, and physical safeguards.

Conduct or review a security risk analysis in accordance with the requirements in 45 CFR 164.308(a)(1),
including addressing the security (to include encryption) of data created or maintained by CEHRT in
accordance with requirements under 45 CFR 164.312(a)(2)(iv) and 45 CFR 164.306(d)(3), and implement
security updates as necessary and correct identified security deficiencies as part of the EP's risk
management process.

Placeholder for help text regarding the security questionnaire. Help text is configurable for each client and is
display by defaut per MCC and client configuration documents.

Complete the following information:

* Have you conducted or reviewed a security risk analysis in accordance with the requirements?

ONo  ®@Yes

* Date security risk analsysis was completed:

Will display with calendar selector

Attach Files

The following attachment is required:

» Security Risk Analysis — Summary Report

4

File Wame

Subject

4 Security Risk Analysis.pdf

Security Risk Analysis — Summary Report

Add Files 5| | Remove Selected 3 |
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